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- “The present crisis underlines the basic importance of 
-coal—our national existence becomes quite impossible if 


we cannot produce enough coal: the whole industrial 


programme deperids upon the miners.’ 

Tue anxiety expressed in the Economic Survey for 
1947 7 reflects a new situation in our society. In the 
inter-war years there was a reservoir of 150,000—200,000 


unemployed miners—now there are not enough. Output 7 


per man, moreover, is lower and attendance less regular 
than it has been. The coal problem today is thus, in 

large part, the problem of the miners. 
with some aspects. of the problem : first, in terms of 
economics, industrial relations, and occupational hazards ; 
and secondly, by describing the responses which followed 
from these and combined with them to make up the recent 
history of mining people. Present difficulties are 
considered in the light of this history and in the 
context of a society with full employment; and some 
contributions which medicine might make are imdicatd, 


The Inter-war Years 
How British industry was brought almost to a stand- 


still for lack of coal can only be understood by reference to | 


the past. Fortu- 
nately there’ is 
little advantage 
in tracing events 
beyond the slump 
of 1931 and the 
strikes of 1926 and 
1921l—events 
within the experi- 
ence of perhaps 
half the men now 
working in the 
mines. During 
those years the 
industry was con- 
tracting.‘® It was 
faced by a steep 
fall in demand 


wid: ic. natinlavinient of canimin ie from abroad, and 
tinuous lines and of other insured workers the expo rtin g 
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PER CENT OF INSURED 
WORKERS UNEMPLOYED 
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(interrupted line). 1 4 62 districts—South 
Wales, Durham, 
and Scotland—suffered severe unemployment. Mean- 


while competition by other sources of fuel and ` 
power, together with .economy in coal utilisation, the ` 


mechanisation of coal-getting and conveyance, closure 
of unprofitable pits and exhaustion of local measures, 
all proceeding at a time of severe economic depression, 
led to their own forms of unemployment which 
. affected also the districts catering for the home market. 
The contraction of the industry thus widely, if unequally, 
spread over the coalfields was a stormy process involving 
great hardships to. the miners and their families. One 
man in three was out of work during the worst years of 
the slump (fig. 1), and some mining localities suffered 
unemployment of two-thirds or more. Short-time working 
was common. Wages were low (fig. 2). Poverty, 
insecurity, and the frustrations of acute and chronic 
unemployment are thus at me root of cue history. 


Industrial Relations 

The inter-war period opened with bitter disappoint- 
ments for the miners. The Government set aside the 
majority recommendations of the Sankey Royal Com- 
mission that the industry should be nationalised ‘and, 
instead, the mines’ were returned to ‘their owners. In 
1921, following drastic wage cuts, there was a three- 


6471 


- open and suppressed, with the employers, “ 
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month strike. During 1923-24 a temporary revival in 
the demand from abroad produced an artificial boom, 
and deceptive quiet in the coalfields. The years from 
1925 onwards, however, were years of unceasing conflict 
whose solu- 
tion for slumping sales and profits took the form of an 
attack upon labour costs by the most simple and direct 
ways, the alteration of wages and hours ” °; conflict 
that in the isolation of miners and mining villages “ took 
on the character of a social war.” The colliery owners 


were allowed by the Governments of the day “ to win 


an unqualified victory,” and the miners soon lost the 
fruits of many years of struggle—the national minimum 
wage and the seven-hour day. Industrial relations, 
always.bad in coalmines, did not recover from this break- 
down. Indeed, of the three broad phases in the history 
of labour relations—nineteenth-century- master and 
man, early twentieth-century welfare, and paternalism, 
and, now, the transition to codperative participation— 
mining, it is fair to say, hardly shared in the middle 
phase at all. It was characteristic that the Govern- 
ment found it necessary to take more direct responsibility 
for the welfare of this than of any other industry ; 
whence the great achievements of the Welfare -Com- 
mission. The opacity of the owners to the needs of their 
dependants, as represented by Lord Londonderry’ 8 
description of the industry as ‘‘ the best managed in this 
country,” 2° aggravated the atmosphere of bitterness in 
the coalfields. Fig. 3 compares the incidence of disputes 
in coalmining with the rest of aoe industry: 


A Dangerous Trade , 
The occupational hazards of coalmining are a per- 
manent burden on the lives of miners and their families 

and form an essential part š 

of the history of any 
period. A few figures 
must suffice to describe 
the magnitude of the 
problem and to compare 
the lot of coalminers with 
other workers. During. 
1938, the last year for 
which general. statistics 
are available,47 under- 
ground workers in coal- 
mines had by far the worst 
record, about one man in 
five receiving compensa- 
tion for accident or 
disease. Dock- and 
quarry-workers were next 
with about 10% affected, 
and surface mine-workers 
followed with 61/,%, a 


SHILLINGS 


rate substantially higher © + SOD 
than for factories, con- N N 9 9 
structional works, and eer 2 S Pas 
railways. Fig . 4 shows or coalmiliners a inns 


. and of all male industrial workers 
(interrupted line). The figures for 
coalminers include cash value of 
allowances in kind. 5 22 278 61 


that young persons were 
at even greater disadvan- 
tage than their elders. 
Table x deals in more 
detail with recent years to show what still remains to be 
done. Little progress was made throughout the inter- 
war period,}® 32 49 4% though fatal accidents have fallen _ 
by almost a half in the past few years.®5 
` k * * 
Retreat from the Mines 
The background of mining history between the two 
wars was made up of material privation and political 
defeat, along with the ever-present dangers of the trade. 
During those years the miners developed a discontent 
that was spiritual as well as economic.?** There was 
K 
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“a revolution in mining psychology.’ In place of the 
old pride of craft and pride in the industry, a revulsion 
of feeling has taken place against colliery life and colliery 
work.” 19 
in conflict with the. employers as already seen, in a drift 
from thé mines and mining districts, and in a determina- 
tion that their children’s future should lie elsewhere. 


Population of Coalminers Falls ` 

In 1920 almost 1,250,000 men were on the colliery 
books. From that year numbers fell, reaching 700,000 
in 1941, about which figure they have since fluctuated. 


Drift from Mining Districts 

The population of England and Wales increased by 
about 10% during the inter-war years, mostly as a 
result of the superiority of birth-rates over death-rates. 
An attempt is made in fig.. 5:to estimate the population 
trends in the five principal coalfields. It was possible 


TABLE I—OCCUPATIONAL MORBIDITY AND ‘MORTALITY AMONG 
COALMINERS 27> 55 


Year 


. 1943 1944 1945 
Man-power 708,000 710,000 709,000 
. Accidents 
Incapacitating for over 
3 days ; 176,847 181,059 

“ Serious ’’ 2553 2353 
Fatal 623 550 
“ Beats” .. é 7448 K 
Nystagmus = 1809 Sa 
á Dermatitis ee s 1506 1867 . 
Pneumoconiosis .. .. | 1322 (1278ł7 2048t 5319f | 

‘Deaths from silicosis .. 296 = 3U 387 


* All miners, including some other than coalminers t South Wales 


to follow only two regions through till 1939 ; in the others 
extensive boundary changes cut short the inquiry. In 
each case the population trend was compared with that 
of- the whole country over the same period. The coal- 
fields, without exception, had an unsatisfactory record ; 
and, though they also had higher birth-rates than death- 
rates, they did not enjoy the natural increase of their 
population that might have been expected. In Yorks, 
Derby, and Notts, and in the Midlands the rise in numbers 
was below the average; in the North East the popula- 
tion remained almost stationary ; in Lancashire numbers 
actually fell; the exodus from South Wales reached 
the remarkable figure of 21%—miners were escaping, 
as one of their leaders wrote, from a “‘ medley of patron- 
age, charity-mongering and poverty,” 12 and this despite 


the high level of unemployment in other coalfields, in , 


other industries, and in other parts of the country. > 


Young People Turn Away 

These population movements affected especially the 
younger people. Despite an overall reduction of close 
on 40% in the past quarter- century, numbers over 35 
years of age have hardly changed ;. but that of young 
persons is ‘less than a third of what it was, and of the 
younger adults only a half. The reduction of young 
persons has proceeded sixteen times as fast as that of 


“TABLE II—YOUNG MEN LEAVE THE MINING VILLAGES 


Estimate of residuum, as indicated in the National Register,** of 
the cohorts aged 5-14 and 15-24 in 1921, males 


— 1921 1939 | Decline 
Cohort aged a in 1p 
England and Wales: e.. |100% | 87% 13% 
Lancashire mining 100% | 50% 50% 
South Wales and i Monmouth mining areas | ‘100 % | 74% 26% 
Cohort aged re in oe 
England and Wales 100% | 88% 12% 
Lancashire mining 100% | 60% 40 & 
South Wales and Ronmouth mining arcas 100% | 67% 33 Z 


The miners reacted in what ways they could,. 


-two regions (un- 
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persons older than 


100 
35, and of younger 
adults nine times l 
as fast. The age- 80 


distribution of the 
industry in 1945 - 
was less favour- 
able than will be 
that of the country 
as a whole in 1980, 
according to 
conservative 
estimates.15 15> 20 
Parallel to this 
movement, table 1m 
shows how, in the 


PER CENT 
$ D 
© © 


fortunately not 

the most repre- Fig. 
sentative) where 
some estimate 
could be made, :' 
the decline of ; 
population was inisa dysgenic ana was again due in 
disproportionate degree to the emigration of: pas young: 


3—Industrial disputes 1926-39: upper 
curve, proportion of all time lost which 
was lost coalminers; lower curve, 
proportion of all insured workers who 
were coalminers. 54 61 ie 


' HEALTH OF COALMINERS 
During the inter-war period miners had an 'unfayour- | 


- able record in sickness and mortality. The Scottish 


reports “4 are the main source of information on the 
comparative morbidity of different occupational groups. 
Table m1 shows among the miners an abnormal load of 
incapacity due to acute and chronic sickness. Analysis 
shows that miners uniformly returned higher rates for all 
the commoner conditions. It would be interesting to 
inquire for each complaint why miners should be more 
affected than others. Much more interesting, however, 
is the evidence which this gross overall excess may 
provide of a psychological as well as physical dis-ease. 
Several authorities have commented on the high inci- 


' dence of psychoneurosis and psychosomatic disturbances 


among miners,!° 17 25 and some have claimed that these 
increased between the two wars.1? 17 Unfortunately no 
data exist that would permit the separation of occupa- 
tional from more general environmental influences which 


TABLE III—MORBIDITY OF MINERS IN SCOTLAND 


\ 


| - 1935-36 


1930-33 
Occupational Annual Average | Incidence 
group incidence of duraton ss of chronic 
. sickness sickness 
. (rate/1000) (days/person) (rate/1000) 
- Miners 405 18-0 29 
Other males in min- i - 
ing areas. 189 8-5 ‘|. ce 
- All males less miners pits ; 8-7 ave 
All males .. Ma : ay 17 


‘Differences in age structure were insubstantial at a count, 1933-34. 


might have helped to produce such isonders or r to to increase 
their prevalence. 


Deterioration in Trend of Mortality 

The course of mortality among miners in recent years 
is of great interest in view of what has already been 
described. Death-rates are of value as a measure of 
healthiness ; but deaths by accident form such a high 
proportion of the mortality of miners that total death- 
rates are unsatisfactory for this purpose. In the first 
place, therefore, death-rates from ‘‘ natural” causes, 
excluding accidents, were calculated, and fig. 6 compares 
the progress among miners and other males; the scale 
used enables this to be done easily—equal vertical 
distances denote equal percentage changes. In 1890-92, 
1900-02, and 1910-12 the mortality of: miners under 


bc X 


THE LANCET] 


55 years of.age was substantially less than the others, 
and during this time at the lower level had fallen, on the 
whole, as fast. From 1910-12, however, the curves 
diverge.. - Between 1910-12 and 1921-23. mortality in 


other men.-under 24 remained at the pre-war level, 


_ and in those aged 25-54 the steady decline continued ; 
but the miners under 44 registered an appreciable 
increase, and those aged 45—54 a relatively small decline. 
In the. latest period, from 1921—23 to 1930-32, the death- 
rates of other young men recovered sharply, whereas the 
- deterioration among the. miners persisted or was replaced 
by a negligible improvement. Among the adolescents 
who illustrate these trends most clearly the death- 
rate, from natural causes in 1930-32 was actually higher 
than in 1890-92. Miners, that is, participated to an 


altogether exaggerated degree in the unsatisfactory 


trend of mortality among young people between 1910-12 
and 1921-23 ; during the next ten years the trend among 
the miners was different from, and inferior to, that: of the. 
rest of the population. Comparison of the rates of last 
. century and this-is not altogether satisfactory, because 
of improvements in the Registrar-General’s allocation of 
men to occupations and not merely to industries, ‘though 
coalmining is one of the few instances where: some 
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YOUNG ADULTS 
- PERSONS 
Fig, 4—industria! accidents In 1944 in coalmines and in factories : blank, 


ries ; singie hatching, mines (surface) ; double hatching, mines 
(underground), 42 55 i 


ia ` © Miners, 1942-45, estimated. 


comparison is justifigble.4° In any event strictly com- 
parable ocoupational groups are available for 1910-32. 

In 1886 Farr’s successor 37 remarked on the “‘ surpris- 
ingly low” death-rates of miners and quoted a similar 
observation made as far back as 1858. The explanation 


of this superiority, which lasted till 1930-32, probably | 


lay in the traditional method of recruitment to the 
mines: “the weaker members of the population in 
` mining areas are in practice excluded (from the industry) 
by the action of their parents who recognise that, while 
the mine may be the traditional, or at least a suitable 
career for their stronger and more robust children, some 
other occupation must be found for delicate members 
of the family.” +% Many things may have contributed to 
the setback in the 1920’s and 30’s. (which is analogous 
to some other unsatisfactory inter-war trends).*! 23 35 
Its spread over many different causes of death, its 
occurrence among surface as well as underground workers, 
and the fact that it was most prominent in ‘the youngest 
age-group, was irregularly related to later. ages, and was 
seen not at all in the oldest make it unlikely that occupa- 
tional causes were responsible. More probably, other 
forces were at work: less healthy recruitment to the 
industry, and emigration of.the healthier from it. Its 
waning attractions in these years may have induced 
a departure from the traditional practice to recruit 
- the fitter youngsters to the mine. 
. a considerable dilution of mining labour during the 
1914-18 war. Between 1921 and 1932 many young 
miners, particularly young hewers and getters, left the 
industry : the fitter among these, again, may well have 
been the. readier to leave.‘° © 
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a third more than the national average. 


There was, in any case, ' 
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Fig. 5—Population of coalfields in inter-war period. A coalmining area 
was defined as an area which at the census of 1921 had over half. its 
employed males employed in coalmining. The continuous lines 
represent the population trend of England and Wales, the interrupted 
lines represent the trends in the coalfields; the stippled areas 
represent the deficits in the coalfields, 38% 38b- | 


DECLINING BIRTH-RATE IN MINING COMMUNITIES 
=- Finally, the changes in the birth-rate of mining 
communities should be seen in their social and economic 
setting. The period under review saw a ‘steady fall in 
the national birth-rate, but this was particularly heavy 
in the mining districts, where birth-rates fell by about 
Such crude 
rates are liable to be misleading in view of the selec- 
tive emigration of younger people from the coalfields. . 
Martin °?! 51* investigated the (legitimate) “ fertility ” of 
mining and other districts from 1860 to 1932, relating 
births to the female population of childbearing age. 
He found that the mining districts had the highest 
fertility-rates between 1860 and 1892, and the least 
decline during those years; they had the highest rate 
also in 1910-12 but the greatest decline, over 40%, 
between then and 1930-32. In fact, this decline 
occurred mostly between 1920-22 and 1930-32. Innes 24 
found that the reduction in this decade was particularly 


‘well marked in the families of the semi-skilled miners, 


whose birth-rate fell by half. 


SUMMING-UP THE INTER-WAR PERIOD 


The pattern of the miners’ history in the twenty 
years between the wars was made up of the related 
and interacting elements of low living standards, ill 
health, conflict, and withdrawal. Coalminers were 
a depressed class. Wages ranked 82nd among: the 
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15/16-19 20-24 25-34 35-44 45-54 55-65 — 
. .> AGES = AGES 
Fig. 6—Mortality from “ natural ” causes (excluding accidents) in coal- 
miners and in other men. Semi-logarithmic scale.40 Continuous 


lines represent coalminers; Interrupted lines, all other men. 
l == 1890-92 ; 2 = 1900-02; 3 = 1910-12; 41921-23; 5 = 1930-32. 
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country’s industries, even after their rise late in the 
1930’s.6t During much of this period most miners, 
though ‘over half were reckoned as skilled workers and 
none as unskilled, whether in work or out of it, on full 
time or short time, could not. provide their families with 
the minimal needs for healthy living.2* Miners’ infants 
in 1930-32 had a death-rate.32% higher than that of 
the infants of other workers “1; in 1939 the excess was 
37%.3® The (standardised) mortality of miners’ wives, 


young and middle-aged, in 1930-32 was 27% worse 


‘than that of other working-class wives. The most 
important group, the wives of the skilled hewers and 
getters, recorded at 20-45 years of age one and a quarter 
times the rate of the rest of their own social class in 
mortality from puerperal causes, almost one and a half 
times for respiratory tuberculosis, and almost twice for 
(rheumatic) heart disease.“ The miners themselves, 
relative to other men, had regressive mortality trends, 
and they had four times their share in compensatable 
disease and accident, and, as far as information is avail- 
able, twice the sickness of other workers. Disputes 
amounted to-over 260,000,000 days, two-thirds of the 
total lost in the country, though miners were about 
10% of the labour force. 54 *! The unpleasant features 
of the work, the poor and uncertain living it offered, 
the squalor of the villages in the depressed areas, the 
chronic state of war with the owners, all combined to 
put off new entrants: “I had four boys,” said a miners’ 
leader,** “and ... I would sacrifice anything rather 
than allow any of my boys to enter the industry.” The 
severance of this traditional link between mining families 
and the mines, the shrinking number of miners, the loss 
of population from the mining districts, with the break-up 
of family life that this involved, represent a large-scale 
withdrawal from the industry. And ‘ withdrawal,” 
operating at deeper levels, may be a common factor 
of these more obvious responses and of others more 
subtle, the excessive illness, the psychosomatic reactions, 
the deteriorating mortality, and the declining birth-rate. 


x x x 


| Continuing Effects : the War and Since 
The coal industry entered the war 1939-45 unprepared 
for the struggle that lay ahead: the miners burdened 
with a store of unhappy, but soon to be irrelevant, 


memories; the owners unwilling to discard long outworn | 


modes of thought. Conditions in the industry were 
transformed in the course of the next few years. Wages 
rose, though slowly at first, and by 1945 were twice the 
1938-39 level. At the instigation of the Government 
great advances were made in the organisation of training, 
welfare, safety, health, and rehabilitation. Yet coal- 
mining was a constant source of trouble on the home 
front, with excessive absenteeism and recurrent strikes 
which were out of keeping with the spirit and needs of the 
time. 

More serious, and ironic commentary on the record 
described, by 1941 there was no longer any question of 
unemployment. and, soon after, there developed an actual 
shortage of man-power in relation to needs. The com- 
munity suddenly awoke to the importance of the miner 
in its life. There was much “ prestige ” talk, and coal- 
mining was put on a par with the Armed Forces as a form 
of national service. But this belated recognition did not 
carry conviction with the mining community ; it failed, 
at any rate, to overcome the forces that had been matur- 
ing in the previous twenty years and could now, with 
war and booming employment, for the first time achieve 
full expression. Juvenile recruitment reached new low 
levels, numbers under 18 years of age falling from 
` 70,000 in 1938 to 34,000 in 1945; these-youngsters were 
insufficient to fill half-the places rendered vacant by 
miners who died, retired, or were “freed” because 
of sickness and disablement. Most significant of all, 


perhaps, examination of the war-time fluctuations in the. 


age-distribution of the industry °° suggests that a dis- 
proportionate part of the small army who left for 
‘“ medical ” reasons were younger men. Many. ‘miners 
joined the Forces, in particular when the collapse of 


France temporarily reduced the demand for. coal, and - 


later had to be conscribed back; many left for other. 
occupations. ‘‘ Were it not for the operation of the 
Essential Work Order,” said a Member of Parliament 
from a coalfield which was relatively prosperous in the 
inter-war years, “there would be an. exodus from. the 
industry greater than that of the children of Israel from 
Egypt.” 18 “ The main prop of the industry’s man-power 
(became) the State’s action in directing unwilling men, 
ex-miners, and Bevin boys into an industry which no 
power short of State direction would have made them 
enter.” 1 The Bevin boys shared the repulsion felt 
by the community at large; they entered without 
enthusiasm, and it has been estimated that only about 
1% of them intended to remain in the industry.” | 


This difficulty in recruiting man-power epitomises the. 


social problem of the industry today. It is, in effect, 
the delayed and cumulative consequence of the quarter- 
century of history which has been examined. Recently, 
with nationalisation and the five-day week, and in 
response to the dire shortages of the fuel crisis of Feb- 
ruary 1947, the number of recruits, both juveniles and 
ex-miners, has improved. As yet, however, there is no 
evidence that a final solution has been found. The 
miners, sensibly enough, consider recruitment will only 
reach satisfactory levels when coalmining can offer 
attractions compatible with the most progressive of other 
industries. There is no doubt that medicine with its 
many disciplines could contribute more than it has done 
in eliminating some of the unattractive features of the 
industry, and could help to increase the well-being of 
miners and mining communities. Equally, medicme 
should be concerned with the larger questions of social 
health that are raised by this problem. aa | 
* x * E y 
Medical Relations 


The first need is for organisation. The case for a 
special association of medicine with mining has been 
demonstrated ; as yet this association is poorly developed. 
The mining areas -were at a disadvantage before the 
war when competing in the money market which, for 
the most part, determined the distribution of doctors. 
In consequence, they were served, almost without 


„exception, by less than the national average of 1 doctor 


per 1000 of population, and many by less than 1-doctor 
for 5000.2° Hospital facilities were often on a similarly 
inadequate scale, as the hospital surveys have shown.” 
Occupational health services were deficient in most 
industries before the war; in conformity with what 
has already been seen of coalmining this industry was 
among the backward. : 

Recent legislation should improve this situation, 
though the reforms in local-government finance which 
are yet to come will be almost as important as the 
National Health Service Act.. Responsibility for indus- 
trial health now lies with the Ministry of Fuel and 


Power and the National Coal Board, and funds should — 


also be available under the National Insurance (Indus- 
trial Injuries) Act. The workers, moreover, are deeply 
interested : the unions, for instance, now support pre- 


entry medical examinations which they opposed before | 


the war.4% 


The Need for Knowledge | 
Information on many of the medical aspects of this 
industry is urgently needed. On the physiological side, 
for example, the ‘nutritional requirements. for optimal 
output are not yet settled,?® and the changing relations 
of hours, shifts, output, absenteeism, and fatigue deserve 


- 


THE LANCET] ae 


' DR. MORRIS: .COALMINERS - 


(emer, 6, 1947 345 


continuing investigation.. The idea so strongly held by 
miners. that they are ‘ past their best ” at 35 requires 
impartial examination. A job analysis of the industry. 
should be carried out; and if, when work is fully 
mechanised, it still remains true that miners in their 
fifties or even forties are ‘“‘ old,” the case for the diversi- 
fication of. industry in the mining villages will become 
even more pressing. Apart from some rather conflicting 
evidence on the greater liability of older men to acci- 
dents,** 5® particularly at high temperatures,5* there 
is little to go on. As regards morbidity, there will be 
opportunity for a fresh start soon, nationally and locally ; 
‘and, in view of the importance of verifying and bringing 
up to..date the pre-war Scottish figures, this industry 
might ,be selected for prior attention. (Some recent 
small-scale .surveys have controverted the Scottish 
findings and suggest that miners are particularly 
healthy.*) Among- occupational disorders, only pneumo- 
-coniosis is receiving at present the attention it deserves, 
though major recommendations of the 1944 Advisory 
Committee remain to be implemented.“* The problem 
‘of the ‘' beat ’’ diseases needs restating ; there is nothing 
in the report of the Medical Research Council’s inquiry 
after the war of 1914-18 ®?° to suggest. that it need have 
proved so refractory—and in the interval the oppor- 
tunities for prophylaxis have increased ‘as pit-head 
baths have multiplied, first-aid organisation has improved, 
and chemotherapy has developed. Meanwhile, though 
the proportion of thinner seams, in whose working these 
diseases tend to occur, is rising, protection of knee and 
elbow with pads, &c., is not compulsory. “‘ Fibrositis ” 
‘is so much commoner among miners ** that it might 
‘almost be included among the occupational disorders. 
So far it has been little studied in relation either to 


physical conditions underground or to washing and 


cooling facilities. ‘‘ Dermatitis” has increased seven- 
fold during the war,’ though it is not known whether 
this is a real increase or not. Occupational and social 
class death-rates are unlikely to be available for another 
ten years. The possibility of anticipating the next 
Decennial Supplement by sample studies of infant 
mortality in mining communities and of the mortality 
trends of miners should therefore be considered. — 
The past twenty years have seen a great advance in 
‘the understanding of psychosomatic disorders, but little 
attention has been paid in this country to nystagmus, 
which, surprisingly, is commoner again after its decline 
in the 1930’s. It would be revealing to know the 
distribution of the new cases and how many are in 
ex-miners. Among psychological aspects, however, 
application of the theory and knowledge of accident- 
.proneness is most urgent. (In general, coalmining 
accidents, which should be a major preoccupation of 
industrial medical research in this country today, are 
rather neglected.) Several problems in the field of indus- 
trial psychology demand attention: the special quali- 
fications of management, above and below ground ; the 
most effective methods for developing the mine as a 
coéperative effort ; and, equally important perhaps, the 
relations to output of systems of payment that are a 
constant irritant 8 might be investigated. The psycho- 
. logical implications of mechanisation, in personnel 
selection and in counteracting the new tensions it intro- 
duces,’ also await exploration. The career which the 
industry is already offering the new entrant is that of 
engineer. ‘‘ Under certain conditions,” it has been said, 
_ ‘* machinery can. make a colliery a mechanised hell.” 1%° 
If there is any truth in this sort of statement, it is 
inedicine’s business to intervene in good time. 
A Mines Medical: Service T 
Whatever the future will bring in other industries, 
- and elsewhere in this industry, there is already a more 
than sufficient case for the establishment by the State 


A School of Mining Medicine 


of an industrial-health service for coalminers in South 


Wales. The usual functions in placement, environmental 
hygiene, and accident prevention need to be carried out. 
Coéperation of the workers in the many protective 
measures must be assured; and since the Davy lamp 
was introduced it has been: known !* that this cannot 
be assumed but demands intensive education, in which 
the health service should. surely be of the greatest 
usefulness. 


need. to be instituted, together. with a follow-up of 
disabled workers. Such steps, as much as the perfection 
of dust suppression, will be necessary if public confidence 
in the industry is to be restored. South Wales has 
suffered the greatest losses in man-power, and recruit- 
ment there lags behind the national average, despite the 
absence of alternative employment in ‘the valleys and 
the relatively high unemployment there. Resettlement 


is a general problem, though most acute also in South 


Wales. Rehabilitation of injured men is now a highly 
organised service, but the arrangements for the resettle- 
ment of the disabled are inadequate. There is no worse 
advertisement for the industry than the derelicts with 
nystagmus, old injuries, silicosis, and now pneumo- 
coniosis, who hang around the street corners and labour 
exchanges of the mining villages.2%2° The Government 
have the machinery to provide employment, bnt the 
sense of urgency seems to be lacking.2™ If many of these 
men are to find work again in the industry, a complete 

job analysis becomes all the more necessary. p 


It is clear that a many-sided attack on the medical 
problems of the industry is needed. The suggestion 
has been made that research and teaching might gain 
by being centred in an appropriate institution.?® 51. 


The Young Miner 7 
The’ record of the young miner has been even less. 
happy than that of his elders. Youngsters have been 
unwilling to become miners, particularly underground 
workers,45 either in the progressive mechanised coal- 
fields or in the more backward ones. When ‘enrolled 
they have displayed high rates of sickness, accident, 
absenteeism, ‘and wastage. The retreat from the 
industry has been in large measure a withdrawal by the 
young. Combined operations by workers from a school 
of mining medicine might be of great help in adapting 
this ancient industry to the needs of the youth of today. 
Meanwhile Great Britain lags behind other countries, 
who have prohibited the employment of adolescents , 
underground.** . l 
* * ` * 

l Larger Issues 

Recruitment = 

Our dilemma is simple. With full employment it is 

difficult to attract recruits to a “ dark, dangerous, and 
dirty ”? 1% trade like coalmining ; . unless the number 


_of coalminers is increased there will be no full employ- 


ment. The .traditional reservoir of mining labour has 


. been the mining village. Today. ‘‘ the mining community 


is not willing to accept a special responsibility for the 
supply of new mining labour.” 33 Hitherto miners, the 
mines, and mining villages have tended to form a closed 
system within our society. The extension of recruiting to 
the whole community is therefore a healthy development. 


Immediate Remedies ~ 

The short-term approach to this challenge is to offer 
material and economic inducements, and the Govern- 
ment have accepted this principle, if rather half-heartedly 
and rather late. Coalmining is still only 16th on the 
industrial wage ladder, but there is now a tendency, 


‘at least, to regard it as a “‘ most favoured ” industry. 


There is evidence, however, of much muddled thinking 
K2 


In South Wales periodic radiological and o 
_ clinical examinations in relation to working conditions 
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in public discussion of these issues. To give all men, 
whatever their work, the same rations, for example, 
may be convenient, but physiologically it is not equitable. 

Short-term policies need not be mere expedients. The 
Government have promised the mining districts some 
priority in housing, and this can inaugurate the long- 
term programmes that are needed for what is unlikely 
to be a short-term difficulty.” The country has paid little 
attention to the general “ uncivilisation ” 8° of its mining 
villages. Yet, in the long run, this is likely to matter. 
as much as the. need for relieving the congestion of 
London. It is a common criticism of miners that they 
are sometimes content with less than they might earn, 
and absenteeism has often been ascribed to this. It is 
difficult to say whether there is any truth in the claim, 
or if it belongs to the mythology, often politically 
inspired, which envelops the industry. But if a clue 
were needed to the explanation of such limited needs 
and restricted horizons it might well be found in the 
present character of the mining village.’ 


STATUS OF THE MINER 


‘Mining offers its workers many satisfactions in its 
purposeful and successful struggle with nature. But 
here, as elsewhere, prestige and the regard of others is 
a condition of contentment. ; 


- “The fundamental problem is-to raise the status of the 
industry in the: public mind. Its neglect between the 
wars went so far that miners were often held in contempt 
by other workers and came to feel themselves the whipping- 
boys of industry. Miners’ sons found work elsewhere to 

' secure self-respect and standing in the eyes of their fellow 
men—and women.” 58 


Some of the factors in the decline of the miner’s 
status have been described in the first sections of this 
paper; but other and deeper issues were involved. 
During the inter-war period the forces making far social 
change were acting against such trades as mining. The 
community, including the workers, increasingly adopted 
the values of its lower middle classes; and the “little 
man” of those days did not wield a pick and shovel. 
This development was an outcome of 150 years during 
which labour had been “ alienated ’” from the ownership 
and control of industry and in which the way of life of 
the employers had become separate and far removed 
from that'of the men who did the manual work and 
dirty jobs. In this sense the adoption of lower-middle- 
class standards represented a movement upwards. The 
movement of ideas was promoted by a genuine and 
widespread misunderstanding of the changes which 
were taking place in society. There was some swing 
from primary production to distribution, personal 
services, and “‘ tertiary ” industries; some decline of 
craftsmanship; and a growth of technical and 
white-collar grades; but their extent was greatly 
overrated. 

In mining this problem of status is not new: ‘‘ We 
are an insulted, oppressed and degraded body of men,” 
complained a miners’ leader 100 years ago; ‘ miners 
as a class are not looked on with respect by the public .. « 
. we have had no respect for ourselves.” 14 It originated 
in the peculiar derivation of a great industry not from 
ancient crafts with a guild organisation but from a 
later and semi-slave system.5® During the second half 
of the nineteenth century the miner’s status improved, but 
in the 1920’s and 30’s it deteriorated again. The com- 
munity has now awakened to:the importance of this 
industry to its survival, and nationalisation provides an 
opportunity for reform. In so far as status depends on 
material security, much has already been done, and more 
will be; but equally urgent is the other approach 
that is now open. The status of an industry rises as it 
acquires the character of a ‘* profession ’—i.e., it can 
regulate entry and training, has codes of conduct and 
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standards of performance and responsibility for their 


observance. In view of the backwardness of coalmining 
an acceleration of development in this direction may be 
as important to its future as the assurance of its living 
standards and its transformation into an ‘“‘ engineer- 
ing ” industry. The need for the development of a more- 
“ professional’ status is not restricted to coalmining, 
and it involves more than the relative attractiveness of 
any industry. It involves, for example, the methods to- 
be adopted in attaining maximum output and the whole 
question of industrial discipline in a society with full 
employment and social security. Tawney, with remark- 
able foresight, has anticipated these difficulties.5’ 
“ Collectivism by itself,” he wrote 25 years ago, “ is too 
simple a solution’”’; if the public is to get efficient 
service, industry must be carried on with the active 
codperation of the organisation of producers. Coöpera- 
tion involves responsibility of the workers for maintaining: 
and improving the character of the service. And 
responsibility involves power—the power of the workers’ 

associations to enforce upon their members the obligations 
of their craft. 

In the last analysis, however, the problem of status 
can only be partly solved by reforms within an industry, 
including in this instance its increasing mechanisation. 
The community as a. whole must either discard an 
irrational, antisocial, and now positively dangerous. 
prestige system, or this country cannot survive as a great 
power, certainly not as a free power. The alternatives. 
are either a more healthy scale of social values, or 
economic disaster,-from which conscription of labour or 
the importation of foreign labour is unlikely to save us. 
The social sciences, social medicine included, can surely 


- help us to understand this very real sickness of our 


society ; and with understanding can come, for the 
first time, a conscious attempt at control and cure. 


I am grateful to the Statistics Branch of the ae of 
Fuel and Power for help.. | 
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=. PENICILLIN AS AN AID IN’ 
PROSTATECTOMY * 


J. -G. YATES BELL 
M.B. Lond., F.R.C.S. 


. UROLOGICAL SURGEON, KING’S COLLEGE HOSPITAL, 
_LONDON 


THE dias of chemotherapy and penicillin in the 
treatment of infections after surgery of the prostate 
gland is well recognised and established with a gratifying 
lower mortality in all operations. It is recognised also 

. that the mortality before prostatectomy (including 
endoscopic methods) remains high, probably over 15% 
(Hey 1945), and that death is almost invariably the résult 
-of infection. 

Power (1946) considers that the prophylactic pre- 
operative administration of penicillin, combined with the 
' Millin operation, has revolutionised prostatic surgery. I 
have had the good fortune to have penicillin available 
for these cases from 1945, and hope to show that. penicillin 
as a prophylactic can lower the preprostatectomy 
mortality. 

Hæmorrhage as for some time ceased to bè the 
bugbear of prostatic surgery, with the adoption of the 
Harris. operation. In most surgeons’ hands the best 
figures were from the two-stage operation, but this 
.carries with it a high mortality for the suprapubic 
cystotomy. Further, there was a definite morbidity-rate 
from sepsis, which usually took the form. of urinary 

- infection, including urethritis, from the long use of an 

indwelling catheter, which might later produce a stric- 
ture. Rarer complications include osteochondritis of the 
symphysis pubis (in 4 of my patients), a most distressing 

* Based on a paper read at the Oonference of the International 

Society of Urology at St. Moritz, August, 1947. 
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by excluding cystoscopy, 


condition requiring some four months’ recumbency 
before the patient can begin to walk. It probably does 
not arise, as Riches (1946) has suggested, from injury of 
the periosteum at operation, but from a lymphatic 
spread from a low-grade pelvic cellulitis. In one of my 
cases the osteochondritis developed three months after 
the operation, two months after the patient had returned 
home. Osteochondritis may also arise’ in the tuber | 
ischii (2 of my cases) and then could only be lymphatic 
in ori 

The newer operations of. Hey (1945) and Millin (1945) 
have been welcomed because, while controlling hæmor- 
rhage at least as well as a Harris, both of them have 
reduced the postoperative morbidity-rate ; and, though 
neither is an easy operation, both of them are safer 
than the Harris in cases of difficulty, such as profuse 
bleeding when a ureter may be included in the trigonal 
stitch. It may therefore be instructive to consider, 
for each operation, possible reasons for the lowered 

morbidity. 

The Millin operation, including either wedge-resection 


or stitching down of the trigonal flap, which is essential 


to prevent bladder-neck obstruction (Millin 1946), has 
a very short period of indwelling catheter and no deep 
sutures through the. pelvic cellular planes. 

Hey’s operation also has a very short period for the 
indwelling catheter and no stitches through the pelvic 
fascia, hemostasis being obtained by diathermy 
coagulation. 

Hey strongly emphasised the risks of cystoscopy, 


 catheterisation, and suprapubic cystostomy in. causing © 


preoperative infection and high mortality, and he was 
the first to affirm that uremia does not often develop 
except secondarily to pyelonephritis (and sometimes 
secondarily to a low blopd-pressure, such as might 
result from auricular fibrillation). Renal function there- 
fore is important only in that pyelonephritis is more 
severe when kidney tissue is already damaged. Hey 
draws attention to the very high preprostatectomy 
mortality in most hospitals and claims that his aseptic 
operation cuts out this mortality by excluding infection 
without increasing his mortality for the major operation : 
in fact his figutes compare well with statistics for pros- 
tatectomy in selected cases. This, however, is achieved 
whereby the commonly 
associated bladder lesions (papilloma carcinoma, stones, 
&c.) might be discovered before operation and more 
information ébtained about the suitability of the gland 
for removal or endoscopic resection. The exclusion of 
catheterisation for acute retention may mean the loss 
of a valuable week or fortnight in which a fibrillating 
heart could be treated or remedial exercises given to 
the chesty. subject; these measures: are often highly 


‘beneficial in the less urgent case and are likely to be 


even more valuable in patients with acute retention, 
provided always that infection is not introduced. 


PROPHYLACTIC PENICILLIN 


In an attempt to lower the preoperative mortality, 
while permitting catheter drainage and cystoscopy to 
be carried out, I tried penicillin as a prophylactic. It 
was hoped that preliminary cystostomy could. be avoided, 
in view of its high mortality and the additional dis- 
advantages of a long stay in hospital, some increase in 


‘the technical difficulty of all second-stage operations, 


and the discomfort of the patient. 

The first point to be decided was the dosage suitable 
for routine use in all cases. The concentration of peni- 
cillin in the urine was estimated after various doses, 
and the figures obtained were correlated with renal 
function tests in each patient. It was obvious that 
different doses would be required to produce the same 
concentration in patients with different degrees of renal 
function, but for practical purposes it seemed wise to 
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-select a dose high enough to give an effective concen- 
tration in all cases. As a result of trials a routine 
dosage of 20,000 units of penicillin intramuscularly every, 
six hours was chosen. It must be remembered that 
most men with enlarged prostates have a relatively 
poor renal function, so a greater interval can be allowed 
between doses than would be necessary in normal 


TABLE I—MORTALITY IN CASES OF PROSTATIC OBSTRUCTION 
TREATED WITHOUT AND WITH PENICILLIN 


. Treatment No. of cases | No. of deaths 
All cases, including carcinoma : i ` 
No penicillin ow os 508 72 (14:1%) 

- Penicillin . .. 217 ` 8 (3-7%) 

Cases of simple enlargement : a , 
No penicillin ' oe a 433 ` 49 (11-3%) 
192 © 6 (31%) 


~ Penicillin 


people, because the delay in excretion helps to. maintain 
the penicillin level in the urine. | l 
Once this basic dose had been decided on, all patients 


with an indwelling urethral catheter were given penicillin . 


routinely as long as the catheter was in place. This 
was continued into the postoperative period until the 
catheter was removed or the temperature normal. With 
a few exceptions this was the principle used in the 
_ present series of 217 cases. If the temperature was 
over 100°F for more than forty-eight hours, the penicillin 
was given in larger doses, and this treatment was 
supplemented with one of the sulphonamides. In this 
way it seemed possible to control the great majority of 
urinary infections. ae 


The combined use of penicillin with sulphonamides is 


of the greatest importance. It is often found that a 
man with an indwelling catheter who is having penicillin 
will, after being afebrile for four or five days, suddenly 
develop a temperature of 101° or 102°F. Culture of the 
urine at this stage invariably shows a good growth of 
coliform organisms. This can be quickly and easily 
dealt with by a short course (30 g.) of a sulphonamide. 
Recurrences of coliform infections at short intervals in 
these circumstances are not common. 
There are other possible reasons why the penicillin 
` itself is of great value in the prevention of infection. 
The concentration attained in the urine is. high enough 
to prevent the penicillin from being totally destroyed if 
Bact. coli are present, and some strains of Bact. colt are 
sensitive to penicillin in this concentration. A culture of 


the urine of a man with an indwelling catheter and a _ 
urinary infection most. often shows an overwhelming | 


growth of coliform organisms, but other organisms, 
' more sensitive to penicillin, may be responsible for 


maintaining the infection; if these are removed by- 


penicillin the bladder may become more capable of 
dealing with the coliforms. This is particularly likely 
since the bladder is relatively resistant to infection by 
coliform organisms in pure culture and in many cases, 
if the history is long, will have developed a local 
immunity to them. TE | 

n RESULTS 


In the figures given below, the mortality and cystostomy 
rates substantiate clearly the claims which have been 


made. Further, the temperature charts of the series show | 


a remarkably quieter course in the group in which penicillin 
has been used. Unfortunately it is impossible to stan- 
dardise the degree of preoperative and postoperative 
fever and so. illustrate this point with figures, but it 
has been noted time and time again. Also, though 
again no figures are available, postoperative chest 
complications.have been far less severe in the penicillin 

oup. | | | | 

The cases fall into two main groups. In neither was 
any selection made, and all cases of prostatic obstruction 


under my care, whether in general or: private practice, 
have been included. The first group, consisting of 
508 cases (both simple enlargement and carcinoma), 


were treated between November, 1939, and November, 


1945, during which time penicillin was not used. The 
second group, of 217 cases, fall between November, 1945, 
and June, 1947, and in all of them penicillin was used 
on the principles described above. Table 1 illustrates 
the great improvement in mortality. — A 
Table 1 is concerned with the mortality of all cases 
admitted during the given period and is not . merely 
the mortality after surgical operation. The cases are 
analysed further in table 1r, in which the mortality for 


all different forms of treatment is given. =... 


Table 1 shows that the total mortality in all cases 


of simple enlargement fell from 11-3% to 3-1% after. . 
the introduction of penicillin. The mortality after- 
operation.in simple enlargement fell to a similar extent. — 
Table 11 shows that of 189 patients operated on and’, 
treated with penicillin 5 (2-6%) died. This series includes ` 


57 patients treated by retropubic prostatectomy of whom 
3died. Two of these deaths can be attributed to technical 
failures (postprostatectomy obstruction due to not. 
excising the V) in the early stages of trying out a new 


‘operation, so it is prohably fair to exelude them. If 


this is done, the mortality in operation cases treated. 
with penicillin becomes 2-1%, which is a satisfactory 


reduction from the 5% without penicillin. The mortality- 


in one-stage Harris prostatectomy fell from 9:7% in 
72 cases to. 2:6% in 38 cases; the numbers are small 


for such comparisons, but the mortality for trans- — 


urethral resection is also slightly lower m the penicillin 
group. | : : 


In table 1 no account has been taken of the cases in | 
which cystostomy was the sole operation done (though 


they are included in the mortality figures given above), 
because they give a misleading impression unless cases 
in which cystostomy was followed by prostatectomy or 
by transurethral resection are included. In the first 
period 160 (36-9%) of 433 patients had cystostomies. 


and 24 (15%) died. ` In 45 of the 433 cases cystostomy 
was the only operation. performed, because either the 


patient died or he was unfit for further operation. In 
the second period, out of 192 cases only 21 (10-9%) had 
had cystostomies, many of which had been done else- 
where; in only 2 cases was the patient left with -a 
suprapubic fistula, and there were no deaths. It can 
therefore be’ said that since the adoption of penicillin 
there was a decrease in the number of cystostomies done 
(10-9% as opposed ‘to 36-9%). Further, a permanent 


TABLE II—ANALYSIS OF RESULTS OF TREATMENT OF PROSTATIC 
OBSTRUCTION : 463 CASES WITHOUT PENICILLIN, AND 215 
. CASES WITH PENICILLIN | | 


——— 


Simple 


Enlargement Carcinoma 


_ Surgical treatment 


Cases! Deaths Cases| Deaths 


—— Á 


Without penicillin: 


None on ss t: 32 | 7(21:9%) 8 (25:8 %). 
tes TEL os: 34} 1(2:9%) r 
wo-stage Harris prosta- 
č A (come a 82 4 (4:9%) | 1 (20:0%) 
stostomy followed by 
‘transurethral resection 3 1 (2:3%) l Li iv] %) 
‘Transurethral resection .. | 117 2 (1:7%) -6 (21-4 %) 
One-stage Harris Lia 72 7 (97%): 1 (50-0 %) 
Freyer’s operation 4 3 (75-0 %) Pa 
Suprapubic resection~ 4 0 is 
With penicillin: 
one 3 ee f e e 3 1 (33:0 %) 0 
Two-stage Harris -. | AL] 0. : 
Cystostomy followed by 
transurethral resection 7 0 0 
Transurethral resection .. 71 1 (1-4%) 1 (11:0 %) 
One-stage Harris ss 38 1 (26%) 0 | 
Suprapubic resection... 1; 0 0 
Retropubic prostatectomy 57 3 (5°3 %) 1 (50-0 %) 
Second-stage retropubic 4 eee 


Hey’s prostatectomy 3 


1 
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 cystostomy was left in only-0-9% of cases whereas pre- 
viously ' 10-4% of all patients with simple enlargement 
-did not have a prostatectomy after drainage, either 
because they died, or because they could not be made 
fit for. another operation. - 

`- From a mechanical point of view, drainage by urethral 
catheter (of the five-eyed Tieman type) is as satisfactory 
as by suprapubic tube. The limitation to drainage by 
‘the urethral catheter in the past was the short period 
- over which it could be used without the development 
of urinary infection. , This limitation. is almost entirely 
removed. by the use of penicillin. In only a very few 
cases ‘was cystostomy needed when penicillin was used. 
- Consequently. one-stage operations, which: are more 
satisfactory to both patient. and surgeon, can be done 
far more often. ? 

-~ The points already put forward are further emphasised 
by the- postoperative mortality and morbidity. The 
causes of death in all*groups of cases in which penicillin 


was not used show clearly that most patients die from — 


uremia consequent on an ascending pyelonephritis, as 
Hey (1945) has contended. A difficulty met with in 
analysing causes of death from a series of case-records 
is that many patients die from some concurrent disease 
—#.g., coronary.or cerebral thrombosis—while they are 
uræmic and have a urinary infection, In the following. 
analysis deaths due to extra-urinary conditions- are 
classified separately, even if the patient had uræmia at 
the same time: E 
~ Uremia and pyelonephritis .. .. 4 
. Malignant cachexia ^.. T 
_. Pulmonary œdema 
-= .Paralytic ileus 
. Hematemesis ne 
/ Coronary thrombosis ... si 
© Cerebral thrombosis .. pe 
Pulmonary embolism .. 
. Efapyema ae NS 
i _ °Chronic renal disease 
=-  -Pyelonephritis . 
:  „Sulphapyridine anuria 
: Heemorrhage | 
~ -` Amesthetic 
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Of the 72 deaths when penicillin was not used 44 
were attributable to pyelonephritis ; undoubtedly many 
of these would be avoided under the present. system. 
Bronchopneumonia was not recorded as a cause of 
death in any case. It often. occurred but was invariably 
~ secondary to urinary infection or some other more 
_important condition. : 

With. penicillin there were only 8 deaths, and in only 
1 of them could pyelonephritis be said to have been the 
direct cause. “This man had a twelve years’ history 
and was heavily infected (temperature 101°F) on admis- 
sion. He was drained with an indwelling urethral 
catheter and given penicillin for two weeks. After a 
one-stage Harris prostatectomy he ran a high fever (up 
to 103°F) and died of uremia on the fourteenth day 
after operation. In reviewing the case it has been 
-decided that had drainage and penicillin been continued 
for a longer period (say three or four weeks) the man 
would have survived. This, then, is not so much a 
failure of penicillin as a failure to use drainage and 
penicillin long enough. | 

The other fatal cases during the penicillin period are instruc- 
tive. One man had complete heart-block and diabetes 
mellitus. He died after nine weeks’ catheter drainage, no 
operation being performed because of his general condition. 


It was suspected that pyelonephritis and uremia would - 


have ‘been the’ ultimate condition causing death, but surpris- 
ingly nectopsy did not reveal any evidence of gross renal 
infection ; ‘this undoubtedly being due to the fact that peni- 


cillin was used. Two of the deaths following retropubic 


prostatectomy were the result of errors in technique mentioned _ 


above. The third patient died from morphine idiosyncrasy. 

In two of these cases necropsy revealed a surprising absence 
of pyelonephritis. .One who had undergone resection .died 
of bronchopneumonia. The seventh patient had a secondary 
hzmorrhage following transurethral resection, the treatment 
of which needed three anzsthetics in forty-eight hours. The 
man was a publican and died of ‘circulatory failure. 


In the last ‘case, a carcinoma of prostate, the patient 


collapsed with a dilated heart -soon after his return to 
the ward. . so a 7 


The cases in which penicillin was used showed much 
less postoperative morbidity than did the earlier group.. 
Only’ a very few cases presented the old-fashioned 
problem of the leaking suprapubic. wound. Modern 
methods of prostatectomy have. gone far to ensure this 


- by their improved technique, but it is probably fair to 


attribute to penicillin a proportion of the success which 
has been attained in the recent series since it eliminates 
wound infection. In the few cases in which a fistula 


did develop penicillin allowed the use of an indwelling - 


urethral catheter for ten days or more, by which time 
the wound healed well.: This point is well emphasised 


by the methods used in closing suprapubic fistule in 


traumatic paraplegia. In some instances there was great 
difficulty in getting the abdominal wall to heal, and on 
occasion the fistula had to be excised and sutured ; 
after a further period of catheter drainage it was possible — 
to get all these wounds to heal. This process was 
invariably slow, and a catheter has been used many 
times for several months (being changed every fifth. day) 
without recurrent flares of urinary infection. Again a 
few cases of traumatic paraplegia were treated with an — 
indwelling catheter from the onset without having 


cystostomy. The catheter was left in place until some | | 


form of automatic micturition was re-established. The 
success in both these types of cases is attributed to the 


. prophylactic use of penicillin. . 


Another disadvantage of the catheter is the possibility 
of urethritis, . with the late development of a urethral 
stricture. It is too early to give figures for the 
incidence of stricture, but it is very rare to see signs 
of urethritis when penicillin. is being used. No longer 
is it common to find pus caked round the meatus and 
catheter. He 

No attempt was made to discharge the prostatic 
patients from hospital early, and figures for the time 
spent in hospital after operation are of little value. This 
is particularly the case in this series, since most of the 
patients were treated in an E.M.S. hospital and were 
discharged on a weekly convoy. T 


ROUTINE TREATMENT 


The lessons of these investigations have led to the 
following routine for prostatic obstruction, allowing for 
individual variations called for by special ciroumstances. - 

Patients with acute retention are admitted to hospital 
preferably without prior catheterisation; a five-eyed 
Tieman catheter is passed and tied in and the bladder 
emptied ; slow decompression as a risk of renal failure 
is ignored, but very rapid emptying is avoided owing © 
to the danger of bleeding—about an hour is. allowed. 
Penicillin 20,000 units is given four-hourly for two days, 
and afterwards six-hourly as long as the catheter 
remains in situ ¢; should pyrexia develop, the penicillin 
is given three-hourly for a while in conjunction with a 
course of sulphadiazine. Great attention is paid to 
satisfactory mechanical drainage by the catheter, which 
must be inspected twice a day by the house-surgeon to 
prevent obstruction. Breathing-exercises are started, 
smoking is controlled, and the patient is assessed clinically 
as regards his suitability for resection or removal of the 
gland. Intravenous pyelography is important as a 


+ More recently 200,000 units eight-hourly has been found equally 
efficient and less disturbing to the patient (Peeney 1947). 


350 THE LANCET] 


LIEUT.-COL. KEMP: FOLIC ACID AND NUTRITIONAL MACROCYTIC ANZEMIA 


[sePr. 6, 1947 


means to test renal function and to exclude associated 
urinary lesions and bone metastases from carcinoma. 
If carcinoma is suspected, the acid serum phosphatase 
is estimated and stilbestrol given as a diagnostic measure. 
Cystoscopy is done about the third day (usually under 
‘ Pentothal ’) when the final decision to remove or resect 
is made. The operation is done ten to fourteen days 
after the acute retention, but.the patient must have 
been absolutely afebrile for a week. Patients are allowed 
up in twenty-four to forty-eight hours, and the catheter 
is removed next day, when the penicillin is discontinued, 
unless the temperature is raised. 

Cases without acute retention are similarly investigated 
and appropriate operation decided, the cystoscopy being 
deferred to the time of the operation, when it is necessary 
to be prepared to revise the decision to resect or remove. 
From the morning of the operation penicillin 20,000 units 
is given four-hourly for two days and afterwards six- 
hourly until the removal of the catheter.{ No drainage 
of any residual urine of chronic retention is attempted 
before operation unless infection is present, but the usual 
careful attention is given to the heart, lungs, &c.. ea 

If biopsy shows carcinoma, subcapsular orchidectomy, 
as recommended by Hey (1945), is carried out in the 
hope of lowering the stilbeestrol dosage and delaying the 
onset of resistance to stilbcestrol ;- this does not delay 
the convalescence. 

The prostatectomy usually performed is the retropubic, 
with a transverse incision in the prostatic capsule, which 
is later sewn up longitudinally ; this allows a small tube 
(equal to no. 20 French catheter) to be placed through 
the upper end into the bladder for twelve to twenty-four 
hours (in addition to the usual catheter). It affords a 
valuable alternative route for the drainage if the catheter 
slips, blocks, ‘kinks,’ or for. any other reason does not 
work. This is retained for so short a time and is so 
small that no leak follows its removal. Great attention 
is paid to excising the V from the prostatovesical ledge 
to prevent postoperative obstruction, but this allows 
some oozing from the cavity to escape into the bladder 
and is another reason for the small bladder tube. 

Preliminary suprapubic cystostomy is avoided now and 
is only rarely. used when attempts to pass a catheter 
have failed in acute retention. 


' SUMMARY 


The value of penicillin as a prophylactic against 
infection in prostatic surgery has .been investigated. 

' Since penicillin has been given as a routine before and 
after operation ‘there has been a reduction in the total 
mortality from 11-3% to 3-1% in all cases of simple 
enlargement, and after prostatectomy (removal or resec- 
tion) from 5% to 26%. Before the introduction of 
penicillin 36-9% of all cases were submitted to cystostomy 
with a case-mortality of 15%; since penicillin has been 
used .the proportion has been reduced to 10:9% with no 
mortality. 


Penicillin is recommended for any period of indwelling 


catheter in prostatic surgery, and dosage is suggested. 
A broad outline for the management of prostatic 
patients is given. | | 


My thanks are due to Dr. E. ff. Creed, of the pathological 
department, King’s College Hospital, and to Dr. David 
Nabarro, lately in charge of the pathological department, 
Emergency Hospital, Leatherhead, for their help in the 
penicillin investigations ; and to Mr. W. Waugh for preparing 
the statistics and for his skilful care of the patients as house- 
surgeon and surgical registrar at King’s College Hospital. 
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` often happens with new and potent remedies. 


LIVER AND FOLIC ACID IN THE 
TREATMENT OF NUTRITIONAL 
MACROCYTIC. ANÆMIA 
A COMPARISON OF RESULTS 


T. A. KEMP 
M.B. Camb., M.R.C.P. 
LIEUT.-COLONEL, R.A.M.C. 


NUTRITIONAL macrocytic anemia is a deficiency 
anæmia, often severe, most commonly seen in vegetarians, 
and aggravated by pregnancy. The anemia is macro- 
cytic, and the bone-marrow shows megaloblastic hyper- 
plasia. 
synthetic folic acid are curative. Ankylostomiasis, 
sprue, malaria, and syphilis are often also present. 
Though the peripheral blood picture is very similar to 
that of Addisonian pernicious anemia, hemolytic 
jaundice, achlorhydria, and subacute combined degenera» 
tion of the cord do not develop, and sore tongue is rare. 
The age-incidence is younger, 20-35, and refined liver 
extracts. given parenterally are without effect. These 
clinical observations have led to the idea that the 


response of nutritional macrocytic anæmia to crude . 
liver extracts or to autolysed yeast is due to some 


other substance than pure liver principle or extrinsic 
factor. l 


Before the synthesis of folic acid (Lactobacillus casei 
factor present in liver) by the team of investigators at 
the Lederle laboratories (Angier et al. 1945), and the clear 
demonstration by Spies et al. (1945) that it was effective 
in many types of macrocytic anæmia associated with 
megaloblastic hyperplasia of the bone-marrow, including 
Addisonian anzmia, nutritional anzmia, pregnancy, sprue, 
and pellagra, it was customary to treat nutritional macro- 
cytic anemia with crude liver extracts and iroh. Trowell 
(1943) showed that in Africa the deficiency was often 
dual, and he coined the term dimorphic anemia. How- 


ever, the hemopoietic response was often strikingly 


slow compared with that of Addisonian anemia, and the 
amount’ of liver required was very much greater. 
The discovery of folic acid has opened a new era in the 


_ treatment of macrocytic anzemia, and it is of the utmost 


importance that a full clinical assessment of its value 
and limitations be made so that it is not squandered 
on unsuitable cases without adequate control, as so 
In this 


TABLE I— NUTRITIONAL MACROCYTIC ANZMIA TREATED WITH 
LIVER AND IRON: : l 


— 


Before treatment After treatment 


DO. Redcells(mill.| Hb (g. per Red cells (mill.| Hb (g. per . 
per C.mm.) 100 c.cm.) per c.mm.) | 100 c.om.) 
1s 1-8 56 [ae ET 
2t 1:8 5:6 | 42 °J 12-6 ` 
3t. 1-3 4-4 | 4-2 | 12-6 
4 | 22 0 : 46 140 
5t 2-4 SEE o 4:5 : 13-3 
oO 24 8-4 | 41 13-3 
7 2-5 8-4 | 4-0 ` 183 
8 22` 7-0 4-0 ` 12-6 
9e 2-7 i 7-7 4-4 12-6 
10 3-6 11-2 | 45 133 
11 3-0 11:2 S C 11-9 
12+ 2-8 9-8 ee ee ee CX 


* Tron-deficient. t Ankylostomiasis. 


Crude liver extracts, autolysed yeast, and — 


Pte ey Ee wl ge 


. colour-index greater than 1 ; 


by mouth daily, is shown in table 1 and fig. 1. 


| THE LANCET] © 


‘LIEUT.-COL, KEMP: FOLIC ACID AND NUTRITIONAL MACROCYTIC ANÆMIA  [seer. 6, 1947 351 


paper the hemopoietic responses to folic acid and to 
the combined liver and iron therapy are compared in 
cases of nutritional mactpey Ue anemia. 


LIVER AND IRON 


The response of 12 cases of nutritional macrocytic 
anæmia to parenteral liver, 6 c.cm. of either ‘ Hepatex ’ 
(Evans) or injectio hepatis (U.S.P.) intramuscularly: 
on alternate days, and gr. 30 of ferrous sulphate 
All 
were Indian males below the age of 35 and strict 
vegetarians. The anemia was macrocytic and the 
2 had a mean corpuscular 
Hb concentration of less than 30% and were considered 
to be iron-deficient also. All had free HCl in the gastric 
juice; 4 had ankylostomiasis. None gave a history or 
had stools suggesting sprue. Blood slides for malarial 
parasites were negative. Though the anemia was 
severe in many. cases, angina of effort and edema were 
absent. In addition to liver and iron they received 6 


multivitamin tablets daily and were encouraged to take 


milk, and cheese ; 


a full diet, including liyer, meat, fish, poultry, eggs, 
but only 2 began to eat meat. During 
the same period 34 cases of ankylostomiasis without 


appreciable anæmia, and many vegetarians without 


anæmia, were. seen. The average increase of red cells 


was 1,000,000 per c.mm. in 20 days; 8 had a mean 


/ 


TABLE TÜ—EFFECT OF FOLIC ACID ON PERIPHERAL BLOOD IN 
. NUTRITIONAL MACROCYTIC ANÆMIA ; 


Red cells 


| Heemoglobin Reticulocytes 
(mill. per c.mm.) 


(g. per 100 o.cm.) (%) 


corpuscular volume greater than 100 ç. u or showed 
macrocytes on the stained film when the red- cell count 
- had risen ta 4,000,000 or more perc.mm. Serial reticu- 
locyte counts and bone- marrow studies were not done 
in these cases. ; 


FOLIC ACID 


Three cases of severe nutritional macrocytic anemia 
were treated with synthetic folic acid by mouth, at 


_ first 25 mg., later 15 mg., and finally 5 mg. daily; the 


tablets were suspended in water as directed by Spies 
(1946).° None of the patients had ever eaten eggs or 
meat of. any sort; their diet consisted largély of rice, 
vegetable curries, dhal, and chupatties ; milk was taken 
in tea. . The red cells were less than 2,000,000 per c.mm. 
and macrocytic ; the colour-index was greater than 1. 


The bone-marrow contained non-hæmoglobinised megalo- 


_and malarial parasites were not seen. 


blasts and showed typical erythroblastic arrest. No 
treatment had been given before admission to hospital. 
During the period of observation the diet was strictly 
controlled to their usual habits, and folic acid was the 
sole therapy: given. 

All 3 patients had smooth tongues, which were not 
sore, and 2 had crazy-paving roughness of the skin ; 


' the nails were normal. Jaundice was absent, and the 
The HCl > 


Van den Bergh reactions were negative. 
content of the stomach was normal. Neurological _ 
complications and clinical evidence of -other vitamin 
deficiencies were absent. .Kahn tests were negative, 
In 2 cases there “ 
was also present ankylostomiasis, with occult blood in 
the stools. None had chronic diarrhea or fatty stools. 


) 
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Fig. |—Increase of red cells in [2 cases of nutritional inackocyGe anzmia 
treated with fiver and iron. 
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All had lost siat iech and appetite, and 2 had 
fever up to 101°F. Venous congestion, cedema, and. 
angina of effort were absent, though all gave a history 
of breathlessness on exertion. The results are sum- 
marised in table m dnd illustrated in figs. 2, 3, and 4. 
Inf every case- -a reticulocyte crisis, maximal on "the 5th 
day, was followed. by a rapid, steady, and maintained 
rise in the amount of red cells and Hh, and the marrow 
resumed a normoblastic pattern. :. “At the same time 
there was a well-marked increase of weight, strength, 
and appetite, new papilla appeared on the tongue, and 
` the skin lost its roughness. In ‘the 2 cases with fever 
the fall of Gii coincided vata vng reticulocyte 


crisis. \ 


Case 13.—A_ sepoy,. aged 22, a IE og Serene a had 
had malignant tertian malaria and smallpox 6 years previously, . 
but no other illness. For 2 months he had noted tiredness, 
breathlessness on exertion, loss’ of weight and. appetite, 
occasional vomiting, and fevérishness. ` 

On admission he had irregular fever up to 101°F and’ was 
pale, with clean tongue, smooth at the margins but not sore. 
Skin inelastic, with crazy- 
paving roughness. most 
marked over the back, 
buttocks, and legs. System- 
atic examination was nega- 
tive. Urine normal. Stools 
contained ova of hookworm 
and occult þlood. 

- Blood-count : Hb 63 g 
per 100 c.cm., red cells 
1,800,000 per c.mm., mean 
corpuscular volume (M. 0.V.) © 
116 c., mean corpuscular 
Hb concentration (M.c.H.C.) 
30%, reticulocytes 0:5%. | 
Macrocytes with consider- i 
able variation in size were 
seen on.the stained film. 
White cells 4500 per c.mm. 

. (polymorphs 36%, eR 
cytes 56%, eosinophils 8% ): 
Myelograms showing the. 
percentage of nucleated cells 
on a count of 800 before | 
and after folic-acid treat- o 10 
ment are shown in table 11. 

_ After a control period of 
5 days, during which time 
there was no improvement, 
folic acid was: given by 
mouth; the dose and- response in the peripheral blood are 
illustrated in fig. 2. 

On the 9th day of treatment the marrow had resumed 
a normoblastic pattern; on the llth day papille could be — 
seen along the margins of the tongue, and the skin had lost 
, its roughness.. Weight, strength, and appetite increased. 

On the 22nd day the peripheral blood showed Hb 11-9 g. 

r 100 c.cm., red cells 3,800,000 per c.mm., M.C.V. 113 c.p, 

M. é. H.0. 26%.  Macrocytes were still present on the stained 


. FOLIC ACID 
mm 15 (mg. daily) 


> 


REB CELLS (Million per cmm.) 
N O3 


© 


20 
DAYS 


Fig. 2—Effect of folic acid on 
peripheral blood in nutritional 
macrocytic anzmia (case 13). 


RETICULOCYTES % 


30 


a ee 


cytes 45%, monocytes 5%, eosinophils 1° 
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TABLE Ill —_MYELOGRAMS BEFORE AND AFTER FOLIC-ACID 
THERAPY IN CASE 13 


Percentage of nucleated cells 


Before folia 9th day of 


` acid started treatment 
Total nucleated cells 47,000/c.mm. | 142,000/c.mm. 
Myeloid series/nucleated reds 2-16/1 | 1-56/1 

Megaloblasts . ae a ge | 15 
Early erythroblasts oe ae 6 5 

Late erythroblasts oe ee 3t l 3 

Normoblasts .. e NN 10 à: | 28-5 
Myeloblasts `.. ee ae 3:5 0-5 
Premyelocytes ee ‘ 5 1-5 
Myelocy tes s fs 8 j 7 

Metamyelocytės bs = 8 5 

Polymorp ° oe a 38 : 45:5 
Lymphocytes .. ae a 9 | 2 

Monocytes oe oe oe 0:5 0-5 
Plasma cells ee ee ak 4 boog 
Unclassified celis ss — | — 
Parasites — — 


. ee -9 © 


bg A fow mitotic figures. were seen. 
t miata, maton did not start earlier than the late erythro- 


a 


film.: White cells 9200 per c.mm. EE 52° >> lympho- 
cytes 33%, monocytes 6%, eosinophils 9%). Patient had 
gained 9 lb. in weight. 

No anthelmintics were given during the period of observa- 
tion. The reticulocyte crisis and subsequent increase of red 
oe 000,000 per c.mm, in 5 days, fully satisfy the U.S.P. 
standard. 


Case 14.—A sepoy, aad 34, a life-long vegetarian, had had 
an untreated penile sore 6 years earlier, and bacillary 
dysentery 2 years earlier, but. no other past illness. For 
2 months he had noted increasing lassitude, breathlessness 
on exertion, and anorexia. Stools had been ‘occasionally 
loose but never fatty or offensive. He had lost weight. 

On admission he had no fever but was pale, with clean 


- smooth tongue and crazy-paving roughness of legs. Penile 


scar. Heart, lungs, and abdomen normal. Ankle-jerks 
absent ; other tendon-jerks very sluggish. Central nervous 
system otherwise normal. Kahn test negative. Cerebro- 
spinal fluid normal in all respects. Urine normal. Stools 
negative. | 

Blood-count : Hb 5-6 g. per 100 c.cm. Red cells 1,700,000 
per ‘c.mm., M.C.V. 123 C.u, M.C.H.C. 27%, reticulocytes 1%, 
Macrocytes and a few normoblasts were seen on the stained 
film. White cells 5500 per c.mm. (polymorphs 49°%,, lympho- 

o). The bone- 

marrow showed non-hæmoglobinised megaloblasts with 
erythroblastic arrest. 


TABLE IV—-MYELOGRAMS BEFORE AND AFTER FOLIC-ACID 
: THERAPY IN CASE 15 


Percentage of nucleated cells 


17th day of 
treatment : 


90,000 /e.mm. 
13/1 


Before folic 
acid started 


Total nucleated cells ' 70,000 /c.mm. 
Myeloid series/nucleated reds | — 0-72/1 


Megaloblasts . 
Karly er ythroblasts 
Late erythroblasts 
Normoblasts .. 


Myeloblasts eA 
Premyelocyteg.. .. 
Myelocytes ane ae 
Metamyeclocytes sa ae 
Polymorphs ..,. es és 


Gan 
© 
pws 
or 


bod fam jst pezh 
a 
SS > 
on 


o m 

$a N mi 
an ORS S 
r M OA 


Lymphocytes .. — 
Monocytes ae <% 
Plasma cells .. — .. 
Unclassified cells : 

Parasites Sa è 


| = | Oe ROON 


Be ae: 


* Many mitotic figures were scen.. 
t pees Opinisation did not start earlier than the late erythro- 
as 8. " 


' LIEUT. COL: KOME: ‘FOLIC ACID AND NUTRITIONAL MACROCYTIC “ANEMIA 


[SEPT. 6, 1947. 

During the control period of 9 days the amount of red 
cells fell to 1,200,000 per c.mm. and of Hb to 4-2 g, per 
100 c.cm. The dose of folic acid and the response in the 
peripheral blood are illustrated in fig. 3. 

On the 22nd day of treatment the peripheral blood showed 
Hb 10:5 g. per 100 c.cm., red cells 3,500,000 per c.mm., 
M.C.V. 98 C.u, M.C.H.O. 30% A few macrocytes were ‘seen 
on the stained film. White cells 5300 per c.mm. (polymorphs 
66%, lymphocytes 28%, monocytes 2°%,,, eosinophils 4%), 
and the bone-marrow was of normoblastic type. New 
papillae were growing on the tongue, and the skin was 
normal. Weight, strength, and appetite had increased. 
Ankle-jerks remained absent. 

The reticulocyte crisis and subsoquent increase of red -cells 
1,000,000 per c.mm. in 5 days, fully satisfy the ESP. 
standard. 


Case 15.—A havildar clerk, aged 25, a life-long vogetirian. 
An undiagnosed fever 5 years previously was the only past 
illness. For 1 month he had noted increasing weakness, 
breathlessness on exertion, loss of weight and appetite, 
vomiting, and feverishness. 

On admission he had irregular fever up to 101°F and was 
very pale with clean tongue, without papill« at the margins 
but not sore. Skin and nails normal. Systematic examina- 
tion negative. Urine normal. 
hookworm and occult blood. 

Blood-count : Hb 4:2 g. per 100 c.cm., red cells 1,300, 000 
per c.mm., M.C.V. 123 ¢.u, M.C.H.C. 26%, reticulocytes 207 
Normoblasts,. macrocytes, and considerable variation in size, 
shape, and staining were present on the stained film. White 
cells 5600 per c.mm. a 55°4, lymphocytes ‘ti 
monocytes 3%, 
eosinophils of 
Myelograms show- 
ing the percentage 
of nucleated cells 
on a count of 800 
before and after 
folic acid treatment 
are shown in 
table rv. - l 

During the con- 
trol period of 6 days 
there was a slight 
increase of red cells 
to 1,400,000 per 
cmm., but the 
amount of Hb re- 
mained unchanged. 
The dose of folic 
acid and the re- 
sponse in the peri- 
pheral blood are 
illustrated in 
fig. 4. 

Eon the 17th day 
of treatment the : = D Ave oe oe 


bone-marrow had - ; | 
resumed normo- Fig. 3—Effect of folic acid in case l4. 


RED CELLS (Million per cmm.) 


RETICULOCYTES % 
= 


blastic pattern, 


and papille were growing along the margins of the tongue. 

On the 22nd day the peripheral blood showed Hb 10-5 g. 
per 100 c.cm., red cells 3,900,000 per c.mm., M.c.v. 91 Cu, 
M.C.H.O. 28%. A few macrocytes were still present on the 
stained film. White cells 4600 per c.mm. (polymorphs 4995, 
lymphocytes 35°,, monocytes 6%, eosinophils 10%). The 


appetite was normal. Patient had gained 19 lb. in weight. 
No anthelmintics were given during the period of observa- 
tion. The reticulocyte crisis and subsequent increase of red 


cells, 1,000,000 per cmm. in 


5 days, fully satisfy the U.S.P. 
standard. 


DISCUSSION 


After a control period synthetic folic acid was given 
by mouth in 3 cases of nutritional macrocytic anmmia. 
In avery case a maximal reticulocyte response, average 
27%, ‘took place on the th day and was followed by 
a steady increase of red cells and Hb towards normal, 
1,000,000 per c.mm. and 2 g. per 100 c.cm. respectively 
in 5 days during the most rapid period of recovery. 
The bone-marrow showed a great reduction of megalo- 
blasts and an increase of normoblasts. At the same 


Stools contained ova of 


i 


f es 
- ok. 


~ 
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time there was an ‘increase of weight, strength, and 


appetite; new papillæ appeared on the tongue, and 
the crazy-paving roughness of the skin present in 2 cases 
disappeared. Since the diet was controlled and folic 
_ acid was the sole therapy given, it. seems likely that the 
dramatic hemopoietic 
response and clinical 
improvement were due 
to folic acid. 


FOLIC ACID 
15 (mg. daily ) 
They ol 


returned to normal at a 
much more rapid rate 
than had previously been 
observed with large doses 
of liver parenterally and 
iron by mouth; the red 
cells increasing at the rate 
of 1,000,000 per c.mm. in 
5 days, as compared with 
1,000,000 per c.mm. ‘In 
20 days. 

From a study of these 
cases it appears that folic 
acid alone by mouth is a 
more powerful remedy in 
the treatment of nutri- 


My 


RED CELLS Million per c.mm.) 


_ RETIC. % 


o 10 20 - 30 


DAYS tional macrocytic anemia 
Fig. 4—Effect ‘of folic ‘acid in than are crude liver ex- 
ane. : case 15. Ne 


tracts given parenterally 
and supplemented by. 
iron by mouth ; and it is hoped that this i will 
ee further trials in Asiatic countries. — 


SUMMARY 


In 3 :cases of nutritional macrocytic. anemia with 
megaloblastic hyperplasia of the bone-marrow folic acid 
produced a more rapid improvement in the peripheral 
` blood than would have been expected with large doses 
of liver extract parenterally and iron by mouth. The 
bone-marrow resumed a normoblastic pattern. _ 
` l-am indebted to Lieut.-Colonel W. R. M. Drew, 0.B.z., 
R.A.M.O., professor of medicine in the University of Bagdad, 
for much helpful advice and criticism; Major A. S. Brown, 
I.M.S., and Captain S. M. H. Bokhari, %A.M.O., for their 
` Clinical assistance; and Major R. Fleming, I.M. S., for the 

laboratory investigations. 
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«+ In. the first flush of enthusiasm for the industrial 
devaluation that resulted from the practical applications of 
science, it was felt that the consequences of such application 
could only be for the good of man. As we have seen more of 
these consequences, however, and thought more deeply on 
such matters, we now realise that the practical results of 
science will be good or evil, in the ethical sense, depending 
on the nature of the application. . . The evils that can result 
from wicked application do not mean that science itself is 
evil. Each pure science merely gives an objective account 
` of the facts which it finds in its own field of study. These 
facts are ethically neutral; it is only their application that 


can lead to evil rather than good results. Moreover, from a ' 


broader and deeper point of view, the pursuit of these ethically 
neutral facts must itself be regarded as a good. It isa spiritual 
good, since knowledge of the true nature of the world in 
_ which he lives should increase the intellectual dignity of 
man, It is a practical good, since it is only through knowledge 
of the actual facts that men of good will can plan for their 


application to good rather than evil ends. Keeping certain . 


facts secret, as in the field of atomic energy, can be temporarily 
important ‘and serve a useful purpose, but can make no 
fundamental contribution to the prevention of evil.”— 
RicHARD C. TOLMAN, Science, Aug. 15, 1947, p. 140. 
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The peripheral blood - 


‘knee-jerks absent. 
-hyperesthesia of dorsum of feet and of legs, but no sensory 


‘myelitis. 


~ 
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ACUTE ANTERIOR POLIOMYELITIS 
COMPLICATING PREGNANCY 


-© D. M. W. MAXWELL Pumpe H. WILLCOX 
M.B. Edin., F.R.C.S.E., M.A., M.D. Camb., 
M.R.C.O.G. M.R.C.P. 
OBSTETRICIAN AND GYNECOLOGIST ASSISTANT PHYSICIAN 
KING EDWARD VII HOSPITAL, WINDSOR 


POLIOMYELITIS is ‘relatively uncommon in adults, 
and the chances of its coinciding with pregnancy are 
therefore very small. No cases of such coincidence have 
so far been published in this country. In the United 


‘States, on the other hand, where the number of. cases 


of the disease is much greater, the subject of polio- 
myelitis in pregnancy has often been discussed in the 
medical press. In view of the present outbreak here the 
following record may be of.interest to obstetricians and 
others who may find themselves called on to déal with the 
condition. 

THE CASE 


On Nov. 27, 1946, one of us (P. H. W. iwa called into — 
consultation to see a woman, aged 32, in her home, with a 
history of malaise and rise of temperature to 99-6°F on 
Nov. 22, accompanied by aching pains between the shoulders. 


, On Nov. 24 there had been severe pain in the lumbar region 
~ and nausea ; temperature 100-6°F. Patient had noted that 


on trying to get out of bed her arms and legs were weak.’ 
On Nov. 26 she had vomited and had had difficulty in leaning 
to the side of her bed; and, she also had dysphagia with 
palatal paralysis. ` 

Examination (Nov. 27).—Complete paralysis of left lower 
limb, no spontaneous movements being possible. Right 
lower limb less severely affected, but. quadriceps femoris and 
dorsiflexors of foot powerless. Contraction of flexors of foot. 


_and knee very weak. Paresis of both arms, the triceps on 


either side being most affected, and the flexors of wrists and 
elbows less so. Complete deltoid paralysis on right. side, 
Rectus abdominalis and other trunk muscles ‘also affected, 
but no alteration. in depth or.rate of respiration. 

Biceps . and supinator reflexes ‘brisk on both sides ; ; 
triceps-jerks elicited. Ankle-jerks brisk on both sides, but 
` Plantar responses doubtful. 


loss. 

- Cranial nerves showed no abnormal physical signs ; ; fundi 
normal, Temperature 99-4°F, respirations 20 per min. 
Urine: no albumin, sugar, or acetone. Heart, lungs, and 
ear, nose, and throat normal. Uterus enlarged as for à 


 26-week pregnancy. 


. Acute poliomyelitis was disgnosed and patient. admitted 
to hospital, where the cerebrospinal-fluid findings were : 
pressure 160 mm: water; clear fluid;' 10 lymphocytes per 
c.mm. ; protein 50 mg. . chlorides 692, sugar.57 mg. ea ml. ; 
globulin, weakly positive Pandy reaction. 

A white-cell count showed 7600 per c.mm. (polymorpho- 
nuclears 71%, lymphocytes 24%, hyalines 1%). 

Course of Iliness—There was subsequently no further 


‘rise of temperature above normal while patient was in 


hospital. Foetal heart sounds were heard, and movements 
were felt. 

In the light of American experience, it was decided that 
there was no indication to interfere with the pregnancy, and 
the paralysis was treated by the usual methods for polio-- 
From Nov. 29 to Dec. 1 there was retention of 
urine, necessitating catheterisation. Bowels inactive ; enemas 
had to be given regularly for several weeks. 

By Dec. 7 considerable improvement had taken place: 
urine was passed naturally, and movement of all leg muscles 
on both sides was possible though weak; deltoid paralysis 
had diminished, and power in arms, particularly the left, 
showed a surprising degree of recovery. 

By the end of January all arm movements were possible 
and legs showed considerable recovery of power ; but patient 
still could not sit up in bed, the abdominal muscles were 
feeble, and it was clear that during pregnancy she would | 
never recover sufficiently to stand or walk. 

_ Obstetric History.—Married 7 years. First child aged 6, 
born June 31,.1940; normal labour at 42 weeks; birth- 
weight 91/, lb. Second child, aged 4 1/, born Feb. 25, 1942 ; 


Some | 
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normal labour at 41 1/, weeks; birth-weight 10 1/, lb. One 
miscarriage at 3 months on Dec. 6, 1945.. Menses regular 
45/28. Last menstrual period May 23, 1946. Expected 
date March 2, 1947. | 

The patient was seen first at 28th week of pregnancy, when 
paralysis was very well marked. The uterus was slightly 
small for the dates. The urine contained no albumin or 
sugar. Blood-pressure 118/68. She was examined through- 
out rest of pregnancy at intervals of two or three weeks. 
There was no evidence of toxemia, nor any abnormality 
detected except the paralysis, which gradually improved. 
Blood-count (Feb. 17, 1947): red cells 3,400,000 per c.mm. ; 
Hb 75%. f 

On March 8, as she was a few days overdue according 
to her dates, castor oil and an enema were administered. 
Pains started between 4 and 5 P.M. on same day, and the 
progress of labour was watched continuously from 9 P.M. 
until 1.30 a.m. on the 9th. Dilatation of os, was very slow, 
though position of baby was anterior and presentation a 
vertex. At 1.30 a.m. on the 9th, pethidine 100 mg. was 
given; this was repeated two hours later. At 6.30 A.M. 
patient appeared to be fully dilated, and head had descended 
to pelvic floor, but at that stage patient could not help herself 
any further and she indicated that she could not bear down or 
express the child’s head as she had done with the previous 
two children. General anesthesia was then given, small- 
outlet forceps were applied, and a living female child 
weighing 9 lb. 4 oz. was delivered at 9.15 a.m. The placenta 


separated about 20 minutes later and was expressed from the 


vagina. 

The patient’s conditions was eminently satisfactory after- 
wards, with no fever, and she nursed the baby entirely on the 
breast. E 

Subsequent Progress.—The child did well and was healthy 
in every way; no sign of parelysis or weakness; weight 
15 1/, lb. at 4 months of age. Pregnancy and childbirth had 
no adverse effect on progress of the mother towards recovery 
of power. On July 10 she could walk with the aid of a stick 
and a plaster support to the right knee. She said she was 
getting stronger day by day, though the right quadriceps 
muscle and the muscles of the back were weak. | 


DISCUSSION 


If it is true, as‘ suggested by Aycock (1941), that 
pregnant women are more susceptible than non- 
pregnant women to the virus, poliomyelitis will always 
be likely to arise in pregnancy, and knowledge of the 
subject is essential for practising obstetricians and 
physicians from whom advice may at any time be 
sought. : 

Incidence of Poliomyelitis in Pregnancy 
Weaver and Steiner (1944) collected records of 75 cases 
. between 1906 and 1943 of which 61 had been reported since 
1930, representing an average of almost 5.yearly in the 
United States, Probably. only a small fraction are recorded. 
Kleinberg and Horwitz (1941) were able to describe 13 
unpublished cases which had been under the care of colleagues, 
and Brahdy and Lenarsky (1933) personally observed 3 cases 
within a year. f 


Aycock (1941), estimated the probability of poliomyelitis 


and pregnancy coinciding at less than 1 in 1000 cases of 
poliomyelitis and less than 1 in 50,000 pregnancies. 

Susceptibility in Pregnancy.—The idea that the hormonal 
changes of pregnancy, make women particularly susceptible 
to the virus is supported by animal experiment (Jungeblut 
and Engle 1934, Aycock 1937, 1940). Aycock (1937) showed 
that injection of cestrogenic substances: into castrated 
immature female monkeys enhanced their resistance to 
intranasal instillation of virus. Comparative urinary cestrogen 
assays showed higher excretion of these substances in polio- 
myelitis patients than in controls (Aycock 1940), 

Weaver and Steiner (1944), among others, have noted that 


the incidence of poliomyelitis in pregnancy varies according - 


to the. stage of pregnancy, and recorded in 70 cases the 
following incidence : 

Ist third of pregnancy 17:1% 

2nd » ry o 34:3 % 

3rd a9 9? É 99 48-6 % 


In experiments in pregnant cotton-rats they demonstrated 
that of 13 animals in the first third of pregnancy 3 were 
resistant to the virus, whereas 51 animals in later pregnancy 


all developed the disease after three-way inoculation of virus 
(intracerebral, intranasal, and subcutaneous). 


Most writers consider that poliomyelitis has no adverse 
effect on pregnancy or labour (Brahdy and Lenarsky 
1933, Kleinberg and Horwitz 1941). The exceptions to 
this rule when applied to pregnancy are to be found in 


cases of widespread paralysis in the mother, in which - 


case death of the fœtus in utero from asphyxia is the 
obvious risk (Harmon and Hoyne 1943). Aycock and 


- Ingalls (1946) have collected records of the fate of the 


foetus in 131 cases: in 25 cases the baby was stillborn or 
died shortly after birth ; and in 6 cases abortion occurred 
in the first three months. 7 
That the uterus has an independent nerve-supply 
is shown by the fact that normal contraction occurs after 
transection of the spinal cord or after experimental 
division of the sympathetic nerve-supply (Wright 1940). 
Moreover the ability of the uterus to expel its contents 
has been observed also in cases of cord tumour and 
fracture with cord involvement. In 243 cases pregnancy 


has taken place within a year of the onset of poliomyelitis ; - 


normal and uneventful pregnancies and labours were 
experienced in all cases (Kleinberg and Horwitz 1941). 


There is therefore strong evidence that pregnancy. 


and labour should not be interfered with except for 
complications operative for all pregnant women. -While 
both termination of pregnancy and cesarean section have 
been done in these cases, from clinical experience there is 
no evidence that they were indicated on reasonable 
grounds. 
Infection of the Child | 

No authentic instances of transmission of the ‘virus of 
poliomyelitis from the mother to the offspring in utero are en 
record. Unlike the virus of vaccinia encephalitis, measles, 
chickenpox, and variola, which may be found in the blood- 
stream, the virus of poliomyelitis is rarely recoverable from 
the circulating blood of patients, or at any rate is never 


present in sufficient amount to pass through the placental ` 
circulation: (Journal of the American Medical Association | 


1943). 

Poliomyelitis may occur in infants in their first month 
but is rare under the age of 6 months. Biermann and Piszczek 
(1944) describéd a case in a newborn infant which developed 
symptoms on the llth day after delivery and paralysis of the 
lower extremities on the 13th day; the mother developed 
symptoms on the Ist day after delivery and died on the 4th 
day. In this case infection may have taken place either 
during exposure at birth or during the short period of ten 
minutes when the infant was placed for the only time in 
close proximity to the mother after birth. 

That infection may occur at delivery from fecal contamina- 


‘tion is highly likely in view of the fact that the virus of 


poliomyelitis is known to exist in the stools in the early stages 
of the disease (Paul and Trask 1941, Howe and Bodian 1940). 
The infrequency of the disease in the first month of the 
infant’s life is probably due to the relative unlikelihood of the 
mother’s acquiring the disease at or near full term; but, as 
suggested by Aycock and Kramer (1930) and by Shaughnessy 
et al. (1930), it is also due to the fact that the infant has anti- 
bodies which persist several months after birth. Weaver and 
Steiner (1944) consider that there is no evidence that passage 
of the virus from mother to infant through the milk can take 
place. Experimentally.they showed that 2 mother cotton- 
rats infected 24 hours after delivery did not convey. the 
infection to their 8 offspring, who fed from their mothers from 
birth until the mothers died on the 8th and 11th days. 


SUMMARY 


A case is described in which acute anterior polio- 
myelitis occurred in the 6th month of pregnancy. The 
patient was treated conservatively and allowed to 
proceed to full term; a normal healthy female child 
weighing 9 Ib. 4 oz. was successfully delivered. No 
complications occurred, except that there was delay at 
the pelvic floor and the child was delivered with forceps. 


Pregnancy and labour had no adverse effect. on: the 


gradual -progress of the patient .towards recovery., of 


XN 


are of the patient ; 


~ 
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power; nor did the disease affect the expulsive power 
of the uterine muscle. 

These findings are in accordance with American 
experience in similar cases. There is no evidence that 
the fotus can be infected before delivery. The only 
cases on record in which fetal death took place before 
delivery have been due to asphyxiation secondary to 


. respiratory paralysis in the mother. 


There is evidence that the newborn child has anti- 
bodies which protect it from infection in the first few 
weeks of life. A few cases of poliomyelitis in the first 
month are, however, on record. 

On these grounds there is no evidence that inter- 
ference with pregnancy or cæsarean section is ever 
indicated in cases of poliomyelitis in pregnant women, 
except for circumstances which would equally apply 
to all prégnant women. 

It is hoped that other cases may be reported to sub- 


stantiate or refute any observations: made in this case 


and those recorded in the American literature. 


We wish to thank Dr. H. M. Jaques, of Burnham, Bucks, 
for kindly permitting us to treat the case and to publish this 
case-record; Mr. G. P. Arden, for his valued advice and 
and the nurses and physiotherapy 
ig gas at King Edward VII Hospital, Windsor. - 
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, ACUTE AMŒBIASIS COMPLICATING 
CHOLECYSTECTOMY 
Seek. og REPORT OF A CASE. 
| K. M. ROBERTSON 


M.D. Lond., F.R.C.P. 


PHYSICIAN, ROYAL HANTS COUNTY HOSPITAL, WINCHESTER, 
AND ROYAL SOUTH HANTS HOSPITAL, SOUTHAMPTON 


THE following case is reported as there must be many 


= patients with latent amebiasis brought back from the 


tropics who will be subjected to abdominal and other 
surgical operations. 

In September, 1946, a man of 37, who had spent a ‘large 
part of the last twenty years in Northern Rhodesia, was 
admitted.for cholecystectomy for calculi. Operation had been 
advised, in spite of the absence of symptoms, in view of his 
intended early return to Rhodesia. 

The patient’s previous history included a severe attack of 


blackwater fever in Birmingham, two months after his 


return from Africa in 1933. Though his life was threatened, 
he had made an excellent recovery, apart from an acute 
appendicitis which has complicated his convalescence. This 
had been dealt with surgically, and after a few years in this 
country he had been allowed to return to Rhodesia in 1937. 

Since the operation for appendicitis his health had been 
excellent. He was not aware of having had any dysenteric 
infection, but for years he had from time to time had short 
attacks of diarrhw@a. These had rarely lasted more than a 
‘day but had been associated with tenesmus and had often 
terminated in “‘ an attack of piles.” He had never received 
antidysenteric treatment. 

Operation (Mr. William Everett).—The patient was anes- 
thetised with ‘ Pentothal,’ curare, and gas and oxygen. 
Kocher’s incision was used. . The gall-bladder was full of 
small pigment stones and biliary sand, thought to be a legacy 
of the blackwater fever.: The fundus of the gall-bladder was 


` result. 


buried for about an inch in liver substance, and its removal 

demanded a small incision into hepatic tissue. The small 
cavity thus produced was carbolised before being closed. 

The liver and all the colon which could be seen appeared to 
be healthy and normal. 


Postoperative Course,—The immediate postoperative period 
was uneventful, and by the third day the patient felt very 
well and had been dut of bed several tines. On the evening 
of that day he received a routine aperient. Next morning it 
appeared that this dose had been excessive, for he had several 
loose stools and was uncomfortable, By the eyening, with 
symptoms persisting in spite of symptomatic treatment, his 
temperature rose to 100°F. From this point his condition 
deteriorated, bowel action became more frequent and urgent, 
the temperature rose higher, and there was considerable. 
abdominal pain. Early in this illness several motions were 

. examined for evidence ôf infection, and, though amoebiasis 

had not been suspected, the examination. included a fruitless 
search for amcebe and cysts. The white-cell count was 
moderately increased to 14,000 per c.mm., with a relative 
increase in polymorphs. ‘Repeated. search for evidence of 
malaria proved negative. 

By the twelfth postoperative day’ his conjunctive were 
icteric and the Van den Bergh test gave a direct positive 

The patient was now very ill, with a tender distended — 
abdomen and signs of ascites. The diarrhea continued — 
intermittently in spite of succinyl sulphathiazole in full doses. 
Evidence of subphrenic or pelvic suppuration was looked for 
but none was discovered, though rectal examination was | 
painful and to the examining finger the rectal wall seemed to 

be much indurated. i 


Re- exploration of Abdomen. —This was carried out through 
the original wound. When the peritoneal cavity was entered, 
much thin bloodstained fluid escaped. The operation site 
was satisfactory, and a hand passed above the liver and into 
the pelvis confirmed the absence of. suppuration in either 
of these situations. The whole of the colon which was 
accessible was intensely inflamed, with gross thickening of the 
gut wall and induration of the pericolic tissues, especially 
in the ascending colon and hepatic flexure, where the inflam- | 
mation was severe enough to suggest the possibility of abscess 
formation in the right renal gutter. During the explora- 
tion of this region the gut was torn by the finger and the 

~bowel contents, pale and granular from the ingested succinyl 
sulphathiazole, escaped freely. By this time the possibility 
of amæbic colitis had suggested itself, and a sample of the 
escaping fæces was rapidly examined microscopically. - Typical 
vegetative forms of Entameba histolytica were present in very 
large numbers, motile, and showing ingested red cells. A wide- 
bore -tube was stitched into the gut, free drainage of the 
abdominal cavity was instituted, and the wound was closed 
with steel wire. The patient, who had been on the table for 
nearly three hours, was immediately given a transfusion 
of three pints of blood, followed by glucose and glucose- 
saline maintained for four days, during which nothing was 
given by mouth. 

_ Emetine gr. 1 was given twelve-hourly for three doses, and 
subsequently daily, until a total of gr. 12 had been given, 

and penicillin. 100,000 units was injected three-hourly for a 
week. During most of this week the patient’s condition was 
desperate. His temperature remained high, his pulse-rate — 
rose to 140 per min., and the jaundice deepened until an 
icteric index of 60 was reached. As soon as fluid was allowed 
by mouth, succinyl sulphathiazole 8 g. eight-hourly was 
given. “Towards the end of the week clinical improvement was 
manifest, and from this point there was, on the whole, steady 


_and maintained advance towards a RECOVERY: which now 


appears to be complete. 

After the course of emetine injections, emetine bismuth 
iodide was administered, and later still a course of carbarsone 
was instituted. No local treatment to the bowel was under- 
taken. The patient left the nursing-home at the end of eight 
weeks, well but with a small fecal fistula which has since 
healed, and a recent full examination has not revealed any 
evidence of residual dysenteric infection. 

COMMENTS 

In this case a “cold ” cholecystectomy seems.to have 
caused an unsuspected amoebiasis to flare up. Possible 
factors influencing this complication include trauma to big 
bowel from retractor pressure, and the incision into the 
liver and subseqtent carbolisation of the small hepatic 


- cavity. A general lowering of resistance as a result of 


356 THE LANCET] 


surgery probably played a considerable part, and it 
must be recalled that acute malaria sometimes follows 
surgery in cases harbouring this infection. Whatever the 
causal factors which were at work in this case it is clear 
that any or all of them might well operate in any 
abdominal surgical operation. NE On i 
I wish to thank Prof. Hamilton Fairley for advice on the 
treatment of the. amoebiasis and Mr. Lawrence Abel for 
invaluable surgical help. To the late Mr. William Everett, 
upon whose shoulders rested the heavy anxiety of this 
desperate case, my especial gratitude is due. : 


The Louse x : 
(2nd ed.) P. A. BUXTON, C.M.G., F.R.S., director, depart- 
ment of medical entomology, London School of Hygiene 
and Tropical Medicine. London: E. Arnold. 1947. 

Pp. 164. 10s. 6d. 
Most large textbooks have defects and nearly all have 
rivals; but it is still possible to find monographs on 
restricted subjects that stand alone and are completely 


Reviews of Books 


_ satisfactory. Professor Buxton’s book on the human - 


louse provided the medical parasitologist, the hygiene 
official, and the entomologist, with all information 
available up to the outbreak of the recent war. Since 
. then there has been an inevitable spate of research, 
much of it his own; so this new edition of the book 
_ has expanded from 115 to 164 pages, and many sections 
have been revised. There are interesting new data on 
field observations of natural fel aaa of head and body 
lice, on the sensory physiology and behaviour of lice, 
and on their resistance to heat, cold, and insecticides. 
The section dealing with man’s reaction to louse bites 
has been amended in the light of further knowledge. 


Many sources have been tapped, including recent Russian | 


work. The chapter on control of lice has been rewritten. 
Modern insecticides have profoundly modified the practice 
of disinfestation, but some_of the older remedies are 
mentioned, because they might be of value in the absence 
of better materials. Among 47 informative graphs and 
diagrams is the picture of a modified garter for ladies who 
volunteer to feed lice. It is worn above the knee, so 
that they can suffer in secret. 


Die Bluteiweisskirper des Menschen 
F. WUHRMANN, DR. MED., chief physician to the 
. University Medical Clinic, Zürich; C. WUNDERLY, 
DR. ING. CHEM., chief scientific assistant at the clinic. 
Basle: Schwabe. 1947. Pp. 354. Sw. fr. 36. 


Tuis is a comprehensive well-documented monograph 
on the chemical and physicochemical properties of the 
proteins, normal and abnormal, that are found in the 
blood plasma, and the clinical applications. Specialists 
have been called in to write some _ sections: ; 

Leuthardt deals with the solubilities of plasma proteins, 
©. Wiedermann contributes a lengthy section on 
electrophoresis, and R. Signer briefly describes the 
ultracentrifuge. 

_.The book begins with a concise discussion of present 
views on the chemistry of proteins. ‘* Albuminuria,” 
it is noted, is not a correct term; the kidney filtrate 
depends on the size of the particle, and since 6-globulin 
and fibrinogen also pass through, ‘‘ proteinuria ’’ is more 
correct. 


ultracentrifuge, an account of the qualitative and 
quantitative methods used in clinical biochemistry for 
detecting and estimating plasma proteins, including 
fibrinogen and prothrombin, as well as tests depending 
on plasma-protein variations—such as blood-sedimenta- 
tion rate, the thymol turbidity test, the cephalin- 
cholesterol flocculation test, and the cadmium turbidity 
test. All these methods are applied to the study of 
plasma-protein variation in disease. ze 

Eight tests are selected : the E.S.R., a heat-coagulation test 
(Weltmann’s band), the nephelogram, a flocculation test such 
as the Takata-Ara, the cadmium turbidity, the total serum 
proteins, the salt (phosphate) solubility curve, and the electro- 
phoretic pattern. By putting the results of all these tests 


together in a graphic manner on a diagram, six types of | 


REVIEWS OF BOOKS 


A chapter on methods contains, besides the. 
technical sections on solubility, electrophoresis, and the - 


- 
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“reaction constellation” are obtained with diagnostic 
differences. | | 

These types.are: (1) acute inflammation, including early 
cardiac infarction; (2) subacute and chronic infections 
(and this includes early malignancy); (3) the diffuse liver- 
damage type—fibrotic pulmonary tuberculosis, some cases 
of polyarthritis, and some cases of lymphatic leukzmia and 
lymphosarcoma show this reaction type; (4) the nepbrotie 


‘type found in all cases of lipoid nephrosis, whether “‘ pure ” > 


or “‘nephritic”; (5) the y-globulin plasmacytoma type, 
which includes lymphogranuloma inguinale, kala-azar, the 
so-called reticuloses, and others; (6) the 8-globulin plasme- 
cytoma type, into which also come some cases of myeloid and 
lymphatic leukemia, subacute and chronic polyarthritis, and 
metastatic carcinoma. 

The authors emphasise that it is only by studying 
all the tests together that diagnostic information can be 
obtained, and they give a striking list of conditions in 
which only uninformative results can be obtained from teste 


taken singly, or from the E.S.R., Weltmann’s band, the — 


Takata-Aratest, and the cadmium turbidity taken together. 

They discuss types of disease in which hyperproteinemia 
or hypoproteinremia occur; and they also distinguish “ dysg- 
proteinemia,” where one or more proteins are atiected, but 
not all—for example, fibrinogenopenia, and ‘‘ parapro- 


teinæmia ” in which abnormal proteins appear (e.g., myeloma- | 


tosis). The syndromes of ‘essential’? hyperproteinemia 
and hypoproteinemia are described ; the latter is interesting 
because it includes cases described elsewhere as “‘ essential 
cedema,” or “‘nephrosis without nephrosis.” 
briefly with the formation of plasma proteins, and in the last 
chapter describe the therapeutic use of protein preparations, 
including plasma fractions and protein hydrolysates. 


- Here then is an up-to-date exposition of the subject. 


Much emphasis is placed on electrophoresis and solubility 


curves, and the authors are clearly of opinion that unless 
these methods are used, all the others are not likely to 
help. These two investigations, however, at present 
find little place in clinical pathology, and we are not yet 
convinced that these none-too-simple procedures have 
earned their place as diagnostic tests. For clinical 
researches involving protein studies they are, we a; 
essential, and all interested in protein disturbances can 
be recommended to tackle this book. ` 


A Handbook of Psychiatry . 
Louis J. KARNOSH, M.D., SC.D., with the collaboration 
of Epwarp M. ZUCKER, M.D. London: H. Kimpton. 
1945. Pp. 302. 25s. é a nn 
WELL illustrated and easy to follow, this textbook 
gives an unadventurous’ well-informed account of 
psychiatric practice. Its authors have written it with an 
eye to the peculiar needs of the general practitioner: 
and have supposed, perhaps rightly, that he does not 
want to be warned where psychiatrists are uncertain 
about their assumptions or told what intricacies cause 
them to differ about such matters as psycho-analysis. 
Some of the defects of this approach can be seen in the 
section on psychoneuroses, which would probably be 


- more often consulted by a general practitioner than any 


other part of the book, yet fails to tell him as much as 
he would like to know about the management of hypo- 
chondriacal and other common but obstinate problems. 


X-Rays and Radium in Diseases of the Skin (4th ed. 


London: H. Kimpton. 1946. Pp. 668. 50s.).—The new edition ` 


of this- popular textbook by Dr. G: M. MacKee, Dr. A. C. 
Cipollaro, and Dr. Hamilton Montgomery shows several 
changes. Much of the material contributed to previous 
editions has been retained, but the section on physics has 
been reduced by about a third. This is wise, since all neceg- 
sary information can be found in any standard textbook on 


radiation-physics. The autbors note that careful assessment 
of the long-term results of radiotherapy is showing its 
limitations. Some cutaneous diseases of chronic inflammatory 


type should only be treated by radiation if other methods fail ;- 


even then, treatment will be successful only in a proportion 
of cases. The trend in treatment is towards lower dosage. 


‘Where suberythema doses used to be prescribed it is now 


usual to specify 75r or even less. The chapter on tinea capitis 
has been improved by the inclusion of.a number of diagrams 
illustrating thé Kienb6éck-Adamson technique for depilating the 
whole scalp, and some good new photographs have been added. 


They deal 
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Brain and Mind 


Trs year there have been three publications of 
importance to those interested in the perennial 
problem -of the relationship of the brain and the 
mind. Prof. E. D. ADRIAN has delivered the Hughlings 
Jackson lecture! and the Waynflete lectures?; and, 
_ to coincide with the 17th International Congress of 
Physiology, the Physiological Society has republished 
Sir CHARLES SHERRINGTON’sS classical work The 
Integrative Action of the Nervous Sytem, with a new 
foreword by the author. 

The Waynflete lectures on the physical background 


of perception give an up-to-date account. of the. 
-physiological processes underlying the conduction 


of ‘sensory .nerve-impulses from sense-organs to 
cerebral cortex and their reception there, as these 
functions have been illuminated by modern methods 
of recording minute changes of electrical potential. 
All nerve-impulses in sensory nerves are found to be 
of a fairly simple kind, and there is no substantial 
difference between those excited by touch, for example, 
and. those concerned with hearing and vision. “ The 
mental result must differ because a different part of 
the brain receives the message and not because the 
message has a different form.” The function of the 
cerebral cortex seems to be to recognise patterns, 
both temporal and spatial, presented to the various 
senses. “We can recognise a tune,” ADRIAN says, 
“ whether its pitch is high or low, and we can recognise 
a triangle or a letter whatever its size and whatever 
the position of the image on the retina. Now this 
must mean that there is no need for particular sensory 
- endings or particular pathways to the cortex to be 
excited ; for the recognition of the pattern all that 
seems to matter is that the excited regions should 
have certain general relations to one another.” The 
power to recognise such relations, which correspond 
in consciousness to quite abstract ideas, is not a 
prerogative of the human mind: a rat can be trained 
to recognise and respond to triangularity. ‘‘ The 
rat seems able to differentiate the figure, so that the 
three angles are the only feature of it that matters 
and the absolute size and the position in the retina 
do not.” This seems to imply that all the physio- 
logical disturbances excited in the cerebral cortex by 
triangles, whatever their size and position, possess 
something in common which is somehow selected for 
attention and reaction. At present it is difficult to 
- conceive of the nature of a neural process which 
underlies the recognition of relationships abstracted 
‘from the.things that are related and independently 
of any stable position of the excited neurones in 
the cerebral cortex. 

It is equally difficult to imagine the neural basis of 
memory. LasHLEy’s experiments with rats, quoted 
by ADRIAN, have made this seem more mysterious 
than ever. “ Lashley has investigated the learning 
and retention of various habits in the rat and finds 


1. Adri RH. D. Drain, 1947, 70, 1. 
2. The Bh vical Background of "Perception. 
University bee, 1947. Pp. 95. 108. 
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. motor activity also. Thus, ADRIAN notes, “ 


consciousness ? 


‘tion of experience. 
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that, as far as simple associations are concerned, at 
least half the cerebral cortex can be destroyed without 
effect, and that half may be in any part of the cortex 

. we are forced to conclude that no one part is 


essential. And yet some part is essential, for the rat . 


cannot solve anything if the whole cortex is destroyed.” 
The solution, as Lasuury has suggested, might be 
that the memory traces are everywhere, the whole 


-cortex being a series of resonating mechanisms. 


ADRIAN, as a physiologist, is reluctant to accept the 
alternative—“ that memories are not stored any- 
where ’’—but this hypothesis may need to be con- 
sidered seriously. When we look for the site of storage 
of “memory traces ” we are making the assumption 
that these are states of neurones and therefore to be 
found somewhere in the brain. They might, however, 
be psychical, and therefore not in the -brain at all. 
Many years ago BERGSON in Matter and Memory put 
forward the'view that the function of the cerebral 
cortex is to evoke and direct towards reality a memory 
“ absolutely independent of matter.” 

It is not only on the afferent side that the nervous 
system is concerned with patterns: these appear in 
we may 
learn a skilled movement by employing certain 
muscles and therefore certain groups of nerve-cells 
in the motor area of the brain, but when we -have 
learnt it we can carry out the movement with an 
entirely different set of muscles and nerve-cells— 
we can write our nanie with a pencil held between the 
toes when we have learpt to do it with the fingers.” 
These motor patterns assume a purposive character. 


If the frontal area is stimulated electrically the 


nervous system behaves as though its object were to 
turn the gaze to the oppositerside, for “if the head is 
free the eyes remain central in their orbits and the 


head turns. If the head is fixed the eyes turn instead.” 1- 


Thus we are introduced to a nervous system which 
is much more plastic than used to be supposed. It 
is capable of representing sensory patterns and putting 
into action motor patterns which are largely inde- 


-pendent of particular groups of neurones, and indeed 


“it is possible,” ADRIAN says, ‘‘ that besides these 
relatively insulated, well-organised pathways, the 
more diffuse connections of the higher levels may 


‘depend to some extent on the electrical fields which 


are generated by active areas.’ 

But to return to the psyche—surely that pale 
ghost was laid once and for all by the 19th-century 
materialists ! How many psychiatrists, even, would 
claim more for it than that it is a convenient term 
to describe those neural functions that give rise to 
Nevertheless the bland dismissal of 
mind as a mere epiphenomenon of neural function was 
made at a time when almost nothing was known of 
the finer details of the activity of the nervous system. 
How significant it is, therefore, that the pioneer of 
such knowledge should now regard the psyche as 
necessary on scientific grounds for a complete explana- 
“ Integration,” writes SHER- 
RINGTON, in his new foreword,’ “‘ has been traced at 
work in two great, and in some respects counterpart, 
systems of the organism. The physicochemical (or 
for short physical) produced a unified machine from 


what without it would be merely a collocation of 


3. Integrative Action of the Nervous pyres: London ; Cambridge 


University Press. 1947. Pp. 433. 25s 
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commensal organs. The psychical creates from 
psychical data a percipient, thinking and endeavouring 
mental individual . . . not that the physical is ever 
anything but physical, or the psychical anything but 
- psychical. ... In the sequence of events (in the nervous 
system) a step is reached where a physical situation 
in the brain leads to a psychical, which however 
contains no hint of the brain or any other bodily 
part.” Brain and mind are integrated together— 
“the last and final integration.” As SHERRINGTON 
points out, “the discussion .of this liaison between 
two incommensurable factors ’’ can be avoided either 
by an idealism that makes everything psychical or 
by a materialistic monism that reduces body and mind 
alike to energy. He, however, remains a dualist, and 
concludes: ‘“‘ That our being should consist of two 
fundamental elements offers I suppose no greater 
inherent improbability than that it should rest on 
one only.” . 

Thus neurophysiology, pressed far enough, ands in 
a philosophy not unlike that to which modern physics 
seems to be tending. As Martin JOHNSON shows in 
a recent book,‘ the old matter of the. materialist 
philosophers disappeared long ago. It has 
replaced by “ structures ” represented by equations. 
It may be possible and indeed necessary to study a 
physical structure without any knowledge of what 
composes it. Two mutually incompatible structures 
—a wave and a particle—may characterise the same 
“ thing ”- because there exists no “ thing” beyond 
the structures. Causation in its old familiar sense 
seems also to be disappearing, and JOHNSON at least 
makes‘no claim that the conceptions of physics are 
applicable to the phenomena peculiar to life and mind. 
Biology and psychology will need their own concepts 
and are free to make them. We have crossed an 
-ocean and see before us the dim coasts of a new world 
of thought. 

Anemia in Childhood 

THE advances in technique and classification that 
have clarified our ideas on the causes and treatment of 
anemia in adult life have only slowly been applied 
to anemia in childhood. The sections on anemia 
in pediatric textbooks are often patchy, and mixed 
syndromes, like Von Jaksch’s anemia, are still 
described. The lability of the blood-picture in young 
children, the wide range of variation, and the paucity 
of information about normal ranges have all played 
their part in this delay; bone-marrow puncture—a 
keystone of. modern hematological diagnosis—has 
only recently been applied in children’s diseases, and 
here again much has yet to be learnt about normal 
variation.» There are, however, signs that the anzemias 
of childhood are at last being more rationally classified. 

The progress made is well summarised in a sym- 
posium held at San Francisco last year and lately 
published. ZUELZER, dealing with pathogenesis, 
points out that the features of childhood anæmias 
are conditioned by the peculiarities of rapid growth, 
lack of nutritional reserves, and susceptibility to 
infection that characterises this’ period of life, and 
that there are no special anzmia-producing mech- 


4. Science and the Meanings of Truth. London: Faber & Faber. 
Pp. 179. .128.6d. 1946. 

5. Lancet, 1947, i, De 

6. Zuelzer, W. W. d. Ass. 1947, 134, 998; 
AA 1002; Snit C. H, Tbid, p. 992; Ponchor, H 
p 


Baty; J.M. 


been: 


erythropoiesis is reduced ; 


anisms. Thus an iron-deficiency anzmia is common in 
children because hemoglobin must be found not only 
to replace physiological losses but also to keep ‘up 
the level in a rapidly expanding blood-volume, 
whereas in the adult production balances destruction 
and the blood-volume:is practically stationary. The 
physiological anemia of infancy has two causal 
factors. First, erythropoiesis is stimulated by 
anoxzmia, so, when the change takes place from 
placental to pulmonary oxygenation of the blood 
and the oxygen tension in -the tissues increases, 
secondly, the blood- 
volume at the same time begins to expand rapidly 
and more red cells than ever are needed. It is in the 
latent period, while erythropoiesis is readjusting itself, 
that the anzmia occurs, and it is naturally more 
severe in the premature infant. Such an anemia will 
not respond to iron since it is the number, rather than 
the hemoglobin content, of the eyes that 
is inadequate. Adjustment i is effected by the anzemia 
itself lowering the oxygenation of the marrow and 
so stimulating erythropoiesis. 

The child, like the adult, needs iron and the liver . 
factor (erythrocyte-maturing factor) .for ‘proper 


. erythropoiesis. The full-term child has acquired from its 


. G. Ibid, — 


mother a store of iron sufficient to last until it can 
obtain iron from the diet, and this store is particularly 
important since milk is poor in iron. The premature 
infant soon exhausts its store and becomes anzemic ; 

the same thing happens—as MacKay ? pointed out— 
in the full-term child of a woman who.has had iron- 
deficiency anzmia during pregnancy.. Infection, 
however, is the major cause of such anemia. Infection 
interferes with the absorption of iron by causing - 
anorexia, vomiting, and diarrhoea ; recent work with 
radio-iron shows that infection also causes ingested 
iron, including iron given therapeutically, to be held 
in the liver and elsewhere and only partially released 


for utilisation in the marrow,® and this latter is 


probably the more important effect. Insufficiency 
of the liver factor is much less common; true 
pernicious anæmia does not occur in infancy,’ but 
temporary deficiencies leading to a megaloblastic 
marrow occur in some patients with cceliac disease 
and in a syndrome recently described by ZUELZER 
and OcpDEN.!® Infection, deficient diet, prematurity, 
and combinations of these were held responsible for 
90% of 514 cases of anemia in children—i.6., with 
less than 4,000,000 red cells per c.mm. and 70% 
(10 g. per 100 ml.) hemoglobin—seen by Bary ® 
at the Boston Floating Hospital. The causes of the 
remaining 10% are those familiar in adult anemia 
—hemolysis, hemorrhage, primary and. secondary 


hypoplasia of the marrow, leukemias, congenital 
abnormalities like hsemolytic icterus, sickle-cell 
anemia, and Mediterranean anemia. There are 


some diseases peculiar to this age-group; such are 
the anzmia of erythroblastic disease due to Rh incom- 
patibility, and a curious hypoplasia of the erythro- 
blastic marrow without involvement of leucocytes or 
platelets which seems to be congenital, affects infants, 


7. . Mackay, H.M.M. Spec. Rep. s Scr. med. Res. Coun., Lond. no. , 157, 


8. Cartwright, G. E., Lauritsen,M. A., Humphreys, S. R., Jones, P. J., 
Merril, I. M., Wintrobe, M. M. J. clin. Invest. 1946, 25 65; 
Greenberg, G. R. Ashenbrucker, H., Lauritsen, M. A., W orth W., 
Humphreys, S. R., Wintrobe, M. M. Ibid, 1947, 26, 121. 

9. Lancet, 1946, ii, 461. 

10. Zuelzer, W. W., Ogden, F. N. Amer. J. Dis. Child, 1946, 72, 
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and has been named. chronic hypoplastic anzmia by | 
True aplastic anzsmia 


BuACKFAN and D1amonp." 
involving all the elements of the bone-marrow is more 
common in older children. Leukæmias in childhood 
are usually acute, and since they are often aleukæmic, 
.. they will be missed if bone-marrow biopsy is not done. 
Baty gives a confident list, but anyone with practical 
- experience will admit that there are still many children 
- With apparently primary anzemias that do not fit into 
any known scheme, and much more work with 
modern techniques needs to be done before these 
anomalous cases can be adequately classified and 
treated. A good idea of the size of the anzmia problem 
"is given by the fact that Baty’s cases made up 34% 
of all admissions. In the U.S.A. infection is thought 
to. be the main cause; in present-day Britain, on the 


other hand, opinion might well favour malnutri- 


_ tion, since the child’s rations are sometimes only just 
adequate and many mothers are anæmic. 

In discussing diagnosis, SMITH ê describes techniques 
for estimating” red-cell volume’ and erythrocyte 
fragility by using finger blood ; he gives useful tables 
of normal ranges including one for sternal bone- 
marrow, but here he does not make clear the important 


lymphocytosis that occurs. between one and three- 


years of age. Smira would like to see more use made 
of. radiography of the bones with observation of the 
` changes in the marrow spaces, and he emphasises the 
value of watching the response to a properly planned 
course of treatment. with iron and then liver or folic 
acid—in that order, never together. PONCHER ê 
describes the treatment in detail, stressing the impor- 
tance of preliminary diagnosis. He reviews the 
evidence for the addition of copper to iron in the 
- treatment of iron-deficiency, and he concludes that a 


_ few patients who do not respond to iron alone will 


benefit from the addition of 1 ml. of 0:5% copper 
sulphate solution per kg. body-weight daily. The 
question of, accessory metals in iron treatment has 
_ recently been revived by WINTROBE and co-workers,” 


' who report that the addition of cobalt assisted the 


utilisation of iron in artificial infections. PONCHER 
agrees with ZUELZER that it is useless to expect a 
' response to iron in the presence of infection. He 
thinks that ferrous sulphate is the best compound 
to give. in iron-deficiency, the dosage being gr. 4-6 
(0*26-0-39 g.) daily during the first two years of life, 
gr. 6-8 (0-39-0-52 g.) daily from two to six years, and 
soon. Iron given to children produces a reticulocyte 
response on the 7th to 10th day, and by this and 
the rise in hemoglobin the efficacy of the iron prepara- 
tion can be checked; the case should be reviewed 
if there is no. proper response. The rare patient with 
‘pernicious-type anzmia responds to parenteral liver 
or: to folic acid (5-20 mg. daily). Ascorbic-acid 
deficiency is known to. depress erythropoiesis.** 
Anemia due to this cause has its greatest incidence 
in the first two years of life and should be watched 
_ for; ,it will not respond to iron or liver but requires 
- ascorbic acid in adequate doses of 100 mg. or so daily. 
For other anemias treatment follows the usual lines. 


PONOHER advises splenectomy for congenital hzemo- 


lytic icterus even in early childhood, and CONRAD 


11. Biapkfan, K. D., Diamond, L. K. Atlas of the Blood in Children. 
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12. Wintrobe, M. M., Grinstein, M., Dubash, J. J., Humphreys, S. R., 
Ashenbruckér, H., Worth, W. Blood, 1947, 2, 323. 
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and Sommar 1*4 have reported a successful splenectomy 

in a child. aged ten weeks, the diagnosis having been 

made at the age of seventeen days. kA 
All the speakers in this symposium join in execrating ~ 


the “.blunderbuss ” remedy for anæmia—the “ com- 


pound ”. pill, elixir, or capsule containing iron, liver, 
vitamins, folic acid nowadays; and much else besides, 


usually in ineffective doses. As PONCHER: puts it: 
“ preparations of this type increase the cost.of medical 


. care and minimise the careful evaluation of the cause 


of the anæmia which is so important to well-conceived 
and intelligent treatment.” But if doctors did not use | 
these proprietary blunderbusses, pharmaceutical firms ` 
would cease to make them. In their management: of 
anemic patients doctors are too readily influenced 
by advertising literature and uncontrolled “ favour- 
able clinical reports’; it should be borne in mind 


that liver or folic acid is rarely needed in the treatment 


of anæmia in childhood, and that, though iron and 
ascorbic acid are a valuable combination, other - 


‘mixtures should be used only when there are specific 
indications. = a 7 


Annotations 


CONVALESCENT HOMES - 


THE Institute of Almoners have done a useful piece 
of work in surveying and reporting on convalescent- 


homes in England and Wales.15 Our convalescent accom- 


modation has long been an unknown quantity, and 


though the almoners do not provide the detailed list of 


homes which would be welcome they give tables of the 
numbers of homes to bé found in various areas of the 
country and show the general distribution on a map. 
In all, there are some 318. homes, with 14,190 beds. 
A convalescent home is defined as one which admits 
patients who have passed the acute stage of their illness 
but still require some medical and nursing supervision 
during the later stages of their recovery. Nowadays 
there are good grounds for regarding convalescence as 
a period of active reablement, but few of the existing 
homes are equipped or staffed for this purpose. Only 
5 of the homes visited had the services of an occupational 
therapist, and though education was usually provided in 
the long-stay homes for children, it was not universal. 
Only 52% of the homes had libraries, and the quality 
of the books was not always good. Breakfast in bed was 
the rule in only 6 homes, though the staff of almost 
half of those visited were willing to give breakfast in 
bed when required. The time of rising was usually 
between 7.30 and 8 A.M., but in one Roman Catholic 
home the children rose at 6.30 A.M., and in another 
children’s home in the Midlands at 6 a.m. Less than half 
the homes had a compulsory-rest rule in the afternoons, 
though the rule was observed in most of those for chil- 
dren. In 10 homes patients were not allowed to rest on 
their beds or go to their rooms during the day. Diet 
was often a cause of complaint; in several homes the 
last meal of the day was early, and not followed by a 
hot drink at bed-time. Most homes admit patients for 
a fortnight, but will extend the period ‘if necessary ; 
in 20 the period was firmly limited to two weeks. : 
The shortage of homes is such that waiting-lists are 
very long, and patients wait for places for periods varyin 
from three weeks to over three months in summer; in 
winter or bad weather the delay is less. Homes for 
mothers with babies and for adolescent boys are par- 
ticularly scarce, and so are homes taking more serious 
14, Conrad, E., Schmidt, R. mer. J. Dis. Child. 1946, 72, 731. 
avistock 


dt E. A 
15. Report issued by ‘the institute, whose office is at T 
House (North), Tavistock Square, London, W:0O.1. 
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cases such as cardiac and gastric conditions and patients 
with tuberculosis. Most homes refuse cases needing 
bed-treatment or nursing attention at night. The 
almoners note that this leads to wastage of nurses, for 
some homes with several nurses on the staff make this 
condition. Some homes have a bare institutional look ; 
others provide long minatory lists of rules which take 
‘no account of the real welfare of the patient. 

The almoners note that there is a need for more 
convalescent homes, particularly in north-east England. 


The classes most poorly catered for are mothers with. 


babies, children, adolescent boys, patients with severe 
heart trouble, asthma, pulmonary tuberculosis and other 
chest complaints, fits, or skin diseases, and those needing 


more complicated treatment, dressings, or special diet.. 


Holiday and rest-break homes are also needed. Many 
homes could be brought up to modern standards if altered 
and adapted, and furnished more cheerfully. A friendly 
reception, the almoners say, is highly important; and 
patients should be encouraged to breakfast and rest in 
bed, especially during the first week. Hours of rising 
should be later, and there should be plenty of resting- 
places, in and out of doors. The length of stay should be 
determined only by the patient’s needs ; expert advice 
should be sought on diet ; and occupation and recreation, 
as well as other methods of reablement, should be 
extended. Finally they suggest that there should be a 
central advice service to codrdinate the work of all 
convalescent homes, to set up standards, and to give 
information about organisation and staffing. 

Since the moment is not too propitious for extending 
‘services, it might be useful to consider how our existing 
convalescent homes could be used to the best advantage ; 
and since ‘* convalescence ” three months after the illness 
is rather unsatisfactory, it might be well to decide what 
types of patient should have first claim on available 
' beds. Children who would otherwise return directly to 
slum areas should surely be among the first considered, 
and so should mothers of families who would otherwise 
go straight back to domestic chores. Young people in 
the growing years, old people living alone, and patients 
with pulmonary tuberculosis all seem to deserve some 
preference. If these needy cases were served first it is 
possible that they could also be served at once. ` 


MINISTRY OF HEALTH STATEMENT ON 
STREPTOMYCIN 


THE Ministry of Health announce that the preliminary 
results of the streptomycin trials organised: by the Medical 
Research Council have proved sufficiently encouraging 
to justify the view that, as supplies of the drug permit, 
patients suffering from tuberculous meningitis or miliary 
tuberculosis should be given the opportunity of receiving 
treatment with the drug. 

Streptomycin is the best drug at present available for 
the treatment of these conditions, but it prolongs life 
and relieves symptoms in only a proportion of cases, and 
it is too early to say whether it ever produces a permanent 
cure. . 

The production of streptomycin in. this country is 
still very limited ; but additional supplies obtained from 
the United States have made it possible to allocate some 
each month to certain medical schools for use in teaching 
or associated hospitals. Supplies are available at the 
moment in the United Kingdom for about 150 beds. 
The cost of the streptomycin is still very high, and 
for the time being the drug will be distributed by the 
Government to the medical schools free of charge. 

In view of the limited experience of treatment with 
streptomycin in other conditions, the medical schools 
have been asked for the present to restrict treatment 
with the drug to cases of tuberculous meningitis and 
miliary tuberculosis. It is not recommended for chronic 
pulmonary tuberculosis. 
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- Tuberculous meningitis and miliary tuberculosis will 
be treated with streptomycin at the following hospitals : 
ENGLAND 


_ Liverpool. —Alder Hey Children’s Hospital (6 children’s 8 
beds) and Royal Southern Hospital, Fazakerley (3 adult beds). 


Sheffield.—Children’s Hospital, Western Bank, Sheffield, 10. 


Newcastie—Royal Victoria Infirmary. 

Bristol_—Bristol General Hospital, Bristol, 1. 

Manchester.—Royal Infirmary 

Birmingham.—Children’s “Hospital, Ladywood Road, 
Birmingham, 16. 

Leeds.—General Infirmary and St. James’s Hospital. 

London.—The Middlesex Hospital, W.1, St. Bartholomew’s 
Hospital, E.C.1, The London Hospital, E.l, St. Mary’s 
Hospital, W.2, ‘St: Thomas’s Hospital, S.E. 1, and Guy’s 
Hospital, S.E. 1. 

WALES | 


Cardiff.—Isolation Hospital. 


: ‘NORTHERN IRELAND 
"Belfast. —Whiteabbey Sanatorium, 
Purdysburn Fever Hospital, Purdysburn. 
Similar arrangements are being made in Scotland and 
details will be announced ‘shortly. 


Practitioners who have a case of ERNS tuberculous 
meningitis or miliary tuberculosis should get in touch 
direct with the nearest convenient hospital on this list, 
or (in the case of hospitals in the London area) with the 
Emergency Bed Service (telephone Monarch 8515). 

This scheme does not irany way affect the arrange- 
ments already made by the Medical Research Council 


Whiteabbey, and 


for the treatment in certain hospitals of cases of meningitis 
_ due to Haemophilus influenze. 


NATIONAL HEALTH SERVICE FOR NORTHERN 
7 IRELAND 


Northern Ireland, in its turn, is now to create a 
national health service, and the Bill has just been pub- 
lished. In the main, the provisions follow the pattern 
already familiar in the English and Scottish Acts. But 


the size and population of the six counties is no greater 


than that of some of the separate regions into which 
England has been divided for hospital planning and 
administration, and this has permitted simplification 
of the administrative structure. Thus instead of a 
number of regional hospital boards there will be a single 
Hospitals Authority, placed in charge of all exis 


hospitals, and entrusted with providing (by fresh building — | 


or by reorganisation) a full service. Much like the regional 
boards in England, this authority will be constituted 
by the minister after consultation with the. university, 
the medical profession, the local authorities, and the 
hospitals both voluntary and rate-aided. Again, instead 
of separate local executive councils in most health- 
authority areas, Northern Ireland is. to have a single 
General Health Services Board, half professional (medical, 
dental, and pharmaceutical) and half lay. Asin England 
and Scotland, there will also be local medical, dental, and 
pharmaceutical committees in each health- authority area. 
So far the scheme follows the earlier models. closely. 
But the official document circulated in explanation of the 
Bill contains indications that some of the amendments 
vainly sought in London have been conceded in Belfast. 
For instance, there is no mention of a basic salary for the 
general practitioner ; ‘‘ every doctor will be paid accord- 
ing to the number of persons—men, women, and children 
—who have chosen him as their family doctor.” Also 
in so far as inquiries are concerned into “ allegations that 
any person providing professional services. is inefficient 
or unsuitable ”—a final appeal lies to the High Court. 
The General Health Services Board will be the employ- 
ing authority for general practitioners and will-also be 
responsible for planning and building health centres 
(a responsibility which in England is placed upon the 
local health authority). The pathological, bacterio- 
logical, and blood-transfusion services are made the 
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responsibility of the " Hospitals Authority, while the 
tuberculosis -service remains “to` be administered 
separately but in codrdination with the general services ” 


by the Northern Ireland Tuberculosis Authority | 


established - last year. This leaves less to be done by 
the local health authorities, and in practice their scope 
_seems to be limited to providing maternity, child-welfare, 
and home-help services, and to the local administration 
of sanitary inspection and epidemiological control. 
The official explanation of,the Bill states the conditions 


for the use of private rooms in hospitals more clearly. 


than these have yet been defined in England. 
specifically : 

“ Hospital schemes may provide that apart from his 
medival condition any patient. in hospital may, by making 
a special payment, be accommodated in a single ward or other 
small room, and that by making a payment calculated to 
cover the whole cost of his maintenance and treatment and 
by. agreeing to pay the fees of his doctor, a person may be 
admitted to a private ward as a private patient of the doctor 
concerned.” | 

-On the whole. the Bill-as presented appears to offer a 
practicable adaptation of the earlier schemes to Northern 
- Ireland’s needs, and seems also to have made most of the 
concessions asked by the doctors here—with the single 


It says 


important. exception that it retains the prohibition of 


sale of practice goodwill. 


THORACO ABDOMINAL APPROACH FOR . 
| GASTRECTOMY j 
THe limitations of the abdominal approach to tumours 
of the cardiac end of the stomach, particularly those 
which have involved the lower cesophagus, have long 
been evident. Many early tumours have been left 
unresected' because of the difficulties of operating by 


this route, and many patients in whom tumours of this- 


region . have ‘been resected have died because of the 
difficulties of making a good csophageal anastomosis 
from: the abdomen. Posterolateral thoracotomy with 


transphrenic exposure of the upper part of the stomach 


has overcome the difficulties of esophageal exposure and 
anastomosis, but this route has two defects—the difficulty 
of adequate dissection near the pylorus and closure of the 
duodenum in eases requiring total gastrectomy;.and the 
inconvenient angle at which the stomach is encountered 
when working from above downwards. 

The thoraco-abdominal approach reduces these diffi- 
culties to some extent. In this modification the incision 


through the bed of the eighth or ninth rib, or through 


an intercostal space, is -continued across the costal 
- Margin into the abdominal wall for a varying .distance. 
This procedure is made somewhat awkward by the 
customary position of the patient during a postero- 
lateral approach—that is, lying on the side with a 
forward or ventral tilt. The abdominothoracic approach 
was first successfully used for total gastrectomy and for 
excision of the cardiac end of the stomach by Ohsawa 1 
who recorded his cases in 1933. He made a formal 
upper paramedian incision, and from near its upper 
end extended the incision into the seventh intercostal 
space. Subsequent workers who tried this incision with 


the patient supine found that the cesophagus was still 


. at great depth and its adequate visualisation was some- 
what hampered, by the interposition of heart and peri- 


cardium. Garlock? urges that if one is to obtain the 


maximum help from the abdominothoracic approach 
the patient must be made to lie on the right side with a 
backward or dorsal tilt of 15°, 
position by a strap round the hips. He recommends 
a short left lateral rectus incision, just large enough to 
admit a hand for preliminary exploration of the abdomen, 
and; if no contra-indication is found, the upper limit of 
the = is ee into the = intercostal 


7 Arch. jap. Chir. 1933, 10, 
3 Garlock, J. H. Surg. Gynec. Obstet, 1948, Ss, 737. 


gafe. 


and be fixed in this. 


space as far back as the posterior axillary line. 
wound is widely spread open and the diaphragm | divided 
down to the cesophageal hiatus. 

At the Oxford meeting of the Association of Surgeons 
early in July, the treatment of carcinoma of the lower 
cesophagus and cardiac end of the stomach was discussed, 
and P. R. Alison favoured the thoraco- abdominal | 
approach while N. C. Tanner. preferred the abdomino- 
thoracic route. Tanner advised a- preliminary trans- 
verse epigastric incision from mid-line to the tip of the 
ninth costal cartilage rather than the lateral rectus 
incision recommended by Garlock; he had found that 


the exposure was sufficient to dissect the subpyloric 


glands and close the duodenum with ease. This approach 
gives an excellent “en face” view of the stomach 
and allows the surgeon to get near enough to the oso: 
phagus to make csophageal suturing comfortable and 
Tanner thought it the best of all approaches to the 
spleen, pancreatic body and tail, and left gastric pedicle. 
and he said it gives excellent access for the jejunal 
mobilisation required ‘in the construction of a Roux 
loop. Since the abdominothoracic route does not bring 
the operator quite so close to the cesophagus as the 
posterolateral thoracotomy, the latter incision is still 
to be preferred for the extirpation of primary carcino- 
mata of the lower esophagus which are above the level 
of the cardia. In such resections the final anatomosis 
can rarely be much below the level of the aortic arch, _ 
and furthermore dissection of the pyloric end of the 

stomach is unnecessary because only minor gastric 
resections are usually required. For the far more 
numerous cases of primary gastric carcinoma which are 
less than 4 cm. from the cardia, or which invade. the 
cesophagus, the abdominothoracic approach is the best. 


THE ADMINISTRATIVE INTERNSHIP IN THE 
l ~ HOSPITAL 


A “ manual and guide ” on this subject has been issued 
by the Joint Commission on Education, Chicago. It 
represents an attempt to survey the present position of 
training in hospital administration in the United States. 
For the English reader too much is taken for granted, 
and the text is difficult to elucidate. For example, it is 
stated in the introduction that “ the educational pro- 
grammes that have been established are not identical 
in character, yet they have many common characteristics. 
Each requires a year of residénce study followed by a year 
of supervised internship in a hospital. All but one require 
graduate standing for entrance.” . It is no doubt clear 
to American readers what is meant by residence study, 
for the manual deals exhaustively with training during 
the year of internship, but gives no indication of the 
curriculum during the previous year, or even of. the 
place of residence. From comments on p. 2 it might 
be deduced that the preliminary year was spent. in 
hospital, but the phrase. ‘‘ not infrequently he has been 
enrolled with advanced students of business methods " 
makes this deduction suspect. 

When he arrives at the hospital for his intern year 
the student is expected to participate in the work of all 
departments. However, as regards the obstetrical depart- 
ment and the work of the visiting and resident staff, 
“ only: observational assignments are recommended.” - 

At the end of his intern year the student is not required 
to pass any examination; and presumably he has already 
received his diploma or other qualification. His worth - 
is assessed by the chief executive of the hospital on the 
basis of the progress he has made during the year, and if 
this is satisfactory he is no doubt qualified and inde- 
pendent. It is interesting to note the present trend. of 
thought in the United States on training in hospital 


administration. A similar development is likely in this 


country, and it is important that we should know where 
‘we are going. ee 


The |. 
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SCIENCE AND THE CRISIS 


FUNDAMENTAL research or ,operational research—on 
which should our emphasis now be laid? ‘This was the 
big question that came out of the British Association’s 
meeting just concluded at Dundee. 

Sir Henry Dale, o.mM., in his presidential address, 
began by speaking of the astonishing achievements of 
science under the stimuli of war—the rapid development 
of radiolocation, the headlong progress of aeronautics, 
the utilisation of penicillin, the discovery of ‘ Paludrine,’ 
and the solution of problems arising from exposure of 
human beings to unnatural stress. These achievements 
came of intensive cooperative effort, and science must 


profit by its new experience of planning and organising 


to attain a particular objective. But there are other 
lessons of the war which Sir Henry thinks it at least equally 
important to discard: he sees a danger to science in 
a tendency to transfer, too easily and completely, to the 
activies of peace, the attitude to research and the tradi- 
tions of its conduct that were acquired during those 
six years when most scientists in this country had to 
devote nearly the whole of their thoughts and efforts to 
practical problems presented to them for quick solution. 
“ Does anyone doubt,” he asked, “ that to enable science 
now to render its best service to mankind, we need to 
take a long-range view and to give our first care to the 
, extension of fundamental knowledge, unconstrained by 
aim at any practical objective ?”’ Admittedly there are 
plenty of examples of practical research—conducted 
under conditions which left full freedom to follow side 
issues—opening the way to great fundamental advances. 
But to concentrate almost the whole of a rapidly growing 
scientific effort on practical applications and develop- 
ments, as happened during the war, would correspond 


to reckless cropping of land without care to nourish the- 


soil. He- is not afraid that fundamental research will 
fail to win material support: ‘‘ my fear is rather that 
we scientists ourselves may find it difficult-to shake off 
quickly the spendthrift habit in research, the policy of 
trading for quick returns.” 

The other school of thought represented at Dundee 
argued that the need for operational research is today 
as great as in the war: it sees immediate mobilisation 
of scientific talent as the best—and probably the only— 
means of getting Britain out of her difficulties. 

“ The present situation,” said Prof. J. D. Bernal, F.R.S., 

“ requires just that combined effort that was so effective 

in war. We can be certain that during the next few months 


and years we shall find ourselves confronted with a series - 
of very uneven changes. We shall not follow the course of - 


normal development. We must have a new technique, 

and operational research is just the instrument for the 

purpose. If we do not use it we shall not only cease to be an 
' important Power—we shali starve.” 


In an interview with the Manchester Guardian (Sept. 1) 
Professor Bernal spoke of large numbers of scientists as 
at present. largely idle or working at cross-purposes 
or against one another; he estimated that the key 
industries could get as many as 20,000 who are 
redundant or reduplicating each bdther’s efforts, and 
another 20,000 who.are at present superfluous, besides 
many from the military research departments. ‘‘ We 
have the men and the technique. All we want is their 
use at all. levels.” The most. hopeful line for quick 
results lies, he thinks, not so much in increasing pro- 
duction as in preventing waste: our whole system is 
shot through with unconscious waste. : In a statement 
on Science and the Economic Crisis,! the Association 
` of Scientific Workers, of which Professor Bernal is 
president, points out that if the average efficiency 
of the utilisation of coal were raised from 20% to 25% 
we should save ‘the equivalent of 50 million tons 


1. Copies obtainable from the assocjation at 15, Half Moon Street, , 


London, W.I, 


annually. By far the best way to produce ‘more food. 


and goods from less imports is to introduce more 
economical methods of production. The war provided 
many examples of great difficulties overcome in- weeks 
or months, which without science would nave: taken 
years. Today 


“ short-period intensive research can make BERR . 


the use of substitute processes and materials to replace 
costly and scarce imports. A study of waste products 
in various industries, including waste heat, could lead to 
great economies in the use of materials. The develop- 
ment of systematic plans to attain a technical level in 
industry based on the best existing practice would briag 


quick and cumulative results. Scientific study of industrial . 


organisation could improve efficiency output.” 


A scientific and technical effort on a scale many times 
that of the present is in the association’s opimon by no 
means impracticable. 
“ Without calling on the universities for more than 
advisory services and limited pieces of background research 
we have an immense fund of men and equipment in mili 


research and in industry whose work, at least for the time 


being, could be turned over to immediate production 
problems. We are spending £60 million a year on war 
research, more than four times what is spent on Govern- 
ment civil research. Whether this assessment of priorities 
could be justified in any circumstances may be argued, but 
it is impossible to justify it when the safety of the coun try 
depends on the rehabilitation of our industrial economy, 


After describing the organisation it thinks necessary 
to attain these ends, the Association of Scientific Workers 
pleads for early decisions and action. ‘‘ The production 
of goods two or three years hence depends on research 
done this year.” 


POLIOMYELITIS STATISTICS 
THE present outbreak of poliomyelitis has produced 


a total of 3127 cases in thirteen weeks, and, though the. 


figures we quote on another page suggest that the corner 
has been turned, before it has spent itself the case-rate 
may well approach the 19 per 100,000 population recorded 
in the United States in 1946, when over 25,000 cases 
were notified ! However, there were times when notifica- 
tions in New York reached 1000 per week; whereas in 
London the figure has only slightly passed the 100 mark. 
The fatality-rate here is not yet known, but in July it 
probably was of the order of 70 per 1000 notified cases. 
In the U.S.A. the fatality-rate fell steadily in the years 
1943-46, all of which were years of relatively high 
prevalence, and it seems likely that much of the apparent 
rise in prevalence there resulted from more complete 


reporting’ and the inclusion of a greater proportion of 


non-paralytic cases. Certainly the focusing of attention 
on the disease has stimulated notification in this country, 
and analysis may show that there has been a steadily 
rising ratio of non-paralytic to paralytic cases among 
those notified. Differentiation between paralytic and 
non-paralytic cases would be possible if the notification 
form was made more explicit—a measure which may 
deserve consideration. In the few States of the U.S.A. 
which could supply this information, the percentage 
of non-paralytic cases notified in 1946 varied from 1-8 
to 77; the highest percentages were reported in towns 
in epidemic areas, as would be expected, and it may well 
be that two-thirds or more of.our present notified cases 
are non- paralytic. 


THE INDEX and title-page to Vol. 1, 1947, which was 


completed with THE LANCET of June 28, will be published 
. with the issue of Sept. 20. A copy will be sent gratis 


to subscribers on receipt of a postcard addressed to 
the Manager of THE LANCET, 7, Adam Street,- Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive indexes regularly as published 
should do so now. 


1, Dauer, C.O. Publ, Hlth, Rep., Wash, 1947,62, 901, ` 
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- Reconstruction 


. TREATMENT IN PRIVATE WARDS 
_ UNDER THE NATIONAL HEALTH © SERVICE 
FROM A CORRESPONDENT: i 


` Tim Minister of Health has not yet given any clear 
indication of his unten hons about pay-beds. The Act 
empowers him : 


(i) To reserve single rooms and small wards for patients 
' -who undertake to pay part of the cost—-so long as he 
is satisfied that such rooms and wards are not for the 

_ time being needed on medical grounds by other patients. 
(ii) To set. aside special accommodation for patients who 
undertake to pay the whole cost, including overheads. 


But nothing is to prevent ‘accommodation thus set 
aside being used by any patient who urgently needs it . 


on ‘medical grounds, and whose need cannot be met 
otherwise. , 


In connexion with. (ii) the Minister may allow any 
doctor on the hospital staff to arrange for the treatment 
' of his private patients, and regulations may prescribe 
the maximum fees to be asked. 

‘In the debates on the Bill Mr. Bevan justified these 
provisions on the ground that exclusion of paying patients 
from -hospitals would encourage something of a black 
market outside the service. A patient should be free to 
seek professional advice from whom he will; and, since 
inpatiént treatment will often be necessary, it should 
be. made easy for doctors to bring their patients to the 
hospitals, and receive remuneration for their care. 

So far so good. But here agreement ends, and one can 
discern widely different ideas as to terms and conditions. 
Many medical men are assuming that these will remain 
much the same as those prevailing in recent years. 
But in the committee debates on both the English and 
Scottish Bills a good many Voices were raised in protest 
against a continuance of a system whereby those who 
ean afford to do so are permitted to secure the. special 

privileges of privacy and the advantages commonly 
associated with the private wards. Too often, it is urged, 
the poor person whose need of privacy is great is relegated 
to the ordinary wards while the private patient gets 
privileges: to which he has no medical claim. A higher 
standard of catering, a higher ratio of nurses to patients 
even when the hospital is otherwise short of staff—can 
such discrimination have any place under a national 
service whose object it is to serve equally all in need, 
irrespective of means? In the debate on the Scottish 
Bill it was suggested that the charge for privacy should 
be minimal—a figure of 5s. or 10s. a week was mentioned 
—with the. clear implication that all special privileges 
should be eliminated. 
No doubt it would be difficult for the Minister to modify 
drastically the present system. But he will certainly be 
preme to do so. — 


DEVELOPMENT OF PAY¥-BEDS 


Much of the difficulty arises out of the circumstances 
attending the growth of the pay-bed system over the last 
fifty years. ` -` 

The first paying patients’ home was established by 
St. Thomas’s Hospital as long ago as 1881. The intention 
was then to cater for people of small means who could 
not afford to go to a nursing home. As the years have 


passed this primary intention, while always prominent, . 


has ‘been modified by the need to offer the advantages 
of hospital to those with the higher ranges of income 
as well as to those whose income does not much exceed 
the limits set for the ordinary wards. 

In the early ’twenties fears were expressed lest the 
rapid. increase of pay-beds might conflict with the 
charitable basis of the voluntary hospitals, and a com- 
prehensive inquiry was set on foot by the King’s Fund. 


Reporting in 1928, its Pay Beds Committee approved of - 
the provision of hospital facilities for the middle classes 


but emphasised two conditions—namely, that capital 


should be found without drawing on hospital funds, and 


- that the paying patient should meet the full cost of 


maintenance, any surplus to be devoted to the needs of 
the hospital. (The latter recommendation was modified 
in regard to borderline patients, who might be allowed 
to pay less than the full cost, provided that the unit as 
a whole did so.) 

In the circumstances of the time these were excellent 
recommendations, and pay-bed development in the 
voluntary hospitals has largely followed them. But 
twenty years have now passed since the report of the 
Pay Beds Committee, and three main tendencies have 
become noticeable. First, the wholly admirable anxiety 
to safeguard the charitable funds of the voluntary 
hospitals from abuse has had an unexpected result-—in 
that it has favoured collection of single-bed rooms into 
separate pay- -blocks, thus making it unnecessarily hard 
to assign them according to medical need. Consequently. 
pay-bed blocks today consist predominantly of single 
rooms, while the ordinary wards remain multiple units 
only slightly modified by the provision of a few single 
rooms. Clearly this tendency ought now to be reversed. 
Secondly, the voluntary hospitals continued to be hard: 
pressed for funds, and in many cases began to look to their 
pay. units for additional revenue.. This helped to open 
the way to a third tendency—namely, competition with 
the - more expensive nursing-homes in many details- 
affecting the patient’s comfort. Medical men have more 
and more desired to bring their better-class patients into 
the hospitals for the sake of facilities lacking in the 
nursing-homes ; but this has had the indirect result of 
encouraging the hospitals to emulate the standards of- 
the nursing-homes in many minor matters, and has’ 
accentuated the divorce between pay and ordinary wards. 
The combined effect of the second and third tendencies 
noted above has forced up the weekly charge for many 
pay-beds to a figure which means that the ordinary 
middle-class patient has become increasingly unable to 
meet the cost, and he is therefore thrown back. upon the 
ordinary wards. 

The rise in cost still continues, and the charges ‘for 
pay-beds in the London teaching hospitals are reaching 
figures so high as to call in question the practicability 
of asking the full cost, or anything like it, under the 
National Health Service. The Minister may therefore 
be compelled to take power (by amending the Act) to 
charge part rather than the whole of the cost for private 
accommodation. To do so would be to abandon outright 
the conception which is now firmly rooted in the hospital 


- world, and which has found its way into the Act, that 


the charge to the paying patient must cover the cost. | 
But since this conception is based on the idea. of 
safeguarding charitable funds, it no longer has force. 


PROVIDENT SCHEMES 


Some time ago efforts were made to find a means of 
enabling middle-class people to insure against hospital 
charges. The Hospital Saving Association had been 
founded in 1922 for the ordinary patients, and soon. 
afterwards the British Provident Association was. 
launched to cater for the middle classes. A similar scheme 
was established at Oxford. In the middle ’thirties further. 
discussions in London led to the establishment by the 
King’s Fund of the London Association for Hospital 
Services on similar if rather simpler lines. The member- 
ship of these schemes and of others in various parts of the 
provinces remains, however, relatively small, and is 
by no means to be compared with that of the contributory 
schemes. The explanation is of course that to be of value 
to the subscriber such a scheme must, unlike the con- 
tributory schemes, ‘provide for a schedule of payments 
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to doctors and surgeons. It cannot, therefore, adopt the 
simple pool principle of paying out whatever is paid in. 

These schemes are, however, potentially very valuable, 
and it may be that if circumstances favour them, and if 
in particular they are able to offer a schedule of fees 
agreed with the profession under a “‘ full cover ” arrange- 
ment, they will grow rapidly as have similar schemes 
in America. Obviously their future is bound up with 
the terms and conditions upon which pay-beds are 
allotted in the new service. If, for example, the Minister 
abandons the principle of charging full cost for a pay-bed, 
and charges only the cost which is additional to that of 
ordinary ward treatment, the terms offered by the 
provident schemes will at once become much more 
attractive to prospective subscribers. 


THE DILEMMA 


No-one will envy the Minister and his advisers the task 
of laying down the lines for the future. He has to reconcile 
two conflicting groups of considerations. On the one 


hand,.as he emphasised in defending the sections in the ' 


Act, he has to retain enough of the present structure 
to ensure that he does not drive out of the service—into 
revivified nursing-homes run for profit—much of the 
upper-class clientele in need of inpatient care. On 
the other hand, he has to guard against the division of 
the main hospital service into two grades, the one good, the 
other less good ; and to eliminate as far as possible the 
tie-up between privacy and the means to pay for it. These 
things are much easier said than done, and the Minister’s 
decisions may in the long run determine the whole 
quality of the ordinary hospital service. 

In America it is generally believed that the path to 
progress is by the creation of grades, and that a constantly 
rising standard of humanity is best achieved by a 
filtering-down process: what is provided today for the 
well-to-do will be provided tomorrow for the rank and 
file. But in this country such an idea will find little 
support. It has been the pride of our greater hospitals 


that the treatment. provided for the sick poor in the. 


ordinary wards was second to none, and no effort has 
been spared to make it so. This single standard has been 
` to some extent undermined by a desire to establish 
distinctions, and offer in the contributory and pay-wards 
privileges not to be had in the ordinary wards. But the 
. Minister now has a chance to get rid of the monetary 
factors which have operated in this direction. 

In balancing the two sets of considerations he may 
well be guided first and foremost by the latter group. 
_He may decide, for instanee, that single rooms shall in 
future be provided only in physical proximity to the 
ordinary wards, and that the whole set-up of the existing 
pay-blocks must wherever practicable be modified to 
bring them into line with this conception. This principle, 
as it became operative, would largely control the present 
tendency to favour the paying patient in the matter of 
nursing staff and quality of catering. When it comes to 
finance, he may decide that the hospital shall as such 
cease to have any financial interest in the scale of charges 
to the paying patient, and that the whole of any charges 
shall be forfeited to the Exchequer. Once the idea of 


`. meeting the full cost has gone, the Minister will have 


a free hand to determine the charge for privacy in the 
light of the need to bring the option within the range of 
all—for it cannot be denied that charges on anything 
like the present scales are prohibitive to many people 
whom privacy would benefit. 

If he follows the line of thought suggested above, 
the Minister will no doubt feel that he must prescribe 
schedules of fees payable to doctors. For this there are 
precedents in the scales adopted by some of the hospitals, 
and there are the schedules of fees for patients of a 
modest income range agreed between the provident 
schemes and the British Medica] Association, If the 


` LOCAL EXECUTIVE COUNCILS 
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Minister were to take these latter schedules as a basis, 
and allow the profession a little latitude in respect of 
patients with incomes higher than those for which the 
schedules are designed, he would probably come fairly 
near to effecting the compromise to which he stands 
committed by the Act. 


Special Articles | 


LOCAL EXECUTIVE COUNCILS 
THE MEDICAL MEMBERS 


WE publish this week a first list of the chairmen 
and medical members of the executive councils now being 
established under the National Health Service Act. 
Broadly speaking, there is to be an executive council 
for each area covered by a local health authority (a 
county or county borough), and its function is to provide 
the general-practitioner service and the dental, supple- 
mentary ophthalmic, and pharmaceutical services to 
which every citizen will be entitled under the Act. The 
chairman is appointed by the Minister of Health, and 
of the 24 members half are professional, 7 being appointed 
by the local medical committee, 3 by the local dental 
committee, 2 by the local pharmaceutical committee, 


8 by the local health authority, and 4 by the Minister. © 


The committees, which are the successors, in modified 
form, of the present insurance committees, will enter 


into contract with those general practitioners who are 7 


prepared to take part in the new service. 


Barrow in Furness 

Mr. F. W. Fryer Caa Drs. F. P. Healy, W. J. 
Liddle, G. H. Moore, R. W. Lorman J. G. Soddon, J. "Taylor, 
J. R. Turner. 


Bath | | 
Mr. P. W. Hopkins (chairman); Drs. J. Bennett, R. Craig, 
W. B. S. Crawford, B. Cuppage, C. Gibson, J. McQuistan, 
E. Scott White. 


Bedfordshire 

Mr. H. J. Weller (chairman); Drs. W. A. Barnes, J. C. 
Boyde, H. D. Clark, W. F. Eberlie, E. N. Graham, T. E. S. 
Lloyd, N. M. Munro, T. T. Rankin. 


Berkshire 

Sir Alexander Gray (chairman); Drs. J. A. Hill, `L. Leslie, 
E. R. D. Maconochie, J. McCrea, G. F. O'Connor, J. A. Vernon, 
G. Wynne Thomas. 


Birkenhead l 

Alderman C. McVey (chairman); Drs. H. C. W. Baker, 
R. W. Cowie, R. R. Knowles, W. Laing, E. L. TERR 
R. W. L. Pearson, A. V. J. Russell. ; 


Blackburn . 

Mr. G. Hindle (chairman) ; Drs. C. M. Geddie, J. J. AE T, 
J. Kyle, J. S. Malseed, D. O’Driscoll, C. M. Pearce, 
H. Southworth. 


aie 

. C. H. MacKeith (chairman); Drs. J. W. Aird, T. S. 
Blacklidze, C. R. Hardman, H. E. Martin, G. W. Murray, 
C. S. Philip, J. Stewart. ` 


Bolton 

Mr. G. C. Sumner (chairman); Drs. R. Beesley, H. W. 
Bowyer, R. A. Cranna, L. F. Evans, H. N. Ravece; B. Thorley, 
A. L. Tinto. < ; 


Bootle ` 48 

Major James Burnie (chairman); Drs. W. W. Boland, 
D. Brown, W. W. Emerson, I. Harris, T. M. Jones, C. J. ©. 
Macquane, P. L. Regan. 


Bournemouth 


=t 


Alderman H. C. Brown (chairman) ; ; Era W. Aston F. S. 


Coleman, C. E. Gautier-Smith, A. W. Hall, G. W. Hall-Smith, 

H. V. Mitchell, W. R. Pratt, Gordon Scott. 

Brighton 
Mr. A. E. Orbell (chairman); Drg. D. Archdale-Smith, 

C. Barrington-Prowse, J. Bonyon, F. Eyton-Jones, T. A, 

Morrison, J. G. Thwaites, W. G. Thwaites, 
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` Colonel E. W. Lennard (chairman); Drs. J. A. Birrell, 


W. Brinckman, H. M. Golding, Gordon Heron, T. Milling, 


N.S. B. Vinter, W. Woolley, A. J. M. Wright. 
Burnley 

"Major J..Baron (chairman); Drs. A. Callam, J. Gibson, 
D.C, Lamont, C. E. B. Lynch, W. F. Munro, J. P. ii 
` HE. Simpson, S. Wood. 

Burton-on-Trent eres 

Alderman W. H. Hutson (chairman); Drs. E. H. Brindle, 
N. J. Cochran, H. V. Jessop, R. Patterson, N. Plowright, 
N. C. Scott, F.C. V. Thompson. . 

Bury - | : i 

Mr. F. C. Mosley (chairman); Drs. E. J. Foulds, W. 
Morrison, R. W. Parker, E. Smalley, A. B. Stewart, S. N. 
Taylor, D. H. D. Young. | 

Cambridgeshire 

` Mr. Ashley Tabrum (chairman); Drs. A. Brown, R. Ellis, 
A. Gilbert, F. Grange, W. ain ata C. Stevenson, C. Walker, 
C. Webb. : 
Marist i 
Mr. G. W. Daviduen (chairman) ; Drs. J. K. Adhya, D. G. 
Aitken, W. J. d’Rosario, W. Fraser, Kathleen Gillow, E. L. 
Matthew, M. Sheehan, F. J. Stevenson. . 
Cheshire 

Mr. W. Eric Smith (chairman) ; ; Drs. J. B. Bennett, N. A. 
_ Boswell, A. Brown, W. E. Chambers-Thomas, J. D. Chisholm, 

R. B. Davidson, J. Rer W. N. Leak, M. Parkes. 
Cornwall 

Brigadier W. Leslie, M.B. (chairman); Drs. G. F. Burnell, 
R. N. Curnow, D. H. A. Galbraith, W. Gilchrist, A. G. P. 
Hardwick, N. G. Harry, B. B. Metcalfe, T. M. Reid. 

Croydon 

_ Alderman H. Rogen (chairman) ; Drs. R. N. Deane, H. H. A. 
Elder, S. A. Forbes, J. N. Hudson, C. R. Nunan, J. N. 
_ Thompson, V. Wilkinson. 

Darlington 

Mr. J. C. Park aa ; Drs. D. W. Dawson, W. W. 
Forsyth, W. A. Hogg, H. S. Kent, A. Morrison, J. D. Sinclair, 
A. Woodman. 

Derby 

Colonel P. C. Cooper-Parry (chairman) ; ; Drs. H. L. Beckitt, 
E. C. Dawson, Mary H. Elmitt, G. E. Kidman, D. ‘Macfarlane, 
J. B. Mitton, S. Revels. 

Devon and Exeter 

Sir Richard Acland ‘(chairman) ; ; Drs. J. C. Dixey, C. W. 
Marshall, R. G. Michelmore, J. D. R.. Murray, M.-Y. Paget, 
S. Noy Scott, S. R. Williams. . \ 
Dewsbury _ 

Alderman W. Holdsworth (chairman); Drs. F. L. Cane, 
W. R. Everatt; G. H. L. Hammerton, E.. D. Irvine, R. J. 
Merson, H. B. Oliver, G. R. Sunley, J. Walker. 

Dorset 

Councillor A. Biles (chairman); Drs. D. Campbell, A. G. 
Chamberlain, K. B. Clarke, J. C. A. Norman, E. H. Parkinson, 
J. A. Pridham, K. J „T. Wilson. 

Dudley 

Alderman T. E. Bennett (chairman); Drs. G. W. Aston, 
R. M. Barron, T. D. Brettell, D. L. Little, M.C. H. MacCormac, 
J. Macdonald, A. W. Weston. 

Durham County 

Mr. W. Walker (chairman); Drs. P. V. Anderson, R. 
. Dawson, W. S. Dixon, C. J. B. Fox, F. F. T. Hare, A. D. 
Kelly, §. Lishman. . 

Eastbourne. a 

Alderman Miss A. ae (chairman) ; ; Drs. R. McG. 
. Barron, J. Gordon-Wilson, E. W. Hall, B. S. Kent, R. C. 
Macqueen, L. H. Smith, L. A. H. Snowball. l 
East Ham 

Mr. W. G. Davie (chairman) ; ; Drs. M. Barker, J. C. Bell, 
A. V: S. Davies, A. A. Fyffe, C. Rutter, J. S. Thomas, 
O. Thomas, H. G. Watters. 


Essex 

Mr. J. K. Wiseman. (chairman); Drs. J. L. McK. Brown, 
C. Fox, J. A. Moody, H. N. Boe; K. V. Smith, J. D. Wells, 
R. A. Woodhouse. 


ead 
' Mr. G. Dixon (chairman) ; Drs. J. C. Arthur, A. MacArthur, 
May F. St. J. U. Millar, W. T. O’Brien, R. H. Smallwood, 
G. W. Spark, W. M. Wilson. | 
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Great Yarmouth 

Mr. H. S. Matthes (chairman) ; Mr. B. Adlington, F.R.0O.S., 
Drs.. A. 8. K. Anderson, C. A. Dowding, E. A. Ellis, H, E. 
Filmer, I. W. Hockley, J. M. Smellie. í 


Hampshire 

Alderman A. Lubbock (chairman); Drs. J. Clayre, D. G. 
Cooper, D. R. Gillies, G. H. J ohnson, W. D. Keyworth, 
P. A. T. Lowden, J. T. Rowe. 
Herefordshire 

Mr. E. W. Maples (chairman) ; ‘Drs. J. S. Cookson, C. J. C. 
Cotton, G. W. Dryland, F. S. Machin, F. O. T. Strange, R. G. F. 
Thompson, G. D. Tullis, C. W. Walker; H. Ward-Smith. 


Hertfordshire 
Mr. G. Rollo Walker (chairman) ; ; Drs. H. B. Dykes, 

R. Fisher, R. P. Gammie, J. S. Ross, C. M. Scott, N. G. 

Thomson, A. Wigfield. : 


Huddersfield 

- Mr. Lawrence Crowther (chairman); Drs. G. S. Broadbent, 
J. M. Gibson, J. W. Hirst, W. L. Ingham, L. B. Lucas, T. W. 
Smailes, W. E. Thompson, E. G. L. Walker, 


Huntingdonshire 

Mr. H. Street (chairman) ; Drs. D. R. Ashton, P. S. Connan, 
J. W. Ellis, J. R. Garrood, W. S. Grove, A. E. Staffurth, . 
H. C. C. Veitch. 


Ipswich © . 

Mr. A. R. Saward (chairman) ; Drs. C. B. Bevis, R. O. 
Eades, M. W. Gonin, W. P. Grieve, R. S. Kay, R. D. McD. 
Morrison, R. J. Steeds. 


Isle of Ely 
Mr. W. Stewart Elgood (chairman); Drs. W. H. Carlisle, -> 

J. A. Hislop, G. H. a K. S. Maurice Smith, J. R. F. 

Popplewell, C. Thomas, W. M. Wilson. 


Isle of Wight 3 | 

Miss May O’Conor (chairman) ; ; Drs. L. H. Gde, 
P. A. K. Jones, F. R. B. H. Kennedy, J. J. O’Donoghue, 
L. F. E. Way, J. B. Williamson, H. S. H. Wood. , 


Kent and Canterbury ` 

Alderman R. W. Rule (chairman); Drs. A. C. E. Breach, 
F. C. Cozens, D. A. Davies, Marjorie Day, E. C. Gross, A. Y. 
Milne, A. M. Pollock, A. T. Rogers. 
Lancashire 

Alderman Mrs. K. M. Fletcher (chairman); Drs. A. Camp- 
bell, J. J. Devlin, J. E. K. Keyms, A. Owen, J. P. Quinn, 
F. M. Rose, Š. A. Winstanley. . 
Leeds 

Alderman D. Beevers Ce ; Drs. J. Atkinson, I. G. 
Davies, F. F. Hellier, H. F. Hollis, J. Neugvee Jones, J. H. E. 
Moore, T. D. Pratt, J. E. Rusby. ` 
Leicester 

Mr. W. T. Tanser (ebairma: : Drs. J. A. Chapel, F. T. 
Doleman, E. W. Goodwin, W. E. Howell, B. C. Jennings, 
E. K. Macdonald, C. H. Parker, W. 8. Russell, G. W. Taylor. 
Leicestershire and Rutland , 

Lieut.-Colonel C. E. J. Freer (chairman) ; ; Drs. G. S. A. 


Bishop, G. L. Gately, A. Hamilton, T. M. Montford, 
C. O’Donovan, G. Purdy, L. Reuvid. | ne 
Lincolnshire (Holland) 

Mr. H. H. Small (chairman): Drs. J. F. Cadas, R. E. 


Crockatt, J. E. Darlow, A. C. Dawes, N. V. M. Dodds, J. H. F. 
Pankhurst, A: S. Wilson.” 
London County 

Mr. H. Lesser (chairman); Sir Allen. Daley, Drs. P. Gray, 
J. Green, E. A. Gregg, C. G. Martin, J. F. Murphy, H 
Robinson, M. Sorsby, H. H. D. Sutherland, R. S. Taylor. 
Middlesex 

Mr. Sidney H. Godfrey (chairman); Drs. R. W. Cockshut, 
D. F. Hutchinson, A. N. Mathias, C. D. Meadowcroft, R. L. 
Ridge, J. R. Richmond Ritchie, H. Vickers. 
Norfolk 

Mr. A. N. Wright (chairman); Drs. G. C. izini G. M. 


‘Goodwille, T. O. Hutton, H. Morison; R. A. Norman, J. ©. 


Pearce, E. I. Puddy. 
Northampton | 

Mr. Malcolm Nash (chairman); Drs. J. G. L. Brown, 
L. D. B. Cogan, J. F. Kirwan, J. Orr, R. B. Roe, G. H. 
Thompson, A. Wilson. 
Northamptonshire 

L. Edwards (chairman); Drs. .J. Rothe. W. F. 

BE W. King Churchouse,. G. F. P. Gibbons, D. G. 
Greenfield, W. E. Lock, T. Murray Strang. 
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Norwich 

Mr. Roland C. Larking (chairman); Drs. B. R. Bramwell, 
H. A. Brittain, R. Kirk Bryce, A. C. Hepburn, W. A. L. 
Marriott, J. McDonald, I. C. Robertson. 


vice Lancs 

. A. ©. C. Robertson (chairman); Drs. E. B. Brown, 
W. ees J. T. C. Keddie, A. McArthur, W. L. McNamara, 
R. I. Poston, J. G. Stewart, C. H. Strachan, G. A. Taylor. 


Oxford County and City 

Prof. G. E. Gask, F.R.c.s. (chairman); Drs. F. A. Bevan, 
E. R. C. Cooke, R. E. Harvard, W. F. Hudson, A. M. Richards, 
A. W. Russell, C. Tighe, J. C. Wharton, F. N. White. 


Reading ! 

Mr. W. E. C. McIlroy (chairman); Drs. Stanley Alcock, 
E. Basil. Berry, G. T. Willoughby Cashell, S. F. L. Dahne, 
P. W.F. McIlvenna, Kathleen Field, R. B. Milne. 


Rochdale l 

Mr. G. B. Williamson (chairman); Drs. J. Gilchrist, E. C. 
Heap, J. Innes, L. Kilroe, A. M. McMaster, J. McPheat, 
D. C. Marshall, G. A. Wilson. 


Salford 

Captain S. H. Hampson (chairman); Drs. C. S. Barnett, 
A. J. Milne Gall, S. Hodgson, J. J. McKane, Louise Park, 
F. M. Rifkin, H. P. Samson, P. R. Tingley. 


Sheffield 

Mr. W. B. Siddons (chairman); Drs. D. C. Barrow, W. E. 
Doonan, R. D. Downie, G. Mackie, B. McKean, C. S. O’F lynn, 
Doris Pindar. 


Shropshire 

Mr. F. Weston (chairman); Drs. S. N. Browne, A. W. 
Callaghan, J. A. Ireland, J. O. Bearer E. L. N. Rhodes, 
C. U. Whitney, A. H. Zair. 


Smethwick 

_. Alderman Mrs. E. M. Farley (chairman) ; Drs. R. J. Aitken, 
E. Condon, A. C. Dawes, E. Joffe, J. Lachlan-Cope, T. C. 
McKenzie, W. H. Shilvock. 


Soke of Peterborough 

The Very N. C. Christopherson (chairman); Drs. 
J. N. Collins, C. M. Douglas, J. W. Hall, N. Harkness, E. A. 
Holmes, W. Marshall, J. R. Wills. 


Somerset 

Mr.. S. C. Morland (chairman); Drs. B. A. Crook, W. A. 
Gornall, C. F. R. Killick, G. L. Lyon-Smith,. J. C. McMaster, 
M. A. E. Somers, E. M. Tustin, E. R. Willis. 


South Shields 

Mr. C. Seymour Richardson (chairman); Drs. H. M. S. 
Blair; H. L. Cohen, J. A. O’Callaghan, R. Raffle, F. H. 
Robson, J. I. Smith, C. J. F. Warner. 


sou inori 

Mr. L. F. Rowlandson Gaman: Drs. W. L. Ackerman, 
H. Coates, R. M. Craig, A. W. Limont, W. Limont, P. Y. 
` Lyle, G. W. Molyneaux, S. H. Stewart, N. S. Walls. 


Staffordshire 

Mr. H. Wallace-Copland Gincana ; Drs. E. R. Boyd, 
A. V. Campbell, A. B. Davies, J. Hallam, A. C. Hallows, 
R. W. Rae, L. D. Roberts. 


Stockport l 

Mr. T. ’A. Prickett (chairman); Drs. F. T. Dodd, 
J. Donaldson, H. P. Fay, P. Gregory, A. M. Mackay, C. A. 
Mulligan, H. M. Wilson, J. Yule. 


Stoke-on-Trent 
Alderman P. Williams (chairman); Drs. G. Cornah, S. R. 
Fee, J. Hallam, J. M. Johnstone, E. H. Livingston, 
-= J. McIntyre, A. P. Spark, R. Wood. 


Suffolk 

Sir Robert Reid (chairman); Drs. L. B. Cane, D. M. Craig, 
P. L. Crosbie, R. Keene, H. P. Lehmann, R. W. Meller, 
D. W. Ryder Richardson. 


Sunderland 


Mr. F. Williamson (chairman); Drs. D. R. Cramb, J. G. 


Dalgleish, A. J. Gilbertson, P. Hickey, A. A. M. Nichol, 
Z. M. H. Ross, F. Young. 


Sussex (East) 

Mr. F. B. Stevens (chairman); Drs. E. Venn Claydon, 
A. W. Gardner, R. A. Glegg, W. R. E. Harrison, J. Hartsilver, 
N. Maple, E. J. Neill, A. F. Taylor. 
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Sussex (West) 

Mr. A. G. Linfield harmani; > Drs. W. A. Ball, Q. A. 
Dingemans, H. Rosenberg, G. P. Smith, H. C. C. Taylor, 
J. N. Warren, W. Wilson. 


Tynemouth 

Councillor F. J. Mavin (chairman); Drs. D. R. pened R. H. 
Dawson, N. D. Gofton, E. A. Lax, J. Phillips, D 
M. Ryle, S. C. Stonier. 


Wallasey 

Mr. Alma Parkin (chairman) ; Drs. A. T. Ashcroft, G. D. 
Falconer, I. M. MacAlister, J. Munn, Jean G. P. Stephen, 
C. A. Thompson, J. Wiliams. 


Walsall 

Alderman J. Whiston naan ; Drs. L. W. Blundell, 
A. B. Davies, N. W. Gilchrist, E. R. S. Grice, V. E. Milne, 
F. L. Richard, F. M. G. Sinclair. ; 


Farinon 


Mr. W. A. Boulting (chairman); Drs. S. F. Allison, A. R. 
Barber, C. J. C. Bourhill, W. E. Bowden, R. G. Gornal, 
A. St. J. Hennessy, J. J. Manning, G. A. Sinclair. 


Warwickshire l 

Mr. J. C. Staite (chairman): Drs. G. Campbell, B. Guy 
Dain, E. D. Hah gee A. R. McWhinney, J. Clarke Neill, 
L. Smalley, F. A. Smorfitt. 


West Bromwich 

Mr. J. J. Royal (chairman); Drs. J. H. Briscoe- Smith, 
J. H. Hartland, E. Mence, J. M. Mitchel, D. Saklatvala, 
F. R. Smith, W. G. Tregen. 


West Ham 

Mr. F. Rasor (chairman) ; Drs. H. C. Boyde, R. N. Brand- 
wood, L. Comyns, M.P., M. J. McCormack; R. Poots, R. F. 
Price, H. L. Selwyn, S. 'M. R. Thomson. 


West Hartlepool oe 

Mr. N. Graham (chairman); Drs. Margaret Scott Gibb, 
W. Irving, J. Lithgow, G. S. Mather, J. McKeggio, Ww. A. 
Nicholson, G. A. Strain. 


| Westmorland 


- 


. M. Ross,- 


Mr. H. C. Wilson (chairman); Drs. C. B. Byrd, O. Capper- 


Johnson, C..M. Craig, J. F. Dow, G. H. Edgecombe, I. Hesford, 
R. G. Mathews, W. H. Mylechreest. 


Wigan 

Mr. W. Parkinson (chairman) ; Drs. J. A. Fincgan, W. Hoey, 
J. P. Johnson, D. N. Mackinnon, E. D. Portman, G. A. 
Talwrn-Jones, H. Whitehead. - 


Wiltshire 

Mr. H. H. Dyer (chairman); Drs. M. H. Evans, R. W. 
Graham-Campbell, A. K. James, J. B. Maurice, R. C. ee 
ton, A. C. Mowle, R. Wright. 


Worcester : 

Alderman F. Bullock (chairman) ; Dre. J. A. Berry, 
E. L. Bunting, W. Macmillan, G. H. Marshall, C. T. Mills, 
W. E. Moore Ede, Margaret Norton, F. L. Spalding, 
W. D. Steel. 


Worcestershire 

Mr. S. T. Melsom (chairman) ; Drs. W. R. Blore, J. T. Daly, 
H. E. Houfton, F. H. Kennedy, G. Jamieson Meikle, W. 
Parker, C. P. Porter, W. H. Shilvock. 


York a 

. S. B. Bird (chairman); Drs. C. Crookenderf Cobb, 
C. D Hanham, W. W. A. Kelly, R. P. MoGarrigle, A. Reid, 
P. Rowntree, H. Royle, J. TE Wightman. 


Yorkshire (East Riding) gaa . 

Mr. C. Forbes Adam (chairman); Drs. S. F. Fouracre, 
M. Hutchinson, C. O. Marr, P. C. McKinlay; A. Milner, E. H. 
Miner, C. R. Taylor. 


Yorkshire (North Pining) 

Air Commodore A. L. Godman fennieiany: Drs. J. B.S. 
Guy, D. M. T A W. N. Pickles, J. W. Ridley, A. K. 
Thomas, G. L. Thompson, R. N. P. Wilson, 


Zorkanire (West Riding) 


L. Richmond (chairman) ; ; Drs. J. de Ville Mather, 


W. E Everatt, C. H. Foster, A. E. Haokiri M. Melvin, 


G. H. Sedgwick, H. Thorp, H. Wales. 
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a | In England Now 
A Running Commentary by Peripatetic Correspondents 
Iv miners hew coal with a zeal half as fiery as’ that 
shown by farmhands getting in the harvest we ought to 
-overcome our. present economic difficulties with ease. 
The fierce ‘energy of the West-country farm labourer 


saving corn has to be seen to be believed. He simply 


will not stop till the job is done. It is not a question of 
overtime or to whom the crop belongs or whether the 
boss is watching ; it is just primitive man wresting the 
- means of subsistence out of a not too friendly planet, 
‘Heavily clad—usually in a thick vest and shirt, waist- 
coat, long pants, and trousers to absorb sweat -(notori- 
ously a dangerous fluid, the cause of colds and rheuma- 
 tism)—the team works stolidly but cheerfully on hour 
after hour in the hot sunshine-almost without a word 
unless it be one of polite encouragement to the clumsy 
amateur trying to help but mostly getting in the way. _ 
Perhaps one day this will cease to be an industrialised 
. country, the large towns dwindle and die. In the end 
we may revert almost exclusively to agriculture with a 
sane and healthy population of, say, 15 million self- 
supporting countrymen and a properly balanced economy. 
There are worse fates. , 
TF * -* *. ; 

. A holiday in Switzerland is a revealing experience. 
It shows not only difference between countries devastated 
by two wars and those enjoying peaceful development, 
but also some other factors contributing to the creation 
- of this haven in Europe.. Two examples may suffice. 

We.were invited to dinner at the house of a well-to-do 
colleague. After dinner the six children of my host, 
ranging from 4 to 11 years, looking well fed and displaying 
a hearty appetite, filed out of the room quietly. We 
~ found them a little later in the kitchen, all wearing clean 
household aprons and helping their mother wash up and 


put away plates, glass, and crockery. The youngest, a 


sweet little boy of four, normally full of affection and 
mischief, handled a very large plate, almost as big as 
himself, with surprising skill. All children understood 


German and French. They were full of beans yet very: 


well behaved and obeying easily the quiet but firm lead 
of their parents. — S ' 

-~ _ A. few daye later I wanted a shirt laundered. I went 
to a laundry, which looked and smelled beautifully clean. 
The proprietress asked me ‘‘ Is it urgent ? ” I said ‘‘ Not 
really,” and she replied ‘“‘ All right, it will be ready 
tomorrow morning about 9 o'clock.” (It was between 


-9 and 10 A.m. when she said this.) I was so startled that - 


I simply had to ask when it would be ready in case of 
urgency. 

tonight.”—-I forgot to mention that’ they opened at 

8 A.M., had lunch-time from 12 Noon until 2 P.M., were 

open again until 6.30. P.m., another meal-time until 

8 P.M., and—at least in the summer—reopened between 

- 8 and 10 P.m. for the urgent orders. I.had: several lots 
washed there, all hand-laundered and beautifully done, 
with the greatest care. The price for a shirt thus treated 

-was between Sw., fr. 1.00-1.20, but I believe regular 
customers paid less. . l 

You are frowning, dear Editor ? You are right, and I 
apologise. Iam in the wrong column. This really could 

not happen in. England now... . l 

` i * * 

-` Many of the younger men these days are much exercised 
- over the apparently increased difficulty of winning the 
diploma. of M.R.c.P. by examination. Actually the 
stenosis of the gateway is relative rather than absolute, 
for more people are getting through than ever before ; 
it is only the crowd outside which has increased beyond 

all measure. In the stringency”of war many people 
found themselves unable to do academic work, and they 

‘are now sitting for an examination which in the normal 
way they would haves passed five years ago; another 

3t-war phenomenon is of course that some of those who 
came to look on themselves as specialists are now trying in 
vain to convert the censors to the same happy view. Also, 
economic conditions which prevented all but the more 
determined from. considering repeated trials for the 

- M-R.C.P. in the pre-war years have now been palliated 


‘The answer was “ Between 8 and 10 o’clock _. 


by the adequate Government grants for medical posts 
of registrar status. — , | 
If the number of applicants has increased in these ways, 
so too has the number of advertised appointments which 
require the diploma “ or its equivalent.” Membership 
has always been the recognised necessary first step in the 
specjalised practice of clinical medicine; but it is now . 
being looked on as an asset in such varied careers as 
pathology, psychiatry, and clinical or even laboratory 


-research. For men engaged in academic or laboratory 


rather than clinical. medicine it is difficult to see why 
the M.D., awarded by thesis, should not be considered 
an equivalent higher qualification. If this were generally 
agreed the strain on the M-R.C.P. examination might. 
be partly relieved.. It is obvious, too, that a proportion 
of the present clientele are unlikely ever to make satis- 
factory physicians, and in everybody’s interest they 
should be told so. | a a 
Part of the present rush is certainly due to a wish to. 
possess the golden letters before the new service comes in. 
Some candidates may share my nightmare of entering the 
regional office and seeing there one’s old A.D.M.S., 
resplendent in'a black coat and striped trousers. If 
he be of the younger set of “ experienced military 
administrators °” he will know that m.R.c.p. has four 
letters and L.M.S.S.A. five; but if he is someone of real 
seniority these finer points will be lost on him and the > 
good jobs will go to the man with a straight tie and a 
stiff upper lip. So perhaps, rather than the toil of. 
membership, it. were better to sport with Amaryllis— 


- she would at least see that a fellow was properly dressed. 


* * * 

Your recent article on the collection and disposal of. 
London refuse ‘leads me to think that a note on our local 
methods near Geneva might be helpful. — 

No fewer than three Authorities are concerned: my 
wife, responsible for combustible waste; myself, for 
non-combustibles; and a wy Commune of V-— 
which is said to collect all refuse from the end of our 
lane on an' unspecified day once a fortnight. (There is 
no evidence that this occurs, and. the dumps of the 
optimistic at the end of the lane have attracted much 
unfavourable comment.) The following figures show the 
extent to which the various methods of disposal have 
varied during our tenancy : | l 


Hopeful , ppi 
Period ang eee: te ppg by 
tn lane ne system 
May, 1947 25% 75% Nil 
June, 1947 Nik 80% 20% 


The increase in the proportion incinerated was due to 
ieee knowledge of local markets and less eating out of 
ins. I 
Incineration is easy, requiring only a box of matches 
and no thunderstorms. Lake tipping is more complicated, 
the requisites being a boat, outboard motor, oars, colour 
chart; large-scale map, cold chisel, boat-hook, and 
fishing-rod.. When a sackful of non-combustible refuse 


has accumulated, it is placed in the boat and rowed out 
‘to where the depth changes suddenly from about 10 feet 


to 300 feet, the old bed of the Rhone. The contour line 
on the map is indicated in the lake by a change from 
bluish-green to greenish-blue—hence the colour chart. 
(The outboard motor of course seldom or never starts 
and is there for historical reasons only, possibly connected 
with the prehistoric lake villages.) The rod and line are 
then brought into play to deceive the Gardiens du Port, 
since all dumping in the lake is illegal. (N.B.—It is impor- 
tant to use a rod and line, since fishing with a rodless 
line requires a licence and would attract rather than 
dispel any roving G.’s du P.) The tins are then pierced 
with the cold chisel, dropped overboard, and thrust. 
under the surface with the boat-hook; and we return 


_to port. Assuming unpaid labour and that the boat is 


let with the house, .costs are negligible and more than 
offset. by increased output of lake fishes. | 

It is proposed to set up two expert advisory committees, 
one to report on the best methods: of muffling oars, for 
night work, and one to consider and recommend methods 
of disposal of Chianti flagons, having regard to the fact 
that, as they come from Italy, the rebate of 30 centimes 


` given on Swiss wine-bottles is not payable, and they are 


too attractive to dump in the lake. 
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BEDS 


Sm,—Your leading article of Aug. 9 draws attention 
once again to two methods by which, to some extent, 
the ever-growing pressure on the general hospital wards 
might be reduced. There is no doubt that this is the 
time when those interested in the future of our hospital 
service should be carefully considering all suggestions 
of this sort. If in fact the nation takes over all hospitals 
in the country during the course of 1948 there will be 
many opportunities of putting these suggestions into 
practice. In Plymouth, for instance, the two large 
hospitals, municipal and voluntary, which stand literally 
side by side, will form a group of buildings which must 
be reorganised as a single institution. This will give 
an opportunity of revising completely the present allot- 
ment of wards; and, at the same time, it is a virtual 
certainty that the conditions of work of the hospital 
staff will be put on an entirely new footing. 


A regular travelling consultant service for all major 
departments will be a comparatively. obvious and simple 
thing to organise. The cottage hospitals in the surround- 
ing district could be visited regularly by consultants, 
who will -take with them a clerk, possibly a clinical 
assistant, and a technician for any special apparatus 
they may require. Such a scheme would provide a 
vastly better service for patients in a scattered rural 
district like Devon and Cornwall, and would enable the 
consultant to do far more work with greater efficiency. 
At present a great deal of their time is occupied in long- 
distance motoring, usually to see one, or at most two, 
patients on each journey. | 

You also draw attention to suggestions which have 
been made in the past that hostels should be arranged 
in which patients could stay for short-term investigations. 


The idea has the double object of providing more con- . 


venient service for patients themselves and relieving 
pressure on the general wards and their overworked 
nursing staff. The hostel could of course be served by 
a much less elaborate staff than a general ward. Prof. 
L. J. Witts advocated a modification of this idea in his 
article, Length of Stay in Hospital, published a year 
ago. He favoured the view advocated by Sir Ernest 
Rock Carling and put into practice at the Westminster 
Hospital: Here, instead of the hospital being organised 
on the old plan with a large separate outpatient depart- 
ment, it is constructed of a number of floors or wings each 
allotted to a medical or surgical unit and comprising a 


diagnostic and treatment block corresponding with our ` 


present general ward, a short-stay ward or hostel, and 
a long-stay ward. The outpatient department of the 
unit would be on the same floor, and all sections would 
come under a single team of doctors, nurses, technicians, 
and assistants. Such a scheme obviously holds out 
many advantages. It would be particularly convenient 
and valuable if, under a new régime, the senior staff 
concentrated all their work at the hospital, and the 
present system of having private consulting-rooms in 
other parts of the town were abandoned. I can foresee 
that the greatest difficulty in its execution is likely to 
be the dearth of building facilities, for it would entail 
a drastic modification of the general layout of most of 
our large hospitals. However, if the scheme is accepted 
as the ideal and as the ultimate objective to which we 
should work, then as from time to time opportunities 
for building and for reorganisation arise, as we must 
surely hope they will, they can be used in that 
direction. 


_ Hospital management committees will shortly be 

constituted all over the country. Now is the time when 
such ideas should be carefully thought out and discussed, 
so that we may have clear and progressive suggestions 


to lay before these committees when they come to their | 


duties with fresh and unprejudiced minds, and when our 
hospitals are in the plastic state of reorganisation and 
capable of being more easily moulded on broad and 


wise lines.. . 
W. A. LISTER. 


Plymouth. 
1. Gardner, F., Witts, L. J. Lancet, 1946, ii, 392. 
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H. INFLUENZA MENINGITIS 


Sm,—The encouraging results in the treatment of 
Hemophilus influenze meningitis with massive doses 
of penicillin and sulphadiazine, recorded in your issue 
of Aug. 2, prompt the following brief report of 2 cases 
in infants. These demonstrate the importance of early 
diagnosis and treatment, for in both the infection was 
soon brought under control yet death occurred from 
hydrocephalus. 

1.—A.B., aged 15 months. Admitted in coma to the 
Royal Hospital, Wolverhampton, on April 18 after nearly 
3. weeks’ illness. The cerebrospinal fluid (c.s.Fr.) contained 
2000 polymorphs per c.mm., no sugar, and numerous organisms 
shown to be H. influenze. Treatment with daily intrathecal 
penicillin, 100,000 units of penicillin 3-hourly by intramuscular 
injection, and intravenous sulphadiazine was started. The 
organism was found to be inhibited by 10 units of penicillin 


per c.cm. and the c.s.F. was sterile by April 21. On the 22nd 


a block became manifest ; ventricular puncture was done and 
an excess of slightly turbid but sterile fluid was removed. 
This was repeated thrice more, the fluid remaining sterile, 


and on the 25th lumbar taps again became productive. The - 


temperature settled on the 28th. A total of 10 million units 
of penicillin and 47 grammes of sulphadiazine was given. 
The child never became fully conscious, his limbs remaining 
rigid, and the most he was able to do was to swallow fluids. 
He died on Aug. 6 after contracting measles. 

_ Necropsy showed a communicating hydrocephalus with 
gross dilatation of the lateral ventricles. 


2.—C.D., aged 4 months. Admitted to the Royal Hospital 
on July 11 after 15 days’ illness. She had had convulsions 
for 11 days. Lumbar puncture produced no fluid but cisternal 
puncture yielded a few cubic centimetres of turbid fluid 
containing scanty H. influenze. 50 c.cm. of purulent fluid 
were removed by ventricular puncture; 50,000 units’ of 
crystalline penicillin were introduced, and parenteral penicillin 
was started. Intravenous sulphadiazine was also given. 
Ventricular tap was repeated and by July 15 the c.s.F. was 
sterile and was obtained from the lumbar route. A con- 
centration of 4 units of penicillin per c.cm. was obtained in the 
fluid and the temperature settled on thisdate. Block developed 
again on the 21st, but the ventricular fluid was still sterile. 
Thereafter the course of the disease was similar to that run 
by the first ¢ase and the child died on Aug. 3 after a fortnight’s 
generalised spasticity. She received a total of 2'/, million 
units of penicillin parenterally, intrathecrl and intra- 
ventricular penicillin for 10 days, and 25 g. of sulphadiazine, 

Necropsy findings were almost identical with those of the 
other case. 


Wolverhampton. H. EVERLEY JONES. 


ELECTRONARCOSIS 

Sir,—In your issue of Aug. 9 (p. 198) Paterson and 
Milligan describe in a very clear manner the technique 
of electronarcosis. I have had some experience with this 
new method of treatment recently, and the following 
point is of interest. 

Tietz et al.1 mention that some of their patients had 
an inadequate amnesia for the period of treatment, and 
I understand that workers in this country who have used 
the Shotter-Rich apparatus have also been troubled by 
this complication. For the patient this is a terrifying 
possibility since it means that he remains at least 
partially conscious during a period of paralysis 
and respiratory embarrassment. I have myself not 
encountered this complication, and on the contrary 
I have been impressed by the deeply unconscious state 
of my patients under treatment. The recovery phase has 
been longer and quieter than with electrical convulsion 
therapy, and this period is usually included in the 
amnesia. Because of this most patients who have had 
both treatments prefer electronarcosis, since it is the 
memory of the posteonvulsive stage of restlessness and 


‘confusion which is largely responsible for the fear of 


electrical convulsion therapy which sometimes develo 

My apparatus, which was designed in coöperation with 
Mr. Oswald Sneath, B.sc., is a lightweight instrument 
with a non-thermionic current control circuit. It 
resembles that described .by Paterson and Milligan, and 
its output is similar to the Plesset apparatus, which is 
1. Tietz, E. B., Thompson, G. N., Van Harreveld, A., Wiersma, 
C. A. G. J. nerv. ment. Dis. 1946, 103, 144. 
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used by Tietz et al. “My technique in producing and 


the electronarcosis is much the same as that ' 


described by the above workers, and I can only suppose 
that the difference in the result must be due to the fact 
that my electrodes are larger. I use the standard elec- 
trodes from the Caplan Electroconvulsant Apparatus, 
which are made of aluminium and measure 3 in. x 22/, in. ; 
these are placed in the middle of the temples. 

Apart from-the differences in current density, variation 
in electrode area would appear to lead to stimulation 
of different parts of the brain. Tietz et al., who use 
electrodes measuring 1°5 in. x 2 in., describe the effect of 

- changes in their placement on the type of electronarcosis 
produced by a similar current. Their usual placement is 
21/, in. in front‘of the mastoid, but if stridor develops at 
a low current level they move the electrodes forwards 


to 3—31/, in., and if the secondary rise of current to 


125 mA does not result in a satisfactory narcosis they 
move them backwards. Large electrodes such as I use 
cover most of these areas simultaneously, and as regards 


amnesia and the depth of the postnarcotic unconscious- | 


ness this would appear to be an advantage. I have not 
experienced any real difficulty in producing an adequate 
electronarcosis in most cases, and I have been impressed 
by the fact. that sometimes it has not been necessary to 
raise the secondary current above 80-90 mA. 


An obvious difficulty which confronts any investigation’ 


of the effects of variation in the electrode size and 
placement is that patients’ heads differ in both size and 
shape, so that satisfactory contact with equal areas of 
skin in corresponding positions is hard to obtain, and if 
obtainable it bears little relation to the anatomy of the 


underlying cerebral cortex in the different patients. 


Nevertheless I feel that the above observations point to 
a field for further investigation which may prove fruitful. 


London, W.1. GERALD CAPLAN. 


CRAMP AND SALT BALANCE 


Simr,—I read with great interest Sir Arthur Hall’s 
paper of Aug. 16 on cramp and salt depletion. My 


experience is similar to Dr. Gavin Thurston’s which he - 


describes in his letter of Aug. 23. I agree that salt, 
_although worth trying, is usually -disappointing. It is 
also certain that intermittent claudication does not pre- 
dispose to cramp at rest or during sleep. 
Tobacco was clearly the cause of nocturnal cramps 
- in a man I treated some years ago. I have good reason 
to remember him, for he was my first patient, though 
he never knew it, and I have not since given more 
successful advice. > - k 


He was a vigorous man of 58 who played tennis and hunted 
without. any trace of cramp. He came to me because of 
nocturnal cramps from which he had suffered for a few weeks 

_and which were increasing rapidly in frequency and severity. 


It seemed that the act of falling asleep was a trigger for his: 


cramp, and he dreaded going to bed. Finding no defect in 
his nervous and vascular systems, I temporised, and to 
regin my composure offered him a cigarette. This made him 
ask, by the way, if there was any harm in smoking 70 cigarettes 
ea day. I seized upon his suggestion and advised him to 
restrict his smoking. He was that rare bird, the patient who 
believes that the doctor’s advice should be tried. He gave 
up smoking and never had another cramp. l 

London, W.1. ; L. P. E. LAURENT. 


: 6 
Srr,—In the first place I should like to thank Dr. 
Thurston for his interesting case-report in your issue 
of Aug. 23. Since then I have also received a private 
letter from an officer of the R.A.M.C. which illustrates 
so strikingly the occasional occurrence of a fulminant 
attack of cramp in ordinary life, comparable to that seen 
in the miner in hot seams, that, with his permission, and 
im his own graphic words, I wish to record it. He has been 
an athlete all his life, and never suffered from cramp 
even after the most violent exercise in all sorts of 

climates, except as hereunder : 


“ During the retreat from France in 1940, at the age of 48, 
in a physically very fit state, I was on the beach at Dunkirk 
for 5 daysin May. It was hot, fine weather ; we had reached 
the Dunkirk area after a very strenuous three weeks, water 
wv as-very short and food difficult to obtain, so that I had been 
on short rations of both for nearly a week. On the third 


evening we were badly strafed from the air. I had retired to 
a ‘ grave’ which I had made. myself in the sand about 2 feet 
deep ; lying in this ‘ grave’ whilst the strafing was on, I 
heard a cry for help near by. I made‘a sudden movement to 
struggle to my feet and was at once smitten with the most 
acute cramps in my arms, legs, belly, and shoulders. The 
pain was very severe and it took me several moments before. 


‘I could raise myself from the sand ‘grave’ and even then 


was almost incapable of movement. After about 3 minutes 
the acute pain worked off, but all my muscles were very stiff 
and sore. I reached the dressing-station after collecting the 
casualty, and found some cooking salt and a very small ~ 
quantity of water; making a strong mixture I drank it and 
almost made myself sick in the effort. However, the effect — 
was remarkable and rapid, for in about ten minutes all 
symptoms of the cramp had gone and the stiffness of the 
muscles had almost completely disappeared.” 


It is reasonable to assume that the factor which 
determined this fulminant attack of cramp in a man 
previously ‘‘ cramp-free,’’ even in active athletics in 
hot climates, was the insufficient intake of salt during 
ihe previous week or so of diminished food and water | 
rations. 


Sheffield. _ ARTHUR J. HALL. 


POLIOMYELITIS 


Smr,—The following clinical observations of the eye 
in early acute poliomyelitis may be of interest in the - 
diagnosis of the disease in the present epidemic. ` 

What might be called a ‘“ prefixation tremor ” of the 
eyes has been noted in three of our cases. When an 
attempt is made to focus the vision on some object 
directly in front or slightly to the side, the eyes oscillate 
two or three times very rapidly before the gaze is finally 
fixed in the required line of vision. 


Case 1.—A girl of 4 years was admitted complaining of 
headache and being generally off colour. Apart from a 
temperature of 102°F I noted only one abnormal physical 
sign. This was the “ prefixation tremor ” described’ above. . 
The following day, as the temperature fell, a flaccid paralysis 
appeared in both legs and the eye tremor meanwhile 
disappeared. l 


CasE 2.—A boy of 7 years was admitted with complaints of 
headache and vomiting. Apart from a temperature of 101°F, 
again the only abnormal physical sign was this ‘‘ prefixation 
tremor ” of the eyes. A diagnostic lumbar puncture showed ` 
14 lymphocytes per c.mm. in the cerebrospinal fluid, and two 
days later paralysis developed in the right leg. With the onset 
of the paralysis and fall of temperature the eye tremor.. 
disappeared. : | 


CasE 3.—A boy of 5 years was admitted having suddenly 
developed left arm paralysis. The temperature rose to 101°F 
and the “ prefixation tremor’’ appeared in the eyes. The 
pyrexia and eye tremor lasted until the paralysis spread 
to the other limbs, gradually decreasing as the paralysis 
became more pronounced. 


I wish to emphasise that in none of these cases was 
there any nystagmus and I wonder whether this sign, 
so striking when once seen, can be regarded a 
pathognomonic of early acute poliomyelitis. 

| Basin STRICKLAND. 
Victoria Hospital for Children, Tite Street, London, S.W.3. 


Srtr,—I have recently used a form of treatment in the 
very early stages which appears to be promising. It is 
to apply heat to the involved muscles twice a day by 
short-wave diathermy.. a 

The muscles most. often attacked in poliomyelitis are 
those which become fatigued—for example, the deltoid 
muscles in the upper extremity, the tibialis anticus in 
the legs, the short extensors of the wrist, and sometimes 
the pronator teres in tennis-players. This fatigue factor 
led me to think there might be some local condition in 
the muscle, such as excess of lactic acid or other meta- 
bolites, which rendered it susceptible to the action of the 


~- virus. Supporting evidence is the frequent history of 


exercise followed by a bathe: the cold water would 
tend to decrease elimination of metabolites, and the 
muscles would thus be made more susceptible. I have 
often been struck by the extensive involvement in cases 
with this history of bathing. l 


oa ESA Ne A 
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The only way I could discover of getting rid of these 
products was by increasing the '‘blood-supply to the 
muscle, and heat seems to be the only means of doing 
this. Hot packs might do it, and this may explain some 
of the successes claimed by Sister Kenny in the early 
stages; but hot packs also heat up the skin and dilate 
superficial vessels. Diathermy, which heats up the 


“muscles themselves, should. be more effective. 


I had the opportunity of treating a case at the Norfolk 
and Norwich Hospital 11 weeks ago. The acute stage was 
severe, with a temperature of 103°F, head-retraction, and early 
paralysis of the abdominals and the whole of the right leg. 
‘This continued until the fifth day when I saw the patient for 
the first time. The right leg and abdominal muscles were 
then completely paralysed and since the previous day there 
had been well-marked weakness of the left leg. The right 
sternomastoid was completely paralysed. 

Short-wave diathermy was given twice a day and there 
was some immediate improvement, which was not dramatic 
except in the case of the right sternomastoid muscle. This 
muscle recovered completely next day, and the muscles of 
the left leg recovered much of their power, though the psoas 
is still so weak that it will not yet act against gravity. The 
right leg was also treated, and a flicker of movement returned 
in the extensors of the toes, the peroneals, and quadriceps. 


I recognise how difficult it is to assess any form of 
treatment in this disease; but my experience of this 
one case, and of previous cases untreated, leads me to 
think the method worth trying on a larger scale in the 
present epidemic. In this particular case the progress 


' of paralysis was rapid before the short-wave diathermy 


was started, and ceased immediately when it was given. 
The muscles which had been affected for only a few 
hours recovered to a surprising extent; but short-wave 
diathermy is probably not of any use later than a few 
hours after the onset of the paralysis. - 
Norwich. G. K. McKEE. 


*.* In testing this treatment it is well to be sure of 
the ‘diagnosis. It would be inadvisable, in particular, to 


‘use diathermy in a case of acute peripheral neuritis or 


other condition with sensory changes.—Ep.L. : 


Sir,—In your informative leading article of Aug. 23 
no mention was made of the use of penicillin in cases of 
poliomyelitis complicated by respiratory paralysis. ` Of 


_ those requiring treatment in the iron lung many die from 


aspiration bronchopneumonia, despite adequate suction 
drainage of pharyngeal secretions. In hospitals in the 
Middle Bast parenteral penicillin became the routine 
procedure for prophylaxis and treatment of such infec- 
tions, and this therapy often proved effective in tiding 
men throygh the acute paralytic stage of their illness. 


London, W.1. GEOFFREY KONSTAM. 


Srr,—According to your report Of a recent meeting 
of medical officers of health (Aug. 23, p. 298) there is 
no evidence that flies are spreading infection in the 
present outbreak of poliomyelitis. This is so opposed to 
American experience that I was not surprised to learn 
from the Ministry of Health that it is essentially an 
assumption, not based on specific investigations. Ameri- 
can research ! has shown that the virus can be recovered 
from houseflies and blowflies trapped in urban and rural 
areas during poliomyelitis outbreaks. Food contaminated 
by such flies was found to produce the disease when fed 
to chimpanzees.2_ The flies almost certainly acquire 
the virus from the stools of poliomyelitis patients or 
carriers. The virus has been recovered from the stools 
of a child 123 days after an abortive attack,? though 
three weeks appears to be the average time of persistence. 4 
Such an experienced researcher as Sabin inclines to the 
view that flies are a more important vector than droplets 
during poliomyelitis epidemics. 
= One objection to applying the fly-carrier theory to the 
present epidemic is the apparent lack of opportunity 
for flies to settle on infected stools. Though the virus 
has been detected in sewage the dilutions involved 


1. Sabin, A. B., Ward, R. Science, 1941, 94, 590. 
Ward, R., Melnick, J. L., Horstmann, D. M. Ibid, 1945 101, 491. 


2. 
3. Lépine, P., Sedallian, P., Sautter, V. Bull. Acad. Méd. Paris, 
4 1939, 122, 141. 


. Horstmann, D. M., Ward, R., Melnick, J. L. J. clin, Invest. 
1946, 25, 278. | 


‘important centres of virus pick-up. 


seem to be toq great for sewage-farms and rivers to be 
Earth-closets -are 
mainly restricted to rural areas, and most of the cases are 
reported from towns. There is, however, one source of 
fresh human stools open to visitation by flies embracing 
every town—our vast network of railway lines. Because 
of the primitive sanitation on our trains, and the large 
number of apparently healthy people who may be 
poliomyelitis carriers, railway tracks may be an important 
source of the virus. From them flies may contaminate food 
in nearby warehouses, restaurants, and homes. This 
might account for the widely scattered outbreaks of the 
disease and the speed with which it travels both here 
and in America. OHAPMAN PINCHER 


* London, E.C.4. Science Correspondent, Daily Eapregs. 


Sm,—General'agreement on the important part played 


by excreta in the transmission of the virus in polio- 
myelitis focuses attention on possible means of dissemina- 
tion. A factor which so far appears to have escaped 
notice is the handle of the lavatory chain. Contamination 
of this familiar and seemingly innocent object is 
inevitable. Washing the hands after visiting the toilet 
would eliminate the danger; but brief observation in any 
public convenience will show how completely this elemen- 
tary precaution is neglected, and human nature being 
what it:is, no amount of propaganda is likely to improve 
the situation. The provision of a foot-operated flushing 
mechanism would provide a complete- answer. 


St. Bartholomew’s Hospital, 


London, E.C.1 RICHARD TERRY. . 


-MIADONE (PHYSEPTONE) IN OBSTETRICS. 


Sm,—We read with great interest the preliminary 
communication on ‘ Miadone’ by Drs. Hewer and Keele 
(Aug. 23). A few weeks ago, following its possible use 
as an analgesic in midwifery; we decided to give it a 
clinical trial at Queen Charlotte’s Maternity Hospital and 
for this purpose were given generous supplies by Messrs. 
Burroughs Wellcome & Co. Our findings were as follows. 

The drug was given to 43 patients ; the time at which 


` it was started was approximately that at which pethidine 


would have been given. 

An initial dose of 10 mg. was given to 36 of the cases.” 
Of these, 20 (55%) needed further amounts. A second 
dose of 10 mg. was enough for 15 of them; 4 needed a 
third dose; and one was given a fourth dose, totalling 
40 mg. (the administration in this case was spread out 
over twenty-one hours). The remaining 16 (45%) did 
not need any further amount. 

An initial injection of 20 mg. was given to 7 patients 
and.in no case was it necessary to give any more, though 
gas and air was used in the second stage. 

A fair degree of analgesia was usually obtained ; it 
seems that 10 mg. of miadone produces about the same 
effect as 200 mg. of pethidine and for a:somewhat longer 
time. In some cases a cumulative effect was noted. 
Euphoria was not noticeable—rather did it appear 
that the mothers were inclined to be tearful and depressed. 
Labour was not prolonged by the drug. . 

Of the 43 infants, 31 (72°) were in good condition and 
cried spontaneously. 

A further 6 infants (14%) were rather limp and sleepy 
at birth; 2 were given oxygen and CO,. Of this group, 
2 of the mothers had a total dosage of 30 mg. of miadone, 
2 had 20 mg., and 2 had 10 mg. 

_ The last group of 6 infants (14%) were classed as being 

in poor condition and gave rise to some anxiety; 2 
showed white asphyxia, and in the other 4, though their 
colour was reasonably good and their heart-beat strong, 
respiratory depression lasting for up to an hour was a 
well-marked feature. All these 6 babies were given 
oxygen and CQ,; one was also given lobeline and in 
another case it was necessary to give both lobeline and 
nikethamide. The total dosages in this group were: 1 
mother was given 40 mg., another had 30 mg., 3 had 
20 mg., and 1 had only 10 mg. 

The factor that appears to. be responsible for the 
ill effect on the child is the total dosage; rather that 


than the nearness of the last injection to the time of . 


delivery. Z 
It is because of the high incidence of near disasters 
to the babies that we hasten to communicate these 
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resulta. While these findings are naturally subject 
to confirmation er the reverse, our limited experience 
‘leads us to suggest that the undoubted analgesic pro- 
- perties of miadone will find it a place in fields other than 
‘those a obstetrical. ee G. C. STEEL 

: Hon. Anæsthetist. 
. EILEEN GUNDERSON 


: Anesthetic Registrar. 
Queen Charlotte's Maternity Hospital. 


*,* Messrs. Burroughs Wellcome & Co. are to issue 
this we under the trade-name ‘ Physeptone.’—EbD. L. 


ASHRIDGE 


Sm, —While fully. endorsing the remarks in your 
annotation last week, I should like to commend the 
Ashridge ‘“‘ weekend habit ” to medical men. In the 
comfortable atmosphere of a house-party one can spend 
two days in the consideration of various topics of national 
importance under the guidance of experts. It provides 
one ent opportunities both for informal discussions ‘and 
for learning to speak in public. All opinions are welcome 
and the Ashridge College is not now linked with any 
pontica pay ; 

JOAH BATES. 


poate Gus TEACHING IN OBSTETRICS 


Sm,—I read with great interest your Students’ Guide 
in the issue of Aug. 30, and feel sure that this will be a 
very great -help both to, students and to postgraduates. 
At the same time I was rather surprised and most 
disappointed. that the Combined Postgraduate Teaching 
School in Obstetrics and Gynzecology of Queen Charlotte’s 
and Chelsea Hospital for Women was not mentioned. 
This school is running refresher courses and courses for 
the M,R.C.0:G. and D.R.C.0.G., the deans being Mr. 
H. G. E. Arthure, F.R.C.S., of Queen Charlotte’s and 
Mr. ©. D. Read, F.R.c:0.G., of Chelsea Hospital, with 
a teaching staff outstanding either in obstetrics or in 
gynæcology. The school is recognised by the University 
of London and the Postgraduate Medical Federation. 
Further particulars can be obtained from Miss M. E. 
Taylor, secretary, The Combined School, Chelsea Hospital 
for Women, Dovehouse Street, S.W.3. 


A. J. ESPLEY 


Hellingly, E. Sussex. Vice-chairman. 


ZETIOLOGY OF INFANTILE ENTERITIS 


Sim,—Your leader of Aug. 23 on the epidemiology 
of infantile enteritis was welcome, in particular your 
plea for renewed and more extensive epidemiological 
study. Itis my opinion that valuable etiological informa- 
tion could be obtained by a combined field survey and 
laboratory investigation of the nutritional aspects of 
this disease. In support of this I offer the following 
paragraphs. — 

It has been repeatedly found that the main incidence 
and fatality of infantile diarrhoea falls on the babes of 
the ‘poorer sections of our urban populations, while the 

e seldom attacks the better-off classes. Largely 
from: this, it had been concluded that overcrowding and 
insanitary conditions ‘of the homes of poor people were 
responsible for outbreaks of the disease ; the assumption 
being that infantile diarrhoa was a bacterial infection of 


the gastro-intestinal tract and that adverse housing- 


conditions favoured the spread of bacteria. 


In an epidemiological survey of infantile diarrhea in. 


Dublin during 1942 and 1943, my colleague Dr. J. St. L. 
O’ Dea ! showed that the incidence and fatality of the 
disease was much the same in the overcrowded slum 
districts as it was in many newly built well-planned work- 
ing-ciass. suburbs. The inhabitants of both types of 
area were of the same income-group (more truthfully, 
lack of income group), and indeed most of the occupants 
>f tthe new houses had come from the slum areas. 
Undoubtedly the slum houses, the ‘‘ tenements” of 
Dublin, are overcrowded and often insanitary, but this 
~amimot be said of the houses in the new suburbs. Over- 
sro wading ' and insanitary conditions are therefore not 
aec y associated with the disease, and some other 
.ccompaniment of poverty must be concerned. It is 


1. cee St. L. Irish J. med, Sci. 1944, p. 111. 


ticularly staphylococci. 


probable that malnutrition plays an important rôle. In. 
a survey of the disease i in Honana in 1945, Van Creveld * © 
agreed with this view. l 
Again, field-surveys have dowi that breast-fed infants, 
even of the poorer classes, tended to escape the disease 
while the artificially fed had a high incidence. It has 
been tacitly accepted by some that the protective 
mechanism of breast-feeding fs due to the transfer. of. 
bacteria-free milk directly to the infant, and that the 


- high incidence among the artificially fed is related tothe 


contamination of cow’s milk by pathogenic or faculta- 


. tively pathogenic bacteria. It is now known that maternal | 


milk is commonly contaminated with bacteria, par- 
Moreover O’Dea?-could find 
no difference in. incidence or fatality by dividing the 
artificially fed diarrhoeal infants into two groups—those 
fed on logose “raw” milk, and those consuming high- 
grade bottled milk. This does not support the theory 
that contaminated milk is the source of the disease, nor 
could I incriminate any bacteria isolated from a number 
of milk samples.*, Does human milk contain an anti- 
diarrhoeal factor absent from cow’s milk? . Or is the 
general level of the infants’ nutrition mainly concerned. ? 

Further support that nutritional factors play a part 
in the causation of infantile diarrhcea comes from autopsy 
and liver biopsy material. I found * that the livers of 
infants dying of gastroenteritis showed various degrees 
of degeneration including fatty change and accumula- 
tion or deposition of the brown non-iron-contai 
pigment in and between the liver cells. Similar changes 
were reported by Debré 5 in France, in the livers of 
infantile pellagrins: in South. Africa by Gillman and 
Gillman, and in the tropical nutritional cencipney: 
called’ kwashiorkor by various writers.’ 


Bacteriological studies have shown that. no common 
pathogen exists; although in most epidemics various 
non-lactose-fermenting gram-negative bacilli were iso- 
lated, including B. proteus, B. morgani, various types of 
paracolon bacilli, and in a minority of cases organisms 
of the dysentery and salmonella groups. In other 
outbreaks no incriminatory organisms were round and a 
virus infection was postulated. 


In 1943 I carried out experiments. with young kittens 
in an attempt to reproduce the disease by the oral 
administration of paracolon bacilli freshly isolated from 
the fæces of infants suffering from gastroenteritis. Partial | 
success was achieved, particularly with type-A paracolon 
strains.? At necropsy the successfully infected animals 
showed pathological findings similar to those found in 
human cases. But this feline diarrhoea could not always 
be produced even with a “‘ kitten-passaged ” paracolon 
strain. Too many kittens were resistant and the results 
suggested that another factor was involved. As the 
epidemiological and some of the pathological findings 
pointed ‘to nutrition, an experiment (unpublished) .was © 
later performed to test the combined effect of malnutrition 
with infection. 


Twenty-four kittens, 3-5 weeks old and weighing 8-16 oz., 
were divided into four groups of six animals (A, B, C, and D). 
A and B were fed adequately with cow’s milk and increased 
satisfactorily in weight over a test period of two weeks. 
C and D were fed with diluted skimmed milk in such quantities 
that they put on very little weight over the same test period. 
Then the kittens of B and D groups were given 1 c.cm. of an | 
overnight broth culture of .a paracolon type A strain.’ 
Diarrhæœá occurred in three groups of animals B,C, and D 
whilst all the A animals (controls) remained well. Two B 
kittens (well fed, infected) developed diarrhœa and one died ; 
one C kitten (semi- starved, not infected) developed diarrhoea 
but survived: while five of the D animals (semi-starved and — 
infected) went down with severe diarrhcea and three of these 
died. 

This experiment, although carried out with few 
animals, supports the hypothesis that the previous 
nutritional state is important in determining how many 


« Van Creveld, pe (personal communication), 


2 

_3. Sevitt, S. J. Hyg., Camb. 1945, 

4.. Sevitt, S. Irish J. med. Sci., load, p. 25. 

5. Debré, R. Proc. R. Soc. Med. 1945, 38, 447. 

6. Gillman, J. Brit med. J. are i, 149; Gillman, T., Gillman, J: 
J. Amer. med. Ass. 1945, 1 29, "12: 

7. Williams, C. D. Arch. Dis. Childh. 1933, 8, 4233. Trowell, H. ©. 


Ibid, 1937, 12, 193. 
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among the infected will contract enteritis and how many 
will escape. In other words a dual conception of the 
eetiology of infantile diarrhoea arises—malnutrition and 
infection. The former is the underlying and in general 
the predisposing cause; the latter the usual, exciting 
cause. It may be that the relative rôles played by these 
factors varies from case to case, but in general both 
play a part. Malnutrition prepares the soil; infection 
is the seed. Without one the other is usually 
_ inoperative. l l 

I do not know what is the biochemical nature of the 
malnutrition predisposing to diarrhoea. While I believe 
that most cases arising in the home can be explained on 


this dual hypothesis, I am aware that neonatal outbreaks — 


in maternity homes and nursery epidemics are apparent 
exceptions to this conception of the disease. However, 
the hypothesis is put forward in the belief that it makes 
sense of most of the known facts and in the hope that the 
personnel .of some future investigation will include 
experts-in the field of nutrition. l 
Birmingham Accident Hospital. 


Obituary 


ELLIOTT CARR CUTLER 
HON. C.B., M.D. HARVARD, HON. F.R.C.S. 


WE have already recorded the death on Aug. 16 of 
Dr. Eliott C. Cutler, Moseley professor of surgery at 
Harvard, and surgeon-in-chief of the Peter Bent Brigham 
Hospital, Boston. He was 59, and the greatest contribu- 
tions of his later years were made in Europe as chief 
consultant in surgery, and chief of professional services, 
in the medical branch of the United States forces. 
He will be remembered as a fine surgeon, a great teacher, 
a. gay crusader, and a good friend. 

The Cutlers are of New England Puritan stock, 
originally from Norfolk, and latterly they have been 
‘noted athletes. Elliott Cutler was captain of the 
Harvard crew in 1909 and president of the Harvard 
Alumni Association in 1940. After graduating in 1913 
he spent some time in Germany, 
where (as he related in his 
Linacre lecture 1) he acquired 
a distaste for German manners. 
After war broke out in 1914 
he went to Paris in charge 
of the first Harvard medical 
unit, and in 1916 he was 
commissioned in the British 
Army. In the following year 
he rejoined his compatriots, 
and for his work in for- 
ward surgical units, and his 
able organisation, won the 
Distinguished Service Medal. 

Returning to Harvard as 
assistant to Harvey Cushing, 
Cutler became a pioneer of 

| cardiac surgery, and in 1923 
was the first to tenotomise the stenosed valves in mitral 
stenosis, with survival of the patient. His surgical 
courage was outstanding, but always based on thought 
and on experiment. ‘With S. A. Levine and .other 
colleagues at Harvard he introduced total thyroidectomy 
to relieve heart-failure, and his name is associated with 
advances in the surgery of the central nervous system, 
the autonomic nervous system, and the gall-bladder. 
With R. Zollinger he produced in 1930 an atlas of surgical 
operations which became a standard guide for the 
younger surgeons and interns of America. But though 
he wrote much, his influence was greatest through 
example and demonstration, and his theme was ever 
gentleness and respect for the tissues, avoiding hurry and 
operation by the clock. He taught a rising generation 
of surgeons the need.for thoroughness, and his work at 
Harvard was, as-he put it, to carry on a ‘‘ school for 
safety in surgery.” 

After an interlude of eight years as professor at the 
Western Reserve Medical School at Cleveland, Ohio, 
Cutler in 1932 succeeded his old chief, Harvey Cushing, 


1. Lancet, 1944, 1i, 427, 


S. SEVITT. 


in the Harvard chair. A lieut.-colonel on the reserve, 
he was called back to active duty in 1942 and came 
to England with the first wave of U.S. medical units, 
as chief consulting surgeon. He had many friends 
here, some dating from the previous war, and others who 
had visited him at his home. But his genius for friend- 
ship was such that no introductions would have been 
necessary. His reputation had’ preceded him and his 
place was ready for him in the medical circles of the war, 
in the consultants’ meetings at the War Office, and among 
his surgical colleagues. His personal attraction, his 
clear vision, and his enthusiasm always gave him a 
willing and attentive hearing. He took the initiative 
in the organisation of the inter-allied conferences on 
war medicine held at the Royal Society of Medicine, and 
spared no pains to make them a success. When the war 
was over he returned to his beloved Boston, The 
sentence of death which came upon him in the full 
flood of activity was never allowed to interfere with his 
plans and he worked to the end. , a 


Mr. A. E. Porritt writes: 
Cutler, though not unexpected, leaves an acute—almost 
poignant—sense of loss which for many in this country 
must be nearly. as-deep as it is in his native America. 
As one who was privileged to work in close contact 
with him during the last three years of the war, to 
deputise for him for a short period in his chair of surgery 
at Harvard, and to share in his home life in Boston, 
I find it difficult to write of him in commonplace phrases. 

“ For Elliott Cutler was unique in many unique ways. 
The bare facts of his life and career—his being born of an 
old New England family which has always lived and still 
does live in Boston; his brilliance at school and as an 
undergraduate at Harvard ; his part in the first world 
war as a young medical officer; his rapidly and-ever- 
expanding sphere of surgical influence between the two 
wars; his invaluable services in the second world “war 
as senior consultant in surgery to the U.S. Army in the 
European theatre of war, and finally his well deserved 
acceptance as one of America’s leading surgeons in this 
difficult post-war era, with all the responsibilities and 
activities such recognition demanded—these, great. as 
each individual phase is if analysed, seem but the back- 
ground to a personality as dynamic, efficient, and 
courageous as it was perpetually boyish, friendly, and 
lovable. i an l 

“ Eliott must have Deen a success in any walk of 
life, not so much because he possessed mental and 
physical attributes far beyond the ordinary, but because 
he actively and joyously loved life—all of it. In a 
front-line operating-tent, at a clinical meeting, saili 
his dinghy, ‘ making rounds’ at hospital, in his office, 
at a dinner-party, he exuded illimitable vitality. 

“ A man of deep largely unspoken beliefs, he knew 
he had the gift of making friends—real friends—and to 
him friendship was almost a religion. 
greatest friend, his children and his family were close 
seconds, and his home life was a thing of real beauty 
because of it. His surgical colleagues were his friends ; 
his resident staff were his friends; his patients were his 
friends; his comrades-in-arms were his friends—and 
to all and every one of them he gave to the full. 

“ In this country during the war, apart from all he 


` achieved (and only a few in high places know how much 
that was) for his own service, he did more to foster and © 


advance Anglo-American surgical relationships than any 
man of his generation. And he did it with that tact, 
that ease, that dry.sense of humour, that clear incisive 
thought, and always that irresistible energy that 
endeared him to all with whom he came in contact. 
He really loved this country and genuinely admired its 
surgery. One of the wishes closest to his heart was that 
interchanges in staff between his country and ours should 
be facilitated and developed to the full. He believed 
in the youth of both countries and spared no pains to 
encourage them, and they both trusted him and loved him. 
No more worthy honorary fellowship of the College of 
Surgeons was ever awarded than that given to him in 
1943. 

‘‘In his own country honours—national, surgical, and 
personal—poured in on him; but innately modest he 
looked on these as tributes to his work, not to himself. 


“ The passing of: Elliott 


His wife was his | 


| 
| 
| 
| 
| 
| 
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In his hospital he was just ‘ the chief ’—a beloved figure 
whom everybody knew was a skilful surgeon, a superb 
teacher, an excellent administrator. But beyond all 
that he was just the life and even more the soul of 
the place. He continued in harness right up to the very 
end, and’ no more gallant fight against quite impossible 
odds was ever fought. It was no easy task to follow 
Harvey Cushing ; but when time in due course evaluates 
the two men, one feels that, though perhaps in quite a 
different way, Elliott Cutler has done no less for American 
surgery than his distinguished predecessor. 

‘ Blliott the man has gone; his example, his dreams, 
his friendship live on in a thousand and one places on 
both sides of the Atlantic. He was a man amongst 
men; his zest for life lives on after him. His passing 
leaves the world a poorer place, but for those who knew 
him it must always be a richer.” . 


Mrs..Cutler survives him with four sons. 


THOMAS JOHN CAREY EVANS 
KT., M.C., M.D. BRUX., F.R.C.S. 


; Sir Thomas Carey Evans, who died on August 25 at 
the age of 63, had retired from his post as medical 


superintendent at Hammersmith Hospital in 1944. His - 


friends had hoped that he would enjoy some years of 
quiet retirement on his farm at Criccieth. 5 
The son of Dr. R..D. Evans, of Blaenau Festiniog, he 
studied medicine at Cardiff, in London at St. Bartholo- 
BE mew’s Hospital, and in Glas- 
gow. Qualifying in 1905, he 
held house-appointments and 
studied abroad before he entered 
the 1.m.s. In 1910 he took his 
F.R.C.S. and was appointed 
surgical specialist to the Luck- 
now division. Soon afterwards he 
joined a punitive expedition 
against the Abors, a tribe of 
head-hunters on the Assam 
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recently added the heads of 
some British officials to their 
collection. 
senior medical officer of the 
Mishmi party which explored 
a tract of unknown country 
between Tibet and the N.E. 


Press Portrait Bureau 


Frontier of India and mapped 


_ part of the unknown course_of the Brahmaputra. 


. During the 1914-18 war Carey Evans accompanied 
the Indian Expeditionary Force to Egypt. He served 
through the whole of the Gallipoli campaign and was 
_ awarded the m.c. for gallantry in action. After the 
evacuation of Gallipoli he was transferred to the 
Mesopotamia Field Force, and in 1917, as civil medical 
officer of Bagdad, he had to organise medical relief 
for the civilian population and do most of the surgery 
.of the town. To add to his difficulties it was a year 
of E DHONA T hot weather and there was a severe 

of cholera. Young and energetic, he worked 
unceasingly under conditions which made a severe call 
` on his courage and physique, and his services were 
rewarded by a brevet majority, the Legion of Honour, 
and three mentions in despatches. 

On his return to India he was appointed residency 
medical officer to the State of Mysore; in 1921 he was 
selected to be surgeon to the Viceroy, and in 1924 he 
was knighted. A few years later he retired from the 
I.M.S. for the sake of his children’s education. 

Carey Evans was appointed surgeon to St. Paul’s 
Hospital and to the Hospital for Tropical Diseases 
and practised for some years in London, till in 
1933 he took ‘up the appointment of medical superin- 
tendent of Hammersmith Hospital. The British Post- 
graduate Medical School was to be established in 
association with this hospital, and it was a fortunate 
chanee for the school that placed Sir Thomas in control 
of the hospital. Colonel Proctor, to whom we are 
indebted for much of this memoir, writes: “I had 
known of Garey Evans in the service mainly by reputa- 
tion, as a brilliant and promising officer. I had seen 
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frontier whose young men had 


Later he became. 
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him toasted and heard him cheered at I.M.S. dinners, 
but it was not till we became associated at the British 
Postgraduate Medical School that I really got to know 
him. The school opened in 1935 and problems arose 
in adapting . municipal hospital practice to teaching 


„school requirements, but Carey Evans invariably found 


an amicable solution. Impulsive by nature he would 
at times react violently to actions of the staff, but 
these explosions were so genuine and so part of the 
character of the man that they never left any ill feeling 
and often cleared the air. First and foremost in his 
mind was the comfort and welfare of his patients, and 
next the smooth working with the school. 

“The outbreak of war brought the hospital into- the 
Emergency Medical Scheme. As it was situated ‘in a 
heavily blitzed area, the maintenance of the hospital’s 
efficiency caused him much anxiety. Fearless himself, 


.whenever “bombs were falling near he-would at once 


go round the outside of the hospital to make sure his 
blackout was still complete. Carrying a risk, it was not 
a duty he would delegate to others. When the Home 
Guard was formed he was one of the first to join. He 


would not accept any promotion but attended all parades . l 


and exercises, until his youngest son, also a member, 
took alarm and persuaded him to leave out the more 
strenuous, as.being too severe for a man of his age. 


Carey Evans always liked people around him and 


dispensed a generous hospitality to old and young. He 
was happiest when he had his family at home, and 
at Hammersmith he kept open house during the war 

for their friends as well as his own. | 


“ In 1944 he retired from the hospital on the age-limit, 
and took up farming at Criccieth. He set to work with 
all his old enthusiasm, and, ably backed by his wife, 
Lady Olwen Carey Evans, the eldest daughter of the 
late Lord Lloyd George, in three years. had transformed 
a somewhat neglected place into a modern and efficient 
farm. I asked hien how he had survived the severe 
winter this year. His answer was characteristic. ‘ Not 
too badly! Lost a few lambs but did well with the 
oe Carey Evans could always see the brighter side 
o e. 

“ He loved Wales and was well versed in its early 
history and literature, and spoke Welsh fluently. On a 
fishing expedition he would stop for a chat with every 
one he met, and in a few minutes you saw tinkers, 
tramps, poachers, labourers, or landed gentry apparently 
reviving a friendship of years. He was full of good will 
to all men, 'and one could not fail to recognise it.” 

“It is over thirteen years since I first met Carey 
Evans,” writes Prof. Lambert Rogers, “ in the early days 
of the British Postgraduate Medical School when I had | 
the privilege of assisting Professor Grey Turner in 
organising the surgical work. Sir Thomas, then super- 
intendent of the Hammersmith Hospital, Colonel Proctor 
the dean, and Captain Scotland the secretary, formed 
a triumvirate which gave the administrative side of the 
school a grand beginning. Carey Evans was always 
most helpful and codperative, and ever cheerful—I never 
once saw him put out or in any way depressed—and 
being a surgeon himself he was highly sympathetic to 
our problems. He was a friend to us all at a time 
when the new school was an innovation and something 
of an experiment, and when those of us who were the 
first members of its staff were to a certain extent strangers 
in a strange land.” 


JOHN WILLIAM HUNTER 
M.D. EDIN., B.HY. DURE. 
Dr. J. W. Hunter, medical officer of health for Ipswich, 


' died on Aug. 26 at the age of 47. From Dunfermline 


High School he went to the University of Edinburgh, 
where he graduated in medicine in 1924, and four years 
later he took his diploma and degree in’ hygiene at 
Durham. From 1926 onwards he held posts in the 
public-health service at Newcastle-on-Tyne, Norwich, 
Blackburn, Walsall, Portsmouth, and Kensington. In 
the last three, as deputy medical officer of health, he 
built up a reputation as a sound administrator, and 
in 1937 he became M.o.H. for Ipswich. Under his guidance 
the municipal hospital was modernised and staffed by 
consultants from the town, and this work will stand as a 
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memorial to him for many years to come. During the 
war his organisation of the medical side of civil 
defence won the admiration of his council ; it is said in 
Ipswich that John Hunter attended every ‘‘ incident ” 
and directed the medical services on the spot. He was 
also chairman of the local medical war committee. 


In the Society of Medical Officers of Health he was an. 


energetic and successful secretary of the Eastern branch, 
and he was on the council both of the society and of the 
Royal Sanitary Institute. 

‘ It was only necessary to know Hunter to like him,” 
writes J. F.- “ All those under whom he worked were 
impressed by his loyalty. He had a kindly nature and 
did much to help those subordinate to himself. Indeed, 
to them he regarded himself as a friend, with all the 
obligations which that word connotes. He endeavoured 
to find good in everybody and was one of those few men 
who have no enemies.” Dr. Hunter leaves a widow and. 
two sons. . 


HENRY LAING GORDON 
M.A. EDIN. 


Dr. H. L. Gordon, who died at Ngong i in Kenya on 
Aug. 10, will be remembered for his laborious work on 
the mental capacity of East African tribes and for his 


appeal for codperative research into the causes of native 


backwardness. 

He was born at Penrith in Cumberland in 1865, of 
Scottish descent, and he qualified at Edinburgh University 
in 1889.’ A serious illness made it necessary for him to 
live abroad and for many years he practised in Italy, 


South Africa, and Portugal. For some time after the 


1914—18 war he was physician to the London Neurological 
Clinic, mental specialist to the Ministry of Pensions, 
and assistant at the West End Hospital for Nervous 
Diseases. 

In 1925, at the age of 60, he was attracted by reports 
of Kenya to take up a medical farm at. Koru, which he 
described as ‘‘ a very interesting and very unsuccessful 
experiment.” Some three years later he moved to 
Nairobi, where he set up in consultant practice as a 
neurologist. During most of this period he was visiting 
See ater to Mathari Hospital ; where he was responsible 

r far-reaching improvements in the buildings and in 
the methods of treatment, transforming an almost 
medieval lunatic asylum into a modern mental hospital. 

In his retirement at Ngong he maintained the closest 
association with his profession, and at thé age of 80 
he read to the Kenya branch of the British Medical 
Association a constructive paper.on Secial Reform in 
Kenya. He was founder-member and member of council 
of the British Balneological and Climatological Society, 
a. fellow of the Society for Study of Inebriety, and a 
member of the consultative council of the Eugenics 
Society. 

With Dr. F. W. Vint, he conducted sonnel into 


mental deficiency in the East African native and on. 


nervous and mental diseases due to syphilis or yaws, 
which was the background of the memorandum, A 
Research Required in Kenya, which he presented to 
Lord Hailey in 1937. 


Appointments 


Brown, J. D., M.B. Aberd., D.M.R.: radiologist, Dudley Road 
Hospital, Birmingham. 

GRACE, R. F. T., M.D. Edin., M.R.C.P. : physician i.c. department of 
psychological medicine, Miller General Hospital, Greenwich. 


‘Manchester Royal 


Infirmary : 
CHARNLEY, JOHN, M.B. Mano., F.R.C.S. : asst. ionida surgeon. 


GRIFFITHS, D. L., M.B.E., B. 80., M.B. Manc., F.R.C.8.: asst. ortho- 
peedic surgeon. 
Savona, H. T., B.SC., M.D. Manc., F.R.C.s8. : asst. surgeon. 


WILKINSON, J. F., M.SC., M.D. Mano., F.R.C.P.: physician i.c. 


department of hematology. 


Hull Royal Infirmary : 
BLACKBURNE, J. R., 
WALTON, PETER, M 


Colonial Service: 
KIRKALDY-WILLIS, W. H., M.B. Camb., F.R.C.8.E. : M.O., Kenya. 
PITCHFORD, R. J., M.R.C.S.: M.O., Tangany ika Territory. 
SLOMINSKI, J. Z., M.B. ‘Polish School of Medicine : 
Windward Islands. 
SMITH, J.-F., 


M.B. Lond., F.R.C.8. : 
B. Edin., F.R.C.9.E. : 


surgeon. 
asst. surgeon. 


M.O., 
M.B. Glasg. : M.O., Uganda. 


OBITUARY— APPOINTMENTS 


` preceding weeks. 


“when this proportionate increase becomes 
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Poliomyelitis and Polioenéephatitis 


_ THE notifications of poliomye litis in England and Wales 
during the week ended Aug. 23 numbered 626. This is a 
slight reduction on the previous week (646), The 
Ministry of Health takes the view that the weekly figures 
may continue to be of a similar order for’ m 
weeks, or possibly for several months, and that the 
decline in prevalence which i is to be anticipated with the 


35 700 


LOGARITHM OF NO. 
rn NY w 
© on © 
ABSOLUTE N°. OF NOTIFICATIONS 


h 


28 30 32 34 36 38B 40 
WEEK NO, 


22 24 26 


- approach of winter will not be as rapid as the rise which 


occurred in June and July. 
‘Figures for the various areas compared with those for 
the previous week (given in parentheses) show that only 


London 115 (89) recorded a considerable increase. 
n Durham 33 (39), Lancashire 65 (71), Middlesex 36 
(32), ‘Surrey 26 (39), Warwick 26 (37), Yorks, West 


Riding 49 (44), and East Riding 11 (18) the changes 
appear to indicate a general tendency either to a 
temporary stability or the beginning of a decline. . 

There were 50 notifications of polioencephalitis, a 
figure of the same order as for the two preceding weeks 


(45 and 56). 


In the last few weeks, though the upward tr end in 
the absolute numbers of weekly notifications of polio- 
myelitis continued, a hopeful sign was the persistent 
decline in the rate at which these absolute figures were 
mounting. In the weeks ended Aug. 2, 9, and l6. 
the totals were 48%, 27%, and 14% of the total in the 
Epidemic curves of the present type | 
tend very roughly to follow the hump-shaped form of. 
the ‘‘ normal ” frequency distribution whose peak occurs 
zero. In. 
practice, the trend of this rate of change can best be 
watched by plotting (as in the figure) the logarithms | 
of the numbers of notified cases in consecutive weeks. | 
The vertical distance between two points on this logarith- 
mic scale—i.e., the difference between their logarithms 
—represents the ratio of one number to another and | 
indicates the size of the proportionate increase. A | 
consistent rate of increase (as in the 22nd to the 29th 
week) is indicated by a series of equal upward ‘steps 
which can be joined to form a straight line. At the 
31st week, however, this steady upward trend changed | 
and a flattening logarithmic curve indicated a slowing 
down of the rate of increase. There is as yet no mathe- 
matical certainty in epidemiological prediction, but the 
rapid fall in the rate of increase to a value near Zero 
in the 31st to 33rd weeks suggested that, at least in the 
present phase, the tide was about to turn. 

The total for the week ended Aug. 23 for the first 
time. shows an actual decline, and the fact that this 
follows the trend of the preceding weeks suggests that 
the fall will continue, but the Ministry’s cautious yiew is | 
no doubt based on the recollection that September has i in | 
the past been a month of high prevalence. | 


Infectious Disease in England and Wales 
WEEK ENDED AUG. 23 


Notifications. —Smallpox, 0; scarlet fever, 
whooping-cough, 1818; diphtheria, 147 ; role hoi i 
23; typhoid, 12; measles (excluding rubella), 3278 ; 


x 
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pneumonia (primary or infiuenzal), 233 ; cerebrospinal 
fever, 49; poliomyelitis, 626 ; polioencephalitis, 50 ; 
encephalitis lethargica, 1 ; dysentery, 75; puerperal 
pyrexia, 150; ophthalmia neonatorum, 79. No case 
= cholera, plague, or typhus was notified during the 


éek. 

Deaths. —Th 126 great towns there were no deaths from 
enteric fever, 1 (0) from scarlet fever, 4 (2) from 
diphtheria,.5 (0) from measles, 8 (1) ‘from whooping- 
cough, 61 (10) from. diarrhcea and enteritis under two 
years, and 5 (0) from influenza. The figures in 
parentheses are those for London itself. 

The number of stillbirths notified during the week 
was 214 (corresponding to a rate of 25 per thousand 
total E including 25 in London. 


E suey of the Week 


i a SEPT. 7 TO 13 | 
Mondàyi 8th i - 
ROYAL COLLEGE OF pa ual Lincoln’s Inn Fields, W.C.2 


3.45 P.M. Dr. L. E: Glynn: Atrophy and Hypertrophy. 
5PM. Dr.M. Kremer : Concussion: 


Tuesday, 9th 
Roya COLLEGE OF SURGEONS 
3.45 Pw. - Prof. A. C. Frazer 
5 P.M. ‘Prot. D. E Cappell : 
Wednesday, 10th 
ROYAL COLLEGE OF SURGEONS 
eek A tee Prof. John Kirk ; Gross fone of the Spinal c Cord. 
5P Prof. J. H. Dible: Inflammation, Tissue Reaction, and 
-- ` Repair.’ (First. lecture.) 
Thursday, lith 
YAL COLLEGE OF. SURGEONS l 
3. 5. P.M, P ‘John Beattie: : Autonomic Mechanisms of the 


rain 
6 P.M. Professor Dible : Inflammation, Tissue Ponchon; and 
- - Repair., (Second lecture.) Ei 


Friday, 12th . 


ROYAL CoLLEOÈ” OF aunauoxe 
2 45 P.M. Sore Beattie : Micturition and its Disturbances. 
5 P.M. | Prof. J.H - Biggart : Pathology of Head Injury. l 


Births, Marriages, and Deaths 


` BIRTHS 


Fat Dirai and Absorption. 
‘Rhabdomvoma. 


CURRAN gy Rug. 26, in London, the wife of Dr. Desmond Curran | 


—@ 801; 
DAVIpsON.—On Aug. 27, at St. Leonards-on-Sea, the mite of Dr. I. E. 
| A -Davidson—a son. 
22, at Colombo, the wife of Surgeon Lieut. - 
Eeter Fuller, R.N.—a daughter 
22, in London, to Dr. Ursula M. Gillott (née 
Bailey), aie eS of Mr. J. A. Gillott—a son 
HuTCHISON.—On Aug. 28, the wife of Mr. J. B. Hutchison, F.R.C.S.— 
@ son. -> 
POLLARD ——On ` Aug.. 1, a _Elburton, the wife of Captain B. R. 
Pollard, R.A4.M.C.—8 8 


SARGENT.—On Aug. 22, at Winchester, the wife of Dr. Frank | 


Sargent—a son. . 
WaARBURTON.—On ‘Aug. 20, the wife of ‘Major-General J. R. N. 
. Warburton, late R.A.M. č —a daughter 
WRIGAT.—On Aug: 22, at Kenilworth, the wife of Dr. E. G. Wright 


—a daughte 
MARRIAGES 


GouGcH—LEE. —On Aug. 26, at Torquay, C. W. C. Gough, major, . 


_ R.A.M.O., to Clara Lee, major, R.A.M.C, 
Wargine—Evans. —On Aug. 23, at Glais, Swansea, David Ainsley 
Wa tkins, M.R.C.8., to Joy Margaret Evans. 


DEATHS | . 
ALLAN. —On Aug. 27, at “Wells, Herbert William ‘Allan, 0.B.E., 


BARKAS. Pers July 30, at York, Thomas Cook Barkas, 0.B.L., 
M.B. Durh., aged 83. 
Evans.—On Aug. 25, at Criccieth, Sir Thomas John Carey Evans, 
M.C., M.D. Brux., F.R.C.S. 
FULTON. ”_On Aug. 18, at New Delhi, George Keith Fulton, C.B.E., 
ALB: Glasg., D.P.H., acting brigadier, R.A.M.C., aged 52. 
HUNTER.—On Aug. 
D.P.H. 
LEMPRIERE.—On Aug. 28, a Ware, Herts, 
Lempriere, 0.B.E., M.B. Man 
; —On Aug. 22, ‘at Bath, Arthur Edward Peake, M.R.C.S. 
Pocock.—On Aug 21, at Newquay, Herbert Innes Pocock, C.M.G., 
M.R.C.S., oplonél: late R.A.M.C., retired, aged 86. 


FILM ON EXANTHEMS. —Dr. Ronald MacKeith wants to 
trace a colour film on the exanthemata which is said to havo 
‘been shown in England. 


é. 


BIRTHS, MARRIAGES, AND DEATHS 


26, John William Hunter, M.D. Edin., B.HY., 
Lancelot Raoul 


[suer. 6, 1947 375 | 


Notes and News 


RADIOACTIVE ELEMENTS 
THE ‘U.S. Atomic Energy Commission has lately released 


information about the first year’s commercial production of 
radioactive elements by the uranium chain-reacting pile of 


the Clinton Laboratories at Oak Ridge, Tennessee. 1092 


>- shipments of more than 100 elements were made to scientific 


and industrial research institutions. Specially labelled, lead- 
shielded containers allow shipments to be made by road, rail, 
and air so that there is no hazard to transport staff. Undevel- 
oped photographic film is the only merchandise likely to be 
affected by long proximity to such a cargo. With isotopes of ’ 
short half-life, such as radio-potassium (12-4 hours), and radio- 
gold (2-7 days), specially fast transport is arranged from. the 
laboratories to the customer. 

= Before the chain-reacting pile was available, radioactive 
tracer materials were produced in the cyclotron. Here 


‘production was limited in quantity and costs were high—for 
. example $1,000,000 per mc. of C!* compared with $50-for 


the same amount now produced in the pile. Even with the 
vastly increased output of the pile the demand exceeds supply, 
and distribution is made on the recommendations of an 
advisory committee which decides: priorities. Demands for , 


medical application get special consideration. 


Therapeutic uses of radioactive phosphorus in polycythemia 
vera and leukemia, and radioactive iodine in hyperthyroidism 
and some thyroid carcinomas, have already been reported ; 
but it is thought (P. F. Hahn): that only about 9 of the 450-odd 
known radioactive isotopes will be therapeutically valuable. 
The main usage therefore of these materials will be as tracers 
and research tools, enabling investigators to study many 
physical, chemical, and biological -phenomena not fully 
understood. - “ 


MEDICAL DIRECTORY 


Tue Editor writes: “To maintain the accuracy of our 
annual volume we rely upon the return of our schedule, which 
has been posted to each member of the medical profession. 
Should the schedule have been lost or mislaid we will gladly 
forward a duplicate upon request. The full names of the doctor 
should be sent for identification.” Applications should be sent 


‘to him, c/o J. & A. Churchill, 104, Gloucester Place, London, 


W.1. 
NEW ZEALAND SCHOOL DENTAL. SERVICE 
EvIDENCE that the condition of New Zealand school- 


children’s teeth has improved tremendously since the intro- 


duction of the State school dental service.in 1921 was given 
by Mr. W. B. Tennent, the president, at the New Zealand 


Dental Association’s recent annual meeting at Auckland. 


When the scheme started, he said, the ratio of extractions to 
fillings was 114:5 to 100. Now it was 6-3 to 100. At first, 
parents were asked to pay an annual nominal sum for each 
child, but some years later the service was made free. The 
government had now extended the free service to include 
children up to 16 years, the intention being to extend it to 


. 19 years as time and personne! allowed, However, though 
_ the number of dental students had risen and today there were 


245 at dental school, it would be 20 or 30 years before free 
dental service could be given to all. 


University of Cambridge 

Dr. A. M. McFarlan has been scbeinted to the ai 
in the new department of human ecology (Lancet, 1947, i, 
718). 
- Dr. McFarlan tag he MB. in the University of Edinburgh 
in 1935, and in the following year took his M.B. Camb. A senior. 
president of the Royal Medical Society of Edinburgh, he was 
awarded a Vans Dunlop scholarship in bacteriology a 1935, and 
later a Walter Dixon scholarship of the British Medical Association. 
He is a demonstrator in bacteriology at the London School of 
Hygiene, and during the war was a member of the research teams 
studying infective hepatitis at the American Red Cross Harvard 
Field Hospital Unit at Salisbury and later at the Medical Research 
Council’s laboratory at Cambridge. 


University of Leeds 
Dr. T. A. Divine has been appointed senior daniinisteative 
officer of the medical school. 


Dr. Divine, who is the son of the late Dr. Thomas Divine of 
Fartown, graduated M.B. at the University of Leeds in 1933, after- 
wards joining the Malayan Medical Service. During the war he was 
a prisoner-of-war in Singapore and lately he has been an assistant in 
a general practice in Worcester. 


` 
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University of Bristol 


Dr. A. V. Neale has been appointed the first professor of 
child health and pediatrics in the university. 


Dr. Neale, when he graduated M.B. at the University of Birming- . 


ham in 1926; was awarded gold medals in medicine and surgery, 
and the following year he obtained his M.D. with honours. After 
holding house-appointments at the Queen’s Hospital, Birmingham, 
he visited Harvard University with a Rookefeller scholarship. In 
1927 his association with Birmingham Children’s Hospital began 
when he has appointed resident medical officer. Later he became 
pathologist and afterwards he joined the honorary staff. He is 
also a member of the staff of the United Hospital and the West 
Bromwich General Hospital. In 1939 he was elected F.R.c.P. His 
pop lienea work includes papers on celiac disease and Graves’s 
sease in children. l 


University of London 


Dr. William Burns has been appointed to the university 
chair of physiology at Charing Cross Hospital medical school, 


Dr. Burns took his B.8c. at the University of Aberdeen in 1932, 
his M.B. three years later, and his p.sc. in 1943. After qualifying 
he became assistant and later lecturer in the department of physio- 
logy at Aberdeen. During the war he was a member of the staff 
of the Royal Naval scientific service and in 1946 he was retro- 
apectiyely appointed its principal scientific officer. Later he joined 
the headquarters staff of the service as physiologist to the director 
of physical research. This year he was appointed officer-in-charge 
of the R.N. physiological laboratory. 


Mr. A. E. W. Miles, M.R.C.S., L.D.8., has been appointed to , 


the university readership in dental surgery and pathology 
at the London Hospital medical college, and Dr. David Slome 
to the university readership in physiology, and Dr. E. W. 
- Walls to the university readership in anatomy at Middlesex 
Hospital medical school. 

The title of professor of bacteriology as applied to hygiene 
has been conferred on Dr. J. C. Cruickshank, and the title of 
reader in medical mycology has been conferred on Dr. J. T. 
Duncan, in respect of the posts held by them at the London 
School of Hygiene and Tropical Medicine. 


Postgraduate Course at Leeds 
The University of Leeds is holdirig a two-week refresher 
course for general practitioners, beginning on Monday, 


Nov. 3. Further particulars will be found in our advertisement 
columns. 


Society of Apothecaries of London 


At a court of assistants held on Aug. 19, with Dr. C. 
‘Thackray Parsons, the retiring master, in the chair, Prof. E. C. 
Dodds, F.R.S., was elected master for the ensuing year, and 
Dr. A. P. Gibbons and Mr. D. C. L. Fitzwilliams, wardens. 

The following were sworn-in as examiners : Samuel Oram 
(medicine), A. Dickson Wright (surgery), and N. S. Plummer 
(materia medica and pharmacology). 

The following were admitted to the freedom of the society 
by redemption : : 

Sir Alfred Webb-Johnson, George Augustus Frank Holloway, 
Lewis Herbert Savin, Sir Ernest Gowers, Horace Evans, John 
Cahill, Harold Ewart Mitchell, William Harwood Cartisle, Leslie 
Gerald Matthews, Walter McGeorge, Lord Hacking of Chorley, 
William Gordon Sears. ` 

The 1L.M.8.S.4. was 
following : 


W. Whitchurch, M. Klein, P. H. Bevis, J. A. Stewart, W. 
Littlestone, C. Livingston, M. E. N. Smith, J. G. M. Anderson, 


A Rheumatology Unit 


The Royal Free Hospital unit of rheumatology has now 
been formed. Its inpatient department is at the North 
Western Hospital, Lawn Road, London, N.W.3, and the 
outpatient department, as formerly, is the arthritis clinic of the 
hospital which is in Gray’s Inn Road, W.C.1. Doctors who 
wish to see the unit, or to refer patients, are asked to ring 
Terminus 4331, extension 73. 


Ophthalmologists and the New Service 


At a meeting of the Faculty of Ophthalmologists, held on 
July 11, it was agreed that as the appointed day for the 
beginning of the National Health Service had been postponed 
the appointment of the medical members on the professional 
committees to prepare lists of participants ‘in the supple- 
mentary eye service should be deferred until the reaction 
of the eye services committee had been obtained. It was also 
announced that a hospital services committee had been set up 
“ to consider facilities for ophthalmological services, including 
education and research, under the National Health Service.” 
Representatives from the universities and teaching and other 
hospitals have been invited to form regional subcommittees 
in Scotland, the Provinces, and London, and to submit plans. 


granted upon examination to the 
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Mexican Congress 


The second Mexican Congress of Medicine will be held at the 
General Hospital of Mexico City from Nov. 9 to 15. 


Royal Appointment 


Prof. L. S. P. Davidson has been appointed an honorary 


.physician to the King in Scotland, in succession to the late 


Dr. John Cowan. 


World Health Organisation 


The interim commission of the World Health Organisation 
began its fourth session at Geneva last Saturday. Besides 
reports on the WHO’s missions in China, Ethiopia, and Greece, 
its fellowship programme, and its epidemiological reporting 
services, the commission is considering a wide range of subjects 
including alcoholism, cancer registration, insulin require- 
ments, and influenza. ; 


Food and Drink Infections 


The Central Council for Health Education is to hold a 
conference on this subject at Friends House, Euston Road, 
London, N.W.1, on Thursday, Oct. 9. Lord Woolton, the 
president of the council, will be in the chair, and representatives 
from local authorities and from the manufacturing, distribu- 
ting, and catering branches of the food industry will be invited 
to attend. Further information may be had from the 
secretary of the council, Tavistock House, Tavistock Square, 
London, W.C.. > 


Course on Rheumatic Diseases . 


A weekend course for general practitioners and demobilised 
officers is to be held at the rheumatism unit of the London 
County Council at St. Stephen’s Hospital, Fulham Road, 
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S.W.10, on Oct. 25 and 26. The course is being opened by . 


Lord Moran, P.R.c.P., and the lecturers will include Sir 
Adolphe Abrahams, Sir Themas Fairbank, Mr. A. G. Timbrell 
Fisher, Dr. Francis Bach, Dr. Grace Batten, Dr. Blake 
Pritchard, Dr. Philip Ellman, Dr. G. D. Kersley, and Dr. 
David Shaw. Details may be had from the Fellowship of 
Post-graduate Medicine, 1 Wimpole Street, W.1. l 
Regional Board Appointments i 
The Liverpool Regional Hospital Board is reported by th 
Liverpool Post (Aug. 26) as having received 48 applications for 
the post of senior administrative medical officer. Those 


. short-listed are Dr. Arnold Brown (m.o0o.u., Cheshire), Dr. T. 


Morrison Clayton (M.0.H., Coventry), Dr. Leonard Findlay 
(superintendent Broad Green and Mill Road Infirmary, 
Liverpool), Dr- T. Lloyd Hughes (m.o0.m., Middlesbrough), 
Dr. H. A. Raeburn (a senior M.o., Ministry of Health), and 
Mr. David Wilkie (medical superintendent, Clatterbridge 


a 


County General Hospital, Cheshire). Of 144 who applied for- 


the post of secretary, 6 have been short-listed. i 


Congress on Tropical Medicine 


The 4th International Congress on Tropical Medicine and 
Malaria will meet in Washington from May 10 to 18, 1948, 
under the sponsorship of the American Department of State. 
Dr. Thomas Parran, surgeon-general of the U.S. Public 
Health Service, is chairman of the organising committee, 


- There will be twelve scientific sections, and visits will be 


made to the National Institute of Health in Bethesda and 
to the laboratories of the. Department of Agriculture in 
Beltsville. Sessions will be held to commemorate the 50th 
anniversary of the discovery by Ronald Ross of the way in 
which malaria is transmitted, and the demonstration by 


Walter Reed of the mosquito transmission of yellow fever. ~ 


Further information may be had from the executive secretary 
of the congress, Department of. State, Washington 25, D.C., 
U.S.A. f i . 


As chairman of the standing advisory committee on 
nutrition of the Food and Agriculture Organisation, Lord 
Horder is attending the Geneva meetings next week. 


North Borneo now has its own modical journal in Simpalil, 
which is published by the colony’s medical department, 
principally for the instruction of the department’s staff. 


Acta Urologica, hitherto published in Hungarian, is now 
printed in English, French, Russian, or German, with 
summaries in each of these languages; the journal will 
appear six times a year. 


CorRIGENDUM.—In our leading article of Aug. 23. on 
Agene and Canine Hysteria (p. 284) the quantity of NCI 
added to flour should read 3 to 8 grammes per sack (280 1b.). 
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GASTRECTOMY 
A HUMAN EXPERIMENT 
Sir Heneacr Ocitvie 
K.B.E., D.M., M.Ch. Oxfd, F.R.C.S. 
SURGEON TO GUY’ S HOSPITAL 


For half a century the mechanism of gastric secretion 
- and the causes of peptic ulceration have been studied 
almost entirely through experiments carried out on 
dogs in the laboratory by scientists with little knowledge 
of clinical medicine and no access to patients. During 
the same period the continuous human experiment 
of gastric operations has hardly been studied at all. 
One result of this exclusive investigation of the digestive 
system of the dog, a voracious carnivore, -has been an 
undue concern with the level of acid in the gastric 
juice and with the vagal mechanism of gastric secretion, 
and a neglect of the quantity and continuity of secretion 
. and the hormonal method of acid production. 

In ulcer patients the level of acid secretion is not always 
high, but the time of secretion is disordered: acid is 
produced not only at mealtimes but also when the 


patient is not eating, is not hungry, or even is asleep—. 


i.e., under conditions far removed from those in which 


vagal secretion is known to be stimulated in animal. 


experiments. 

The only operation in surgery that is uniformly success- 
_ fal is that for hemorrhoids, but gastrectomy for ulcer 
runs: it pretty close. When, therefore, a series of 
_ gastrectomies is encountered that is uniformly calamitous, 
a human experiment has been performed that calls for 
investigation. Early this year three patients were 
seen in succession whose gastrectomies had been a 
failure from within a few weeks of their performance ; 
so when a fourth presented herself from the same source 
the opportunity was: taken to learn the secret. 

The patient was a woman of 48. Her gastrectomy had 
been done in October, 1944, after two years’ duodenal pain. 
She was well for six months afterwards, but then her pain 
returned, now on the left side rather than the right, and got 
steadily worse till in March, 1947, she could stand it no longer. 

She was very thin. Her abdomen was acutely tender to 
the left side of her epigastric scar. Her red-cell count was 
2,940,000 per c.mm., Hb 46%, colour-index 0-78. A barium 
meal showed that the stoma was very small and tender, and 
_that barium passed into the afferent loop and duodenum 
(fig. 1), which were dilated, and see-sawed backwards and 
forwards for some time before any entered the efferent Poe: 
A test-meal showed gross hyperchlorhydria. 

Laparotomy disclosed a large posterior gastrojejunal ulcer 
eroding the body of tho pancreas. 

That something wrong would be found to explain this 
early disaster was expected ; that so many faults should 
have been assembled in one collector’s piece was beyond 
expectation. The stomach had been cut distally 2 in. 
above the pylorus, and the pyloric antrum with its 
mucous membrane had been left in situ. Proximally 
a very small amount of stomach had been removed— 
. a sort of ceremonial gastric circumcision. The remaining 
stomach had. been narrowed before anastomosis by 
Hofmeister’s procedure, but no valve had been formed, 
and the result, inevitably, was a double-barrelled loop 
of jejunum with two stomata. The anastomosis had 
been placed anterior to the colon. Each of these things 
may be done for a particular purpose ; but, as they had 
been done here, and in the way in which they were 
combined, they made the subsequent failure inevitable. 


PREPYLORIC SECTION 


Exclusion. gastrectomy—i. e., removal of part of the 
stomach, leaving the pyloric end—was advocated in the 
twenties by Devine and Finsterer as a device for obvia- 
ting the dangerous dissection required to remove a grossly 
scarred duodenal ulcer. It has for many years provided 

6472 


. at most 1%. 


evoked by 


a human experiment on the vane played by the harmonic. 


mechanism in acid secretion. When the pyloric antrum 


‘or its mucous membrane is removed, and a reasonably 


large amount of stomach is resected in addition, recurrent 
ulceration is practically unknown, the incidence being 
When an exclusion gastrectomy is per- 
formed, even though the proximal removal of stomach 
is equally radical and the form of anastomosis the same, | 
jejunal ulcer may be expected in 30-40% of the cases, 
and it may come on within a few weeks. In my own 
small series performed in 1937, 9 out of 22 patients had 
jejunal ulceration within two. years, and in 1 a jejunal 
ulcer perforated within three weeks of the patient’s 
leaving hospital. In these patients the gastrectomy 
had been in other respects as radical as those done 
before and since this unfortunate lapse—in none of which | 
has recurrent ulceration yet been observed. The 
only difference was the retention of the antral mucous 
membrane, in the belief that its alkaline secretions would 
improve still further the results of a technique that 
had already been found satisfactory. f 

The miserable results of exclusion gastrectomy can be 
explained only by the action of the antral secretory 
hormone. In normal digestion -this hormone ensures 
the continued secretion of gastric juice after the meal is 
finished and appetite is sated, but while food still remains 
in the stomach requiring digestion, as it does for another 
two hours. After gastrectomy the food leaves the 
stomach soon after it is eaten, and little can be shown in. 
a radiogram or recovered by a gastric tube 20 minutes 
after the meal is over. If the pylorus has been removed, 
only the vagal mechanism of acid secretion remains, 
and the flow 
ceases as soon ee 4 
as the meal à 
is finished ;- 
but if the 
pyloric ant- - 
rum has been 
left a second 
wave of acid 
arrives later . 
and pours its 
unneeded and 
harmful tide 
onto an un- 
protected 
stoma and 
into anempty 
jejunum. 
How this 
hormone is 
produced is 
unproven. In 
normal diges- ` 
tion it is 


the products 
of digestion 
in the ant- 
rum; after 
gastrectomy the antrum is (or should be—it was not - 


Fig. 1—Radiogram showing barium meal entering 
and distending proximal loop of anastomosis. 


in this case) out of the digestive channel and there- 


fore unlikely to be reached by peptones; but bile, 
peristaltic movements, and the circulatory surge of 
digestion can still act on it. That the hormone is 
produced is the only likely explanation of the fact that 
the retention of this cuff of mucous membrane can convert 
an operation that is entirely satisfactory into one that 
will produce recurrent ulceration with all the certainty 
of an animal experiment. | 
Condemnation of the exclusion operation does not 
mean that every scarred and adherent duodenum must 
be resected, a procedure that is often difficult and 
; L 


378 THE LANCET] 


SIR HENEAGE OGILVIE: GASTRECTOMY 


[serr. 13, 1947 


Fig. 2—The Hofmeister gastrectomy: (a) as illustrated in Orr’s 
Operations of General Surgery ; (b) the resuit of traction on the small 
stoma. 


sometimes foolhardy—for ‘any procedure that is difficult 
for the surgeon, dangerous for the patient, and unnecessary 
for either, is the act of a fool. 
be dissected safely beyond the ulcerated zone to a 
distance that allows double infolding of healthy tissues, 
the distal plane of section should undoubtedly be through 
duodenum. When this is impossible, the pyloric mucous 
membrane may be excised down to the pyloric ring, and 
the muscular and peritoneal coats of the prepyloric 
inch closed over the sutured stump—the admirable 
but. somewhat untidy manœuvre designed by Bancroft— 
or the exclusion operation may be done as a temporary 
expedient to allow the duodenal ulcer to heal and the 
edema round it to disappear. A month later the 
remaining stump can be excised and the duodenum closed 
without difficulty or danger. = 


INSUFFICIENT REMOVAL OF GASTRIC MUCOSA 


Most surgeons agree that, besides the pyloric antrum, 
-= at least. two-thirds or three-quarters of the remainder 
of the stomach should be removed. Failures are 
frequent after conservative removal. Series in which the 
unsatisfactory results approach a quarter of the whole, 
such as that of Heuer, are associated with operations 
in which half or less of the stomach is removed. It 
may be argued that, with removal of the pyloric antrum, 
the chief factor in ulcer production, the hormonically 
induced after-flow of acid, has been removed, and that 
the remaining: stomach, though it can produce acid in 
abundance, does so only under vagal stimulation and 
therefore at the call of a meal, when it will be expended 
on the food and not on the walls of its container. Though 
this is true, most surgeons, acting on the maxim that 
“what is worth doing at all is worth doing well,” would 
prefer to make a thorough job of acid reduction. The 
lining of the whole stomach except the pyloric antrum 
consists of a surface layer of mucus-secreting cells on 
which open the mouths of the deep specific glands that 
secrete pepsin and hydrochloric acid ; but, whereas the 
mucous membrane of the body. is thick and highly 
convoluted, that of the fundus is thinner and simpler 
in texture. A high resection therefore destroys a 
volume of secretory tissue greater in proportion to the 
whole than the area it removes. 


THE HOFMEISTER OPERATION 


Franz von Hofmeister was born at Rottenburg on’ 
March 30; 1867, and died at Friedrichshafen on Aug. 14, 
1926. He was one of the pioneers of gastric surgery and 
one of the men who made the name of the University of 
Tübingen. Berg of New York, who knew him well, 
told me in 1937 that, whereas Miculicz and Kronlein 
devised it, Hofmeister was the first to perform the 
modification of the Billroth 11 operation which is now 
known all over the world as the Polya gastrectomy. 
Among his essays, Hofmeister tried to simplify this 
operation by closing part of the cut surface of the stomach 


. tion, which is illustrated in Thomas G. Orr’s Operations 
. of General Surgery, 1945, p. 317, failed because it tended 


When the duodenum can - 


. the site of recurrence. 


_- 


adjacent to the lesser curvature, in order to make a 
smaller stoma. He never, so far as can be traced, 
suggested a valve or recommended anything remotely 
resembling the operation that is being referred to today 
as the Hofmeister gastrectomy. The Hofmeister opera- 


to produce the result shown in this case, a narrow jejunal 
loop hanging from a small stoma like a stocking from a 
clothes-line ; food flows equally down both loops but 
tends to enter the afferent one which is already full of 
secretion, and finally to obstruct the efferent one. The 
small stoma was abandoned, to. be revived with the 
designing of a valve which removed its objections, an 
innovation introduced independently by Lake, of Charing 
Cross Hospital, and Finsterer, of Vienna, about the time 
when Hofmeister was gathered to his forefathers. 


the stoma to the size of the jejunum into which it empties 

became obvious. The only fault that can be found with 

a well-performed one-way gastrectomy is that it may 

empty too quickly, producing the unpleasant feeling of 

“ dumping ” after a meal. A reduced stoma obviates 

this hurry. | | 
THE ANTECOLIC ANASTOMOSIS 


Antecolic gastrojejunal anastomosis is easier. to 
perform than is posterior. When a moderate amount 
only of the stomach has been resected—i.e., when the 


lesser curve has been divided 3 in. or more below the 


cardia—it is a satisfactory operation, and in palliative 


With 
the introduction of the valve, thé advantage of reducing 


gastrectomy for cancer where the para-aortic glands are- 
already involved it is probably the best because it inter- 
poses the colon and mesocolon between the stoma and 


‘When a radical removal of 
stomach has been performed, an anterior anastomosis 
lies uneasily across a colon that is intermittently dis- 
tended with gas and feces, that: passes them on by 


mass peristalsis, and that may be the recipient of- 
enemas. When the gastrectomy is not merely radical- 


but also valvular, an anterior anastomosis is incompatible 
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Fig. 3—Valvular gastrectomy: (a) the Finsterer-Lake operation with 
the Devine-Lahey modification (straightening out the duodeno- 
. jejunal flexure and bringing the whole proximal loop into the lesser 
sac) ; (b) the large valve and small stoma; (c) angulation of the 
afferent loop produced by suturing the transverse mesocolon to the 
stomach; (d) angulation of the afferent loop in the antecolic 
anastomosis.. tabs 
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' with proper routing of the afferent jejunal loop. It is 
. <asy enough to demonstrate a 10 in., 20 in., or 4 ft. 
‘jejunal loop by laying the coils along the towels, as an 
- assistant measures ribbons on the drapery counter ;' 
- but the length to which any piece of jejunum can be 
- displaced is the length of its mesentery, which is the 
length of the arterial arcades—i.e., about 4 in. A 
jejunal loop brought up in front of the colon and sutured 
ima valvalar manner to a stomach that has been divided 
high on the lesser curvature is always tight and angulated 
at the proximal end when the stoma has been allowed 
to fall back-into its normal position in the abdomen. 
Angulation also follows a posterior valvular anastomosis 
done by the Finsterer technique, because the suturing | 
of the mesocolon to the stomach forms a tent that presses 
down the proximal end of the stoma. Angulation at this 
point is not necessarily harmful if it does not obstruct 
the flow of bile and pancreatic juice from the proximal 
loop, but tension may lead to necrosis and perforation 
at the suture line. 7 | 


CONCLUSIONS 


The faults in this case lie at the door, not of the 
surgeon, who erred in ignorance, but of the writers who 
advised him to commit them and have never retracted 
their advice when they knew it to be unsound. Gastric 
exclusion is disastrous; how many textbooks say so ? 
Timid gastric resections seldom cure; yet in a mono- 
' graph published within the last three years the surgeon 
is advised to cut only a little bit off the stomach, so that, 
if the ulcer recurs, he has some more to cut off. Anasto- 
moses in the alimentary tract, particularly end-to-side, 
work only if they provide a unidirectional flow; this 
point is seldom stressed, If the leaders of surgery were 
more prone to test. their bright ideas before they published 
them, and more ready to announce their failures to the 
isolated surgeons they had led astray, they would earn 
the gratitude of practitioner and patient alike.. 

There is no standard gastrectomy ; but a gastrectomy 
for ulcer must satisfy three requirements: (1) it must 
reduce the production of acid to a safe level and restrict 
its flow to the time when food is in the stomach; (2) it 
must ensure a certain period of gastric digestion and not 
throw the food straight from the oesophagus into the 
small intestine ; and (3) it must direct the outflow from 
the stomach in an onward direction only. These require- 
ments are satisfied by the Schoemaker type of Billroth 1. 
gastrectomy with end-to-end gastroduodenal anastomosis, 
and (if we must have names, let credit be properly 
attributed). by the high posterior Finsterer-Lake-Lahey 
modification of the Miculicz-Kronlein-Hofmeister- Reichel- 
Polya improvement of the Billroth m gastrectomy with 
a large valve and a small stoma. a 


“. «. the development of science, which began by increasing 
the self-confidence of man, has now given him a great sense 
of his personal insignificance. In the Middle Ages man was 
haunted by the idea of eternal torment. ... But the men and 
women of the Middle'Ages had a sense of the significance 
of man ... a feeling that he was not merely the toy of cir- 
cumstances. In that sense an obscure slave in a medieval 
slum possessed something that many a cultivated man 
= lacks today; a sense of permanence in his life and his 
universe. For science, if it has dispelled some of the haunt- 
ing fears of our fathers, has dispelled also something that 
comforted his spirit. ... Today we talk not of civilisation 
but of civilisations; ‘little systems’ that have their day and 
cease to be. This feeling about human achievement that it is 
something fugitive and precarious is strengthened by the, 
outlook on life that most men draw from the teaching of 
‘Science. . . . Atomic energy has thrust a challenge on 
Civilisation itself and to meet it man must overcome the 
spirit of defeatism, using in that conflict all that he has learnt 
from religion, from culture, and from history.” —Manchester 
Guardian, Sept. 1, p. 4. ; 
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CONGENITAL HYPOPROTHROMBINÆMIA 
AND PSEUDO-HYPOPROTHROMBINAMIA 


ARMAND J. QUICK 
> M.D. Cornell, Ph.D. 


PROFESSOR OF BIOCHEMISTRY, MARQUETTE UNIVERSITY SCHOOL 
| ' OF MEDICINE, U.S.A. l 


THOUGH the coagulation mechanism of the blood is not 
indispensable for life, a defect in any of the reactions or 
factors involved may lead to a serious hemorrhagic 
diathesis. In the classification of this group of diseases, 
the one-stage method (Quick 1935) for determining 
prothrombin ,has played a significant part. The test is 
based on the classical theory of coagulation, which is 
expressed by the well-known equation : | 

Prothrombin + thromboplastin + calcium = thrombin 


Originally it was assumed that prothrombin, thrombo- 
plastin, calcium, and fibrinogen were the only agents 
participating in the coagulation reaction, and that, when 
all but prothrombin were made constant, ‘the clotting- — 
time became a quantitative measure of the prothrombin. 
I discovered (Quick 1943) that the progressive increase 
of the prothrombin-time of stored oxalated plasma was 
not due to a true diminution of prothrombin but was 
the result of the disappearance of a labile factor which, 
contrary to the recognised unitary prothrombin, was not 
readily adsorbed by aluminium hydroxide; nor was it 
diminished in the common conditions of hypoprothrom- 
binæmia such as resulted from vitamin-K deficiency or - 
from dicoumarol poisoning. Guided by the nomenclature - 
applied to complement, I named this labile factor 
‘“ component A” of prothrombin, and designated as 
“ component B” the factor which disappears in the 
commonly known conditions of hypoprothrombinemia. 
On the basis of the earlier data (Quick 1943) it appeared 
that the two components were combined through calcium, 
but later findings (Quick 1946a) led me to abandon this 
view. It would probably be best to use temporarily 
the noncommittal term of ‘labile factor” instead of 
“ component A.” . 7 | 
. -Relatively little is known about the nature or function 
of this labile factor. Its activity slowly disappears when 
oxalated plasma is stored at 5°C. Native plasma lose 
activity much slower than does decalcified plasma, 


which suggests that calcium is somehow related to the 


stability of this factor. The activity, as measured by. 
the prothrombin-time, can be restored by adding fresh 
plasma from which prothrombin (component B) has been 
removed by adsorption. Rabbit and dog plasmas show 


‘much ‘greater potency in restoring activity. than does 


human plasma. Thromboplastin prepared from tissues 
not thoroughly. freed from blood is contaminated with 
this restorative factor, and even fibrinogen salted out 


- from plasma may contain it as an impurity (Honorato 


and Quick 1947). This probably explains the occasional 

report of changes in the activity of fibrinogen. a 
The prothrombin-time is definitely influenced by the 

labile factor, but no basic explanation for its action can 


be offered. When I reported its discovery I stated that, 


though a depletion had only been observed in vitro, it 
was probable that a clinical deficiency of this factor 


might occur. Apparently this prediction has been borne 
out by the case reported by Owren (1947). His patient, 
a girl of 14 years, had a prolonged prothrombin-time 
which did not respond to vitamin K but could be 
corrected in the test-tube by the addition of 20% 
prothrombin-free ox-blood.’ This observation. strongly 
suggests that the missing agent, which Owren designates 
the “ new factor V,” is probably identical with the factor 
discovered by me and whose existence was subsequently 
demonstrated by Nolf (1945) and Feissly (1945) and is 
suggested by the findings of Zondek and Finkelstein 
(1945) and Fantl and Nance (1946). 
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It is an important fact that lack of an undesignated 
constituent of the plasma which is neither thromboplastin 
nor the classical prothrombin can produce a serious 
hemorrhagic condition which might easily be confused 
with true hypoprothrombinemia. This clearly shows 
that a simple determination of the prothrombin-time 
may not be suflicient in certain instances for an unequi- 
vocal diagnosis (see below). Owren’s statement, however, 
that “ the usual methods of quantitative prothrombin 
determinations are based on a dubious foundation,” 
accepted as a condemnation of the one-stage method, is 
apt to create considerable chaos. Perhaps, when the 
mechanisms of coagulation are more fully understood, it 
will be possible to develop a better procedure than mine; 
but until then it may be well to continue using the 
method correctly and intelligently and to avoid all the 
various modifications which so far have caused only 
‘confusion and inaccuracies. It should be remembered 
that the one-stage procedure was the tool which enabled 
Owren to recognise and differentiate the new hemorrhagic 
diathesis, and only recently it has enabled me to show 
that the basic defect in hzemophilia is the lack of thrombo- 
plastin which brings about a very incomplete utilisation 


= TABLE I—PROTHROMBIN-TIME OF SUBJECT R,F. 


Prothrombin- 


Prothrombin- 
time (sec.) time (sec.) 
‘Date Date at os ie gate 
Un- Plasma Un- Plasma 
diluted | diluted diluted | diluted 
. plasma | 1 to.1. plasma į 1 to 1 
May 6,1943) 15/3. July 24,1945] 16+ 192/, 
we AT. ag 15'/s 21. ve 25 » 16 207/s 
a ee 151/, | 20 n 26 ‘os 16 20 
June 1 ,, 16 — Dec. 12 ,, 16 21 
Aug. 24 ,, 15/5 2n Apr. 15,1946] 17 
Nov. 19 ,, 15 19 Feb. 8,1947| 16 = 
June 7,1944) 18* eee Apr. 26 , 16 21 
Aug. 11 ,, . 17 — June 13 ,, 161/; — 
Dec. 15 ,, 151/s 20 oc, 393° Gs 16 20 . 


* Gave blood for transfusions May 12 and 30. 


tł Given ‘ Hykinone’ (synthetic vitamin K) 40 mg. intravenously 
July 24. The coagulation-time by the Lec White method has 
consistently remained normal (5 or 6 win.). 


of prothrombin (Quick 1947). The limitation of the one- 
stage method should, nevertheless, be clearly recognised. 
[ have pointed out the possible errors that might arise 
from omitting to consider fully the effects of pornponene A 

(Quick 1945). 
_ On the basis of present findings it appears that an 
appreciable alteration of the labile factor is fortunately. 
rare, and that, therefore, the determination of prothrom- 
bin' by the original one-stage method is generally entirely 
reliable. In the well-recognised acquired conditions of 
hypoprothrombinzmia, the diminution of component B 
- —i.e., the compound or fraction which is the true mother- 
substance of thrombin—is firmly established, and there 
is no evidence that the labile factor is sufficiently altered 
to be of any significant influence. It is in conditions 
of unexplained hypoprothrombinemia that cognisance 
must be taken of the possible influence of the labile 
factor on the prothrombin-time. In this paper, therefore, 
the puzzling clinical entity of congenital hypoprothrom- 
binemia is presented with the case-records of two 
families which appear similar but basically present 
two distinct types of defect. 

Family I.1—While engaged in the task of establishing 
the normal prothrombin-time of human blood, I examined 
the blood of many medical and dental students. "Among them 


1. This family has been described previously (Quick 1946b). 


if 
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TABLE I1I—PROTHROMBIN-TIMES OF MEMBERS OF FAMILY I 


| Prothrombin-time (see) . 


S (years) Undiluted Plasma 
plasma | diluted 1 to 1 

Father 51 2 15 
Mother | 52 22 
Sister (M) © 48 22 

Brother (F) .. 25 15. 
Brother (J) .. 22 16 
. Subject (R.F.) 24 : 20 


` 


+ 


I discovered one subject (R.F.) who coasistantió had a 


prothrombin-time of 151/,-16 sec. This value has not 
changed during 4 years of study (table 1). 

On: one occasion his prothrombin-time increased to 18 sec. 
as the result of giving blood for two transfusions within less 
than a fortnight. 

Vitamin K, even in large doses, has not affected the pro- 
thrombin concentration of his blood. He has never shown 
any tendency to bleed and has always been in an excellent 
state of health. 


A study of the prothrombin i in other members of his family ` 


is summarised in table 1. His father and two brothers are 
normal, whereas his mother and sister each have a lowered 
prothrombin which is identical with the concentration in 
his blood. The mother has never had any abnormal bleeding 
and her five childbirths were normal. The sister. has had 
several severe episodes of menorrhagia, but these appear to 


‘be the result of an endocrine dysfunction rather than of the 


hypoprothrombinemia. 


The constaht lowered prothrombin observed in three 


members of the family can be considered congenital and 
familial. Because it occurs in the mother and in two of her 
children, one is inclined to conclude that the defect is heredi- 


tary. Since the prothrombin level is above the critical or | 


hemorrhagic level, abnormal bleeding is absent. Discovery 
of the defect therefore had to be accidental, and this leads one 
to wonder how prevalent subclinical "aypoprothrombinsmia 


actually is. 


Family II.—Two brothers have had a history of bleeding 


. since early infancy, whereas all other members of the family 


are normal. 

B.B., born May 9, 1946, has had spells of bleeding ` since 
shortly after birth. On one occasion he passed blood in the 
stools. Bleeding from biting’his tongue could be controlled 
only by a transfusion of blood. He developed a large 
hematoma over his forehead from a rather light blow. He 
bleeds abnormally from cuts, yet paradoxically haemostasis 
is occasionally normal after rather severe injury. He has 
never had hzemarthrosis or epistaxis. His coagulation-time is 
only mildly prolonged, but his prothrombin-time is consistently 
19 or 20 sec. 


WI—-PROTHROMBIN-TIMES OF MEMBERS OF 


TABLE . 
FAMILY II 
- aerea | time gain 
Father 12*/, 7 
Mother ee 11"/s 5 
Brother (C) aged 8 years .. 12 4'/, 
Subject (B.B.) 19-20* | 10-12 
Subject (T.B) .. 19-20¢ | 10-12 
-Grandfather (maternal) 12 | 9 
Grandmother (maternal) 12 9 
Grandfather (paternal) 12 8 
Grandmother (paternal) 12 5 


¢ The prothronibin time of plasma diluted 1 to 1 with salino is 
Sec. 
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TB., aged 5! la years, bled for three months after -circum- 
` cision, ‘which was performed when he was about a week old. 
Though he often hás black and blue spots, probably due to 
slight trauma, he has had no frank bleeding until recently, 
when a tooth was: extracted. A slow but constant oozing 
then set in, which could not be checked by local measures but 


was promptly stopped by a transfusion of whole blood. The 


boy’s prothrombin-time is 19 or 20 sec., but after the trans- 
fusion it fell to normal, and three days later it was 131/, sec. 
- Inneither of the two boys is the prothrombin-time influenced 
by vitamin K. Their bleeding-time is normal, as are their 


platelet count, -clot retraction, and fibrinogen concentration. 


Both boys are healthy and normal except for their. tendency 
to bleed. 

The other RENN of the family are normal. They have 
never had excessive bleeding, and their prothrombin-times are 
normal (table mz). There is no history of bleeding in either the 
father’s or the mother’s family. Since both families are large, 
one would expect to find bleeders, particularly in previous 

generations, if the defect were hereditary. 


‘TESTS TO DIFFERENTIATE TRUE HYPOPROTHROMBINZMIA 
(COMPONENT B DEFICIENCY) FROM PSEUDO-HYPOPRO- 
THROMBIN MIA ! 


Normal human blood contains a small but definite 
excess of the labile factor; and therefore, if it is mixed in 
equal proportions with plasma lacking this factor, the 
prothrombin-time. is completely restored. This is 


illustrated by the following set of observations on human 


oxalated plasmas. 2 


Prothrombin- 
“Material ine 
- Freeh normal plasma í z 12 sec.” 
Stored normal plasma (7 ‘days old) os 45 ,, 
. Fresh normal plasma 1 volume we 12 


_ Stored normal plasma 1 ,, ad 
~ To test whether subject R.F. of family 1 had a true 
hypoprothrombinemia, the following set of prothrombin- 
| time estimations were carried out : 


Ma terial . e 

Fresh plasma of K.F.. .. _ 16° sec., 
Fresh normal plasma .. ee 12 , 
Fresh plasma of R.F. 1 volume | 131/ 

~ Fresh normal plasma 1 ,, bus i 
Stored normal plasma (5 days old) .. 33 y 
- Fresh plasma of R.F. 1 volume bi 131/ 
Stored normal plasma l _ ,,’ es dd 
Fresh normal plasma 1 __s,, “a 111/ 
Stored normal plasma 1 ___s,, are kiii 
Stored plasma of R.F. (5 days old) .. 45 ,, 
Stored plasma of R.F. 1 volume 134/, 


_ Fresh normal plasma l ys 


The results of prothrombin-time estimations on subject 
T.B. of family 11 were : 


Prothrombin- 
; Material l time 
Fresh normal plasma .. ma sn 12 sec. 
Fresh plasma of T.B. .. ee 20 ,, 
Fresh plasma. of T.B. 1 volume | 11} 
2 9%» 


Fresh normal plasma 1 
‘Stored normal plasma (10 days old) . 67 Cs, 
Fresh plasma of T.B. 1 volume T 


1 
Stored normal plasma l — ,, Le s 
Stored normal plasma 9 volumes 
Dog prothrombin-free? plasma 12> % 

i J volume 
Fresh plasma of:T.B. 9 volumes ‘i 19 
Dog prothrombin-free plasma 1 valume i 
Stored plasma of T.B. (3 days old) 25 y ù 


-Stored plasma of T.B. 9 volumes 20 
_ Dog prothrombin-free plasma 1 volume 33 


2. The reagents used and the procedure followed were exactly as 
described by Quick (1945). 
3. The geckos rothrombin (component B) was removed with calcium 
osphate.- . 


case of 


DISCUSSION 


From the results presented it seems eanais certain 
that R.F. has a true hypoprothrombinæmia. The 
prothrombin-time is not brought to normal by mixing 
his plasma with an equal volume of fresh normal plasma 
but to a value (131/3 sec.) which would be expected since 
his prothrombin is about 50% of normal. Since R.F.’s 
plasma when mixed with normal stored plasma in the 
ratio of 1 to 1 also gave a prothrombin-time of 131/, sec.,. 
it can be concluded that his plasma contains a normal 
quantity of the labile factor. 

The hypoprothrombinzemia of the two boys of family II 
can be completely corrected by mixing their plasma with 
an equal volume of normal plasma, which is in sharp con- 
trast to the behaviour of R.F.’s plasma. It. therefore | 
seems certain that they have a normal concentration of 
prothrompin (component B). Since their plasma added. 
to stored plasma completely restores the prothrombin 
activity of the stored plasma, it must be concluded that 
it does not lack the labile factor. ‘This is further demon- 
strated by the fact that dog plasma treated with calcium 
triphosphate (which adsorbs component B but not the 


. labile factor) does not reduce the prothrombin-time as it 


does in stored plasma. 

These two boys of family 11 obviously do not lack either 
prothrombin (component B) or the labile factor but are 
deficient in a new coagulation constituent. This com- 
plicates matters considerably, since it now appears that 
a prolonged prothrombin-time may be due to a lack 
of any one of three factors: (1) prothrombin (com- 
ponent B); (2) the labile principle; and (3) the new 
constituent which is low in the blood of subjects B.B. 
and T.B. 

Perhaps the labile factor is a non-specific substance of 
the plasma required for the activity of either component B 
or the new factor. It seems “probable that Owren’s 
patient lacked this factor,‘ since mixing the pathological 
plasma with normal prothrombin-free plasma (treated 
with Al (OH),) brought the prothrombin-time to normal. 
Rhoads and Fitz-Hugh (1941), who reported the first 
idiopathic hypoprothrombinemia, made a 
similar observation. for the plasma of their patient, 
which suggests that their case also belongs to the same 
category. Owren has proposed the name parahzmophilia 
for his diathesis. Since the defect is entirely different 
from that found in hemophilia, and since there already 
exists a group of hsmophilia-like diseases, one may | 


question the suitability of the term parahemophilia. » 


The members of family 1 have a true deficiency of 
prothrombin (component B), and their condition: can 
therefore be logically named congenital and familial 
hypoprothrombinemia. The diathesis found in the two 
boys of family 0 is perhaps best designated, at least for 
the present, as congenital pseudo-hypoprothrombinmia. 
The only other families on record in which several mem- 
bers have a prolonged prothrombin-time are the two 
reported by Hauser (1946). Further study in the light of 
these new findings will be required before the families 
of Hauser and the various other cases of so-called 


idiopathic hypoprothrombinzmia can be classified. 


In spite of the basic difference of the defects in the two 
families studied, the striking feature is the constancy of 
the lowered prothrombin-time of the various affected 
members. Just as the normal prothrombin-time is fixed 
at 11-121/, sec., so the prothrombin-time of the first 
family is set at 15!/,—16 sec. and for the second family 
at 19-20 sec. Even when the prothrombin-time is altered 
by a transfusion it promptly returns to this fixed value. 
This is no doubt due to the fact that the defect is 


E 


4. Since writing this paper, I have received from Dr. Owren a copy 
of his thesis, The Coagulation of the Blood, in which a full 
EE of his work on factor V is presented. A correlation 

Dr. Owren’s findings with those obtained in my laboratory 
will be presented later. 
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congenital. From the data presented by Hauser, one can 
conclude that the prothrombin of the various members of 
his two families likewise was fairly constant. It is only 
when a standardised thromboplastin of uniform potency 
is used that the remarkable constancy is clearly 
demonstrated. 

Of clinical importance is the observation that the 
subject R.F. with a prothrombin-time of 151/,-16 sec. 
does not have a hemorrhagic tendency, whereas the two 
boys B.B. and T.B. of family 1 with a prothrombin- 
time of 19-20 sec. are definitely bleeders though mild 
compared to hemophilics. The existence of a critical 
level of prothrombin (or perhaps more accurately pro- 
thrombin activity) at which hemorrhage occurs was first 
: pointed out by me (1937) and I tentatively set that level 
at 20% of normal (25 sec.). Recently Quick et al. (1947) 
have found that a cardiac puncture in rabbits with a 
prothrombin-time of 24 sec. or longer invariably causes 
fatal hemopericardium, whereas in animals with a 
prothrombin-time of 21 sec. or less it is harmless. It is 
very likely that a prothrombin-time of 19-20 sec. in man, 
. whether caused by a depletion of true. prothrombin 
(component B) or by another essential factor, indicates 
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a potential hemorrhagic state. This value therefore also- 


becomes significant in the prevention of intravascular 

clotting, and in many clinics is taken as the desired level 

to be obtained for the effective therapeutic action of 

dicoumarol. The prothrombin-time therefore remains one 
-of the reliable guides of hemostasis. 

The treatment of both true and pseudo hypopro- 
thrombinzmia is similar. Vitamin K is ineffective in 
both. conditions. Blood or preferably plasma transfusion 
will temporarily correct either defect. Stored plasma, 
however, should not be given if the labile factor 1 is lacking 
in the patients’ blood. 

- Itis likely that a full evaluation of the newly discovered 


factors that affect the prothrombin-time may influence — 


as profoundly the whole concept of coagulation as did 
‘vitamin K. The immediate task is to determine their 
exact rôle and then to fit them into the generally 
accepted scheme of coagulation. ` 


SUMMARY 


: Studies on members of two families in which a con- 
genital prolonged prothrombin-time occurs are presented. 
The defect in family 1 is a true decrease of prothrombin 
Coen B). In the affected members of family 11 
` the pla sma is deficient in a factor which is not compo- 
nent 
plasma (previously called component A but probably 
best designated as the labile factor). 

A prolonged prothrombin-time can apparently result 
from the lack of prothrombin, the labile factor, or the 
new factor (lacking in family 11). Irrespective of the cause, 
the prothrombin-time appears to determine the tendency 
to bleed. In family 1, with a prothrombin-time fixed at 
 156!/;+—16 sec., no bleeding occurs, whereas in members of 
family 11, with a prothrombin-time of 19—20 sec., there 
is a definite hæmorrhagic tendency. 
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-After about 5 min. we add 0:1 c.cm. 


and is not the substance that disappears in stored 


and the harmlessness of D.c.P. infusions. 
_ ness has also been tested, mainly in the laboratory. 
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Ir animal plasma is to replace human plasma for 
transfusion it must first have its antigens removed. This | 
has been done most successfully by Massons (1946), - 
who gets rid of the antigens of calf plasma by treat- 
ment with formol and heat. Such plasma, without its | 
antigens, we call denatured calf plasma (D.C.P.). 

For our first laboratory experiments, and later for our 
clinical practice, we obtained calf plasma with an ordinary — 
laboratory blood separator after mixing the blood with 
an isotonic solution of 3-8% sodium citrate in the pro- 
portion of 7 parts to 1. But owing to the ever increasing 
demand for it by our surgical department, we now sepa- 
rate the plasma from the citrated blood by centrifuga- 
tion at the slaughter-house.. To one litre of the calf 


, plasma obtained in this way we add, stirring continuously, 


3-5 c.cm. of formol in 200 c.cm. of physiologic al saline. 
of concentrated 
ammonium hydroxide and thoroughly stir again. Then 
the diluted plasma is brought to a temperature of 100°C. 

Before this temperature is reached, the plasma changes — 
its appearance,’ becoming -opalescent when viewed 
against a dark background. We emphasise that, if 
its appearance does not change, there is no proof that- 
the plasma is denatured. This acts as an easy guide for 
the staff entrusted with the preparation of animal plasma. 
Then the denatured plasma is cooled to 50°C, filtered 
into sterile glass containers with rubber lids, and put 
into the refrigerator. The'D.c.P. obtained in this way 
lasts almost indefinitely. 


LABORATORY EXPERIMENTS 


‘The plasma so treated had to be submitted to ordinary 
serological examination for its content of agglutinin and - 
hemolysin besides any possible antigenic effect. We | 
studied the possibility of the formation of precipitins 
in guineapigs and rabbits, and we tried to produce shock 
in sensitised guineapigs by injecting them with unpre- 
pared calf serum and D.c.P.: Finally we searched for 
precipitins against calf serum and D.c.P. in patients who 
had had repeated infusions-of D.c.P. This laboratory 
research proved the following facts : 

( 1) D.c.P. does not contain agglutinins for human blood 
corpuscles of groups A, B, or AB ; 

(2) D.c.P. never hæmolyses human red corpuscles ; 

(3). neither in guineapigs and rabbits nor in the human 
body does D.c.P. produce precipitins against the proteins of 
D.0.P. or of natural calf serum ; 

(4) with D.c.P. we cannot sensitise guineapigs so as to -7 
produce anaphylactic shock after injecting c: alf serum or 
D.O.P. 

We therefore claim that 1 D.c.P. has been so ine oughly 
deprived of its antigens that it is justifiable to call it 
** denatured.” 

‘THe LANCET (1946), commenting on Massons’s paper, 
in which he recorded only 30 cases of rigor in 1000 trans- 
fusions of D.c.P. as the only complication, called for 
confirmation of his work in the laboratory, followed by — 
controlled clinical trial, and proof that p.c.P. infusions 
are not only harmless but also as effective as infusions 
of human blood. We have confirmed his laboratory work 
Their effective- 
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It is well known that the advantage of blood and 
plasma transfusions over infusions of salt solutions in the 
presence of shock lies in the fact that the blood-vessels are 
filed with an absolutely normal fluid producing the 
colloid-osmotic effects of the blood-proteins and keeping 
the blood-pressure sufficiently high for perfect circulation 
of the blood. 


blood, cdema and shock appear. The power which 
binds water to the blood-proteins—their colloid-osmotic 
-pressure—can be measured with osmometers, through 
which water and crystalloids will pass but not proteins. 
This pressure amounts to 25-30 mm. Hg in human 
plasma. In this case albumins show a colloid-osmotic 
pressure five times greater than that of globulins. The 
colloid-osmotic pressure is, besides filtration and osmosis, 
the basic factor that causes the movement of water in the 
organism. Therefore the question arises whether the 

olloid-osmotic pressure of the blood-proteins is essentially 
influenced by the process of denaturing. To answer this 
question we ascertained the colloid-osmotic pressure of 
samples of natural and of denatured calf plasma. This 
measurement proved that the denaturing process does 
not reduce the colloid-osmotic pressure of the D.c.P. 
proteins. 

Thus we proceeded with our laboratory research further 
than Massons by proving that D.C.P. does not creata 
precipitins either against D.c.P. or against natural calf 
plasma; -by ascertaining that the colloid-osmotic 
pressure of D.c.P. is not changed by the denaturing 
process ; and by proving by repeated tests of the urine 
of our patients that D.C.P. is not excreted into the urine 
even after repeated infusions. 

We keep the plasma in the refrigerator at 4°C, though 
this is not absolutely necessary. The plasma remains 
usable on an average at least ten months. The most 
frequent consequence of long storage is the precipitation 
of fibrin flakes, which can easily be filtered off before the 
plasma is used. If the plasma dries up, it can be diluted 


with physiological saline (Blalock and Mason 1941, 


Von Salis 1946). 
COMMENTS 


Our laboratory and clinical experience so far confirms 
Massons’s assertion that cases of intolerance against 
D.c.P. infusions are very rare. Doubtless the incidence 
of intolerance, which may occur with blood-transfusions 
in spite of every care, may be considerably reduced by 
the ‘use of D.c.p. The main advantage of D.c.P. lies in 
the fact that it is available in practically unlimited 
quantity ; 


entail heavy costs. 

‘As a result of our laboratory research into the biological 
and physical qualities- of D.O.P., and after having 
ascertained its hdrmlessness and its favourable effect 
in the right type of case, we do not hesitate to recommend 
it wherever there is a shortage of blood donors, or 


‘wherever plasma transfusions are to be given in prefer- 


ence to blood-transfusion. We especially emphasise the 
efficiency of D.c.P. in maintaining the blood-pressure at 
a normal level for a long time. There is also no danger 
in giving another infusion if necessary. 

We give D.c.P. either as an ordinary transfusion 
or by intravenous or intrasternal drip. In children we 
usually give the infusion into the calcaneus. Wherever 


necessary we dilute the plasma infusion with physiological 


saline. 

We hope to publish detailed information of our clinical 
results with D.C.P. infusions after careful statistical 
control. 

The sterility of p.c.P. has been repeatedly tested at the 
Institute of Pathological Anatomy, for which we wish to 
thank Dr. Fr. Pavlica and his colleagues. 
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If we remove the blood-proteins of an . 
animal and infuse into it the erythrocytes of the removed" 


. Von Salis, 


that, unlike human blood plasma, there is - 
no need to be economical with it; and that it does not | 
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SUMMARY 


Denatured calf plasma, prepared according to Massons’s 
suggestions; does not produce any antigenic or toxic 


. effects, and its preparation does not reduce its colloid- 


osmotic pressure. It should prove to be a highly 
satisfactory substitute for human blood and plasma 
in transfusion practice. 
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ANTHISAN IN THE MANAGEMENT OF 
LIVER AND INSULIN SENSITIVITY 
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From the Departments of Therapeutics and Medicine, University 


of Edinburgh, and the Clinical Laboratory, Royal Infirmary, 
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Arbesman et al. (1946) first reported that injections of 
liver extract may be given to a liver-sensitive patient 
without reactioh while he is taking an anti-histamine 
drug. They found that, if the injection was given 1-4 
hours after the ingestion of 100 mg. of ‘ Pyribenzamine,’ 
no urticaria or generalised reaction developed. If the 
injection was given more than four hours after the drug, 
the reaction was modified but not completely controlled. 
All the studies reported were on one case. Walton and 
MacDonell (1947), reporting a series of allergic cases treated 
with ‘ Benadryl,’ mentioned one case of liver-sensitivity 
treated successfully with this drug; 100-250 mg. of 
benadryl daily produced considerable relief of the 
urticaria. 
control of liver-sensitivity has not been clearly defined, 


and this paper is an account of the management of nine 


cases, in some of which the patients were exceedingly 


- sensitive to liver extracts. 


Such sensitivity was reviewed by Harten and Walzer 
(1940) and by Feinberg et al. (1943). McSorley and 


Davidson (1944), besides reviewing the literature, gave 


an account of their experiences with forty cases. They 
described the following practical and satisfactory method 
of desensitisation. 


The initial dose is 0-05 c.cm. of liver extract intradermally. 
With the initial and all subsequent injections, 0-2 c.cm. of 
adrenaline hydrochloride (1 in 1000) is given. The dose of 
liver extract is doubled every half-hour and the route of the 
injection changed from the intradermal to the subcutaneous 
when the 0-4 c.cm. dose of extract has been reached, and to 
the intramuscular route at the l c.cm. dose. If a reaction is 
going to develop during desensitisation it usually follows the 
l c.cm. dose. In this event the dose is repeated in half an 
hour and, if no reaction develops, the dose is increased to 


1:5 c.cm. and finally to 2 c.cm. of extract at pele AOURIY 


intervals. 
In most cases desensitisation is secured in 3-5 ous. There- 
after it is advisable to repeat the final dose of 2 c.cm. daily 


The place of anti-histamine drugs in the 


for three days. Weekly doses of 2 c.cm. are now given for six ` 


weeks, and finally maintenance therapy is continued by a 
single injection once every two, three, or four weeks. 

We advocate the daily and weekly injections mentioned 
above, because we have found that there is a tendency for 
sensitivity to recur if the interval between the initial course of 
desensitisation and the next injection is delayed Tor two 
weeks or longer. 


We have used the method of McSorley and Davidson 
in our series except that no adrenaline was given. The 
anti-histamine drug used by us was pyranisamine 
maleate, otherwise callèd ‘ Neoantergan > (Bovet et al. 
1944) and ‘ Anthisan.’ 

The degree of sensitivity was estimated by intradermal 
injections of serial dilutions of liver extract. The test 
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, solutions were prepared from one batch of ‘ Anahzemin,’ 
and the diluent was 0-9% saline containing 0-5% phenol. 
Each intradermal injection was of 0:05 c.cm., and the 
ascending dilutions were graded in fourfold steps. The 


greatest dilution producing a definite weal-and-flare 


reaction was taken as the threshold of sensitivity. 


The threshold was first estimated in four cases which | 
In three cases the - 


had previously been desensitised. 
_ weal-and-flare reaction was not produced by any dilution 
higher than 1 in 64. In the fourth the threshold was 1 
in 4096. In spite of this the patient had had only one 


mild reaction since e being desensitised a year previously. l 


. RESULTS 


The thresholds of sensitivity and types of reactions are 
detailed in the table, which also records the effects 
of preliminary 

BEFORE | DURING {STOPPING | anthisan on 


n lin256 O O re) a single dose 
ms) =a of anahæmin . 
Q ; and to the 
X lin 64 © gh ar ie of 

, desensitisation. 
& EE 2 The first five 
` patients 
lin 16 © © EO treated were 
S given 300 mg. 
% of anthisan an 
S | | hour before the 
| X lin 4 intramuscular 
No injection of 
S j liver extract. 
. Two had no 
reaction; in 
pneleuiee two others the 
reaction was 
| | considerably 
Bee rae - i modified ; and 
Pig ea ane of aaen on ed ara MiS i the remain: 
nicious anæmia who had been successfully Ing case a 
nificant reduction in threshold during treat. Severe reaction 
ment with anthisan, and return of threshold developed. 
‘to original level on cessation of treatment Thresh old 


with anthisan. 
tests done 


before and during the administration of anthisan 
showed a reduction of local skin reactions in the 
second test in most cases. ‘The reduction of the size 
of the flare was the chief effect, but the weal was also 
reduced, and in a good number of these cases the 
threshold was. reduced. 
effect of anthisan in one case. There was a significant 
reduction in threshold and a return of the threshold to 
the original level when the drug was withheld. Fig. 1 
also illustrates the typical weal-and-flare response and 
shows how clearly the threshold of skin sensitivity may 
be determined by this method. 

As the result of our studies on the effect of anthisan 
_ on thresholds we found that the maximum reduction was 
not necessarily produced after a single dose of the drug, 
and that the administration of 1 g. of anthisan over 24 
hours was more effective. In case 6 the reduction was 
‘ maximal only after several days (fig. 2). 
Because of these findings we modified the treatment 


and gave each patient 1 g. of anthisan in the 24 hours 


before the injection of liver extract, 300 mg. of this 
being given one hour beforehand. Cases 6—9 were treated 
in this way ; three had no reaction and the fourth mild 
nausea only (see table). 
before treatment were exceptionally severe. . 

Case 6.—Female, aged 66, had had pernicious anemia for 
twelve years, and reactions to injections for seven years. 
Reactions were equally severe with ‘ Neohepatex,’ anahemin, 


Fig. 1 illustrates a typical . 


In cases 6 and 7 the reactions . 


and ‘ Abbott’s liver extract.’ Immediately before admission 
for investigation she had been taking an oral preparation, 
two attempts at desensitisation having been abandoned 
because of violent reactions to the desensitising injections. 
Anthisan was given for ten days, and her threshold of skin 
sensitivity was reduced from 1 in 16,384 to 1 in 256 (fig. 2). 
She was then given an intramuscular injection of 1 'c.cm, of 
anahemin without upset. The desensitising procedure was 
carried out without incident. After the anthisan was stopped 
her threshold remained at 1 in 256, presumably as the result 
of the desensitisation. In the following month she was given. 
4 c.cm. of anahemin intramuscularly on two occasions without 
reaction, but a third injection of 4 c.cm. produced a reaction 5 - 
she had taken 0-4 g. of anthisan in the 24 hours before injection. 
This unusually large dose of liver extract was given ‘because 
of her low blood-level. 

It was later found that she could be’ giver 2. c.cm. of 
anahemin without reaction if 1 g. of anthisan was given in 
the previous 24 hours. 


In case 8 the specific effect of anthisan was proved by 
a recurrence of reaction on two occasions after giving 
injections of liver without preliminary administration of 
anthisan. Alternate injections preceded by anthisan. 
produced no reaction. This procedure was not carried 
out in, the other cases since the severity of the’ reaction 
made it unjustifiable. 

The desensitisation technique of McSorley and Davidson 
was used in cases 1—7 while the patients were taking the- 
anti-histamine drug, with only one mild reaction in 
case 8. a. SIS 

DISCUSSION i 


From these clinical studies we deduce that there is a 
place for anti-histamine therapy in the management of 
liver-sensitivity. In the patient manifesting mild reac- 
tions it seems that a single dose of 300 mg. of anthisan,,. 
given one or two hours before the injection, will either 
completely control or much diminish the reaction. In 
the moderately severe case 1 g. of anthisan in divided 
doses should be administered i in 24 hours, 300 mg. being 
given one or two hours before the injection. This will 
control most symptoms and perhaps enable the patient. 
to continue having. intramuscular therapy until such 
time as desensitisation can be conveniently carried out. 


CONTROL OF LIVER SENSITIVITY with ANTHISAN | 


Anaheemin Desensitisa- 
Case| Threshold | Apahæmin 2 c.cm. ~ tion 
no. ae +anthisan | +anthisan 
~ 4 | 1in1024 | Pyrexia, general- | No reaction | No reaction 
ised pruritus l a, 
Urticaria, flush- | Slight pruritus] No reaction: 


2 | 1in 16384 


ing, dizziness, 
l pruritus 
3 | 1in262144| Collapse with "Severe Vomited after- 
. vomiting reaction with | 1 c. om. dose 
vomiting: 
4 | Not done Severe Slight . No venation 
bronchospasm, bronchospasm 
a | local swelling g l 
5 | lin 16384 Generalised No reaction | No reaction 
pruritus, 
awalling of face 
and hands 
‘6 | Lin 16384 | © Generalised *J c.om. only ;| No reaction 
itching, dyspnæa,! no reaction 
swelling of 


tongue, vomiting 
with collapse- 


7 1 in 1024 *1 c.cm. only ; 


Urticaria, No reaction 
dyspnoea, nausea, ; slight nausea , 
vomiting l g 
8 | Lin 256 Itching of skin, | No reaction | Not done- 
sweating, 
violent sneezing, 
.. | congestion of nose 
9 | lin 64 Pyrexia 103°F | No reaction | Not done 
confirmed on | . : 
two oacasions l 
* 10cm. ioniy bocause of severity of previous reactions. 
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The skin threshold of sensitivity measured by this 
method is of. considerable value in assessing the degree 
of sensitivity, and it can also be used to determine the 


optimal time | 


for desensiti- 
sation. In the 
very severe 
case the 
patient should 
undoubtedly 
be admitted to 
hospital and 


accom plished 
during the 
administration 
of anthisan 
and if neces- 
sary of adrena- 
line also. 

It appears 


THRESHOLD 


sensitive 
patients can- 


(1234867 ese 


Fig. 2—Lowering of threshold of sensitivity to liver 
extract (anahzemin) during treatment with not all take a 
- anthisan in case 6. full injection 
| after desensiti- 


sation. For this reason such patients may continue to 
require the administration of an anti-histamine drug 
before each injection. 

A few patients manifested untoward reactions to 
anthisan. Those observed were sleepiness and slight 
nausea, but they were never severe enough to necessitate 
tao aa the drug. 

INSULIN SENSITIVITY 


This is not uncommon. 
reported an incidence of 14% in 1800 diabetics. Most, 
however, are trifling local reactions, and probably a good 


number are not due to the insulin but to the associated — 


protein. 

Severe generalised reactions to insulin are fortunately 
extremely rare. They usually occur on a second or 
subsequent administration of insulin (Feinberg 1947) and 
are therefore likely to be found in the mild diabetic, 
usually given insulin at the start of treatment, but later 
controlled by diet alone, until the onset of some inter- 
current infection calls for its further administration. 


A woman, aged 65, had developed diabetes in 1936. 
Fifteen months later she was readmitted to hospital with 
thyrotoxicosis, and a subtotal thyroidectomy was per- 
formed. During this period she required insulin but was able 
thereafter to continue on diet without insulin. She remained 
well till 1944, when she developed acute cholecystitis and 

i uired insulin therapy. After several days she 
developed acute urticaria after each injection, but the 
treatment was continued and she left hospital feeling well and 
with her diabetes controlled by diet alone. 

She was readmitted to hospital on June 20, 1947, with a 
further attack of acute cholecystitis. Soluble insulin 60 units 
a day was given without incident for four days. She then 
began to have violent reactions after each injection : swelling 


of her face, hand, and tongue, and a generalised urticarial- 


rash over her body. These reactions were increasingly severe 
with each injection, beginning about 15 min. after the injection, 
reaching their maximum in three or four hours, and then 
tending to wear off: By June 28 they were so severe as to be 
extremely alarming. 

On June 28 the patient was given 0-1 g. of anthisan at 1 P.M., 
0-2 g. at 4.30 P.M., and 0-2 g. at 7 p.m. She became drowsy 
with this dosage. ’ After the evening injection of insulin she 
complained of irritation of the skin of both forearms, but there 
was no urticaria or angioneurotic cedema. Next day she had 
0-6 g. of anthisan in divided dosage. . Urticaria only developed 


on the buttocks after the morning injection of insulin and 


faded within an hour. There was no skin irritation and no 
weals developed. After thé evening injection of insulin she 
had urticarial lesions on her trunk and complained of skin 


desensitisation: 


that highly | 


Allan and Scherer (1932) . 


irritation. On June 30 the morning do of insulin: was given 
at 7.30, and at 7.45 she had irritation of her skin and a few 
urticarial patches on her thighs and trunk. On July 1 the 
dose of anthisan was increased to 0-8 g. in the day. Between 
then and July 7 there was no urticaria. Anthisan was then. 


' stopped without a recurrence of the urticaria. 


Though anthisan did not completely control the 
urticaria in this case it so reduced its severity as 
to enable the patient to continue MROADY. with only 
negligible discomfort. 

Two cases with local reactions to zinc protamine and 
to globin insulin were completely controlled with anthisan. 
After ten days the anthisan ,was stopped without 
recurrence of.the local reactions. Spontaneous desensi- 
tisation had undoubtedly taken place. 

These ‘cases suggest that anti-histamine drugs are of 
value in the control of the unpleasant local reactions 
to insulin which are a common sequel to its injection, | 
and of the general reactions to insulin which are much 
more rarely encountered. The anti-histamine drug should 
be given for a period long enough to enable spontaneous 
desensitisation to take place. f 


We are indebted to Prof. D. M. Dunlop and Prof. L. S, P. 
Davidson for their advice and criticism, and to the physicians 
of Edinburgh Royal Infirmary for permission to study their 
cases. Anthisan tablets were supplied by Messrs. 'May and 


Baker.. 
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HORMONES AND ATON 
DRIED THYROID GLAND 


MARGARET ROBINSON * 
M. D. Belf., D.P. H. 


Hertoghe (1896) was the first to report that the 
administration of thyroid gland by mouth increased the 
flow of milk in cows, and in nursing mothers. This 
has been confirmed for cows by Graham (1934). In 
nursing mothers Robinson (1947a) found that the increase 
in output produced by the administration of crude 
anterior-pituitary extract plus dried thyroid gland was 
about twice as great as the increase produced by the 
administration of crude anterior-pituitary extract alone. 

The present investigation was carried out on the suggestion 
of Prof. F. G. Young. The investigation was begun in 1945 


in the maternity department of St. Thomas’s Hospital by 


permission of Mr. J. M. Wyatt and of Mr. A. J. Wrigley, | 
and was extended, in 1946, to the maternity unit of University 
College Hospital by permission of Prof. F. J. Browne and 
Prof. W. C. Nixon.’ 

METHOD 


Criteria of Failure to Establish Lactation in the Pinpin 

In 500 untreated lactations in St. Thomas’s Hospital 
the infants were test-fed each day during the puerperium 
and were then followed. up for six months. It was found 
that failure of lactation before the infant was six months 
old was rare where the total milk yield on the fifth day 
of the puerperium had been at least 10 oz., and on the 
tenth day of the puerperium at least 16 oz. Nearly all 
the failures in the first three months of lactation had 
either had a total milk yield of less than 10 oz. on the 
fifth day of the puerperium, or of less than 16 oz. on the 
tenth day of the puerperium. Therefore an output of 
at least 10 oz. on the fifth day, or of at least 16 oz. on 


* Working with a full-time grant from the Medical Research Council 
at St. Thomas’s Hospital, London, and at University College 
Hospital, London. 
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the tenth day, was taken as the standard of establishment Al infants were test-fed on the fifth and tenth days. of 
of lactation. , the puerperium. If, according to the criteria given ppg | 

lactation had not been established on the fifth day, — 

- Assessment of Milk Yield treatment was begun. If, however, according to the same 

_ criteria, failure to establish lactation was not present on 
| agentes pe arn PT ce thes pipe peeks pan o the fifth day but was present on the tenth day, treatment 
the total output of milk for that day. The total output W25 206 begun until the eleventh day of ae Aen ppe 
was calculated for each day-of the puerperium. The 02, the average, treatment began on the seven y 
patients were discharged on the fourteenth day in and ended on the twelfth. Treatment was not continued 
St. Thomas’s Hospital and on the tenth day in University sina etapa wos a: EEA Oe eee ound 
College Hospital. Therefore, in University College Hos- ANNER ARN he deen i : ath acer eh F S ana 
pital, only- patients showing signs of failure to establish pa a pe apenas oa tal oF matt pa ned 
lactation on the fifth day could be treated. For this reason i eee : r 8 b . ‘tal, PSP a 
most of the patients started treatment on the sixth The milk ge j an ap eee a daily by test-féeds 
day. In St. Thomas’s Hospital, patients showing signs ay test-fee yie b bk "the fifth da Ooh day 
of failure were able to start treatment on either the sixth -+ zn m oe con On diny t hee a A E arting 
or the éleventh day of the puerperium. The number 2. %20 PucTPerium accor 2 ce 
. starting treatment on the eleventh day was small, since treatment and continued until the patient was discharge 


from hospital. The subsequent course of lactation was 
most of those who fail to establish lactation show signs $ } 
of a deficient output on the fifth day. | followed up by two consecutive test-feeds on the same 


day when the infant was four weeks old. 


From the fifth day of the puerperium until discharge 


TABLE I—EFFECT OF VARIOUS TREATMENTS ‘ON DAILY OUTPUT 


OF BREAST-MILK z TREATMENTS 
Dried thyroid gland.—To one group dried thyroid 
Mean aay ote ut of gland gr. 2 was given in divided doses of one gr. 1/, | 
dedii ei (oz) tablet four times a day after meals. A second group 
Ba oases | ee Cee -Atter was given dried thyroid gland gr. 4 daily in gr. 1 tablets ` 
treat- | treat- | treat- At i, four times a day after meals. These two groups were — 
ment | ment | ment treated at random at the same time as the four groups 
i No treatment ie a| A 5 | 7 8 7 . of controls. The results obtained from the second group 
z and from the controls indicated that the administration 
a ell o : í i z of dried thyroid gland by mouth caused an increase in | 
re eat PE x ; i r the daily output of breast-milk. Therefore it was decided 
l | to increase gradually the daily dose of dried thyroid 
es extract plus thy. ` gland, to find out whether a larger dose would produce 
roid gr. 4 daily 21 6 9 11 12 a greater increase in the daily output of breast-milk. 


Dried thyroid gland gr. 5 daily was given to 5 patients, 
and their pulse-rates were watched. Since no unfavour- 
: . | ~ able symptoms appeared gr. 6 daily was given to the 
After discharge from hospital the mothers reported next 5 patients. Again, since no unfavourable symptoms 
with -their infants for test -feeding when the infant was appeared, gr. 7 daily was given to 5 patients. In this l 
a month old. The shortage of beds made it impossible way the dose of dried thyroid gland was slowly and 
to admit them for 24 hours’ test-feeding, and the distances carefully raised to gr. 12 daily. Then these eight groups 
they had to travel limited the number of test-feeds to two. of patients, taking gr. 5-12 of dried thyroid gland daily, 
The times of these two test-feeds were either 10 A.M. received additional mothers, in rotation, until each group 
and 2 P.M., or 12 NOON and 3 P.M. The average of these contained 20 cases. The total daily dose of dried thyroid 
two test-feeds was multiplied by five or by six according gland was given in divided doses—e.g., gr. 9 daily was 
to whether the infant was being fed four-hourly or given as three gr. 1 tablets three times a day, and gr. 10 
three-hourly. This gave a rough estimate of the daily daily was given as two gr. 1 tablets after five of the 
output of breast-milk in the fourth week of lactation preast-feeds each day. i 
and made it possible to compare the results produced Thyroxine.—The 60 cases were divided into three groups 


by dried thyroid gland in various doses and the results containing 20 cases each. Each group was given a differ- 
produced by the control treatments. i 


‘Thyroid gr. 4 daily .. | .20 7 10 li 12 


TABLE II —EFFECT, ON DAILY OUTPUT OF BREAST-MILK, OF 


Procedure INCREASING DOSAGE OF THYROID 
A total of 332 cases of failure to establish lactation 
were investigated : 78 were used as controls, 194 were Mean daily output of 
treated with dried thyroid gland, and 60 were treated Daily dose ne preast miko a 
with thyroxine. . of thyroid | Not —— Tr | 
The 78 controls were divided into four groups: 16  ‘8?@ins) petora (er dene sda ee At 1 
mothers were given daily injections of crude ox anterior- ment | ment ment | Month 
. pituitary extract ; 21 were given daily injections of crude - 2 ~ui ge Tio Taua 13 
- ox anterior-pituitary extract plus dried thyroid gland a 
gr. 4 daily ; 20 were given daily injections of physiological $ 1 re m 14 
saline; and 21 were left untreated. 5 6 11 12 ` 13 
- The mothers who were given dried thyroid gland were 6 4 3 11 12 
divided into ten groups, each group being treated with a 
different dose of dried thyroid gland. One group, con- 3 1 ? ae 
sisting of only 14 mothers, was treated with dried 8 6 8 10 11 
thyroid gland gr. 2 daily. In the nine other groups, 9 5 9 11 16 
containing 20 mothers each, the dosage of dried thyroid © 
gland ranged from gr. 4 to gr. 12 daily. $ I 14 19 
The mothers who were given thyroxine were divided 11 ‘5 10 13 16 
into three groups of 20, each group being given a different 12 5 10 12 12 


dose. 


A 7 


| -appear to affect the results to any extent. 
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TABLE II-—EFFECT OF THYROXINE ON DALLY OUTPUT OF 
| BREAST- MILK 


Mean daily output of 
breast-milk (oz.) 


IESE | aie: 
ment ‘ment ment month 
25 10 12 13 

6 un 13 16 
5 9 11- 13 


ent dose of ie The doses were 1-6 mg., 2:4 mg., 
and 3-2 mg. daily. Tablets of thyroxine 0-8 mg. were 
used. One tablet was given by mouth with water twice 
a day, ` 
to the y dose prescribed. 

Controls.—The controls had injections of either crude 
ox anterior-pituitary extract, or crude ox anterior- 
pituitary extract plus dried thyroid gland gr. 4 daily, or 
physiological saline. Details of the control treatments 
were given earlier (Robinson 1947a). 

Materials.—Dried thyroid gland gr. 1 tablets: were made 
up by the pharmacists at St. Thomas’s Hospital and at 
rome oe Hospital from powdered dried thyroid 

1932. 


gland B.P 

Crude ox anterior-pituitary extract was supplied by Glaxo 
Laboratories Ltd. Details have already been published 
(Bobinson 1947a). 

Tablets conteraine, 0- 8 i mg. of thyroxine (B.D.H.) were used. 


RESULTS - 
‘Table I snow that daily injections of crude ox anterior- 


pituitary extract cause no greater increase in the daily 


output of breast-milk than do daily injections of physio- 
logical saline. Nor did either of these treatments give a 
better immediate result than that obtained among the 
untreated controls. 

Crude ox anterior-pituitary extract plus dried thyroid 
gland caused a greater increase in the mean daily output 
of breast-milk: When, however, the dried thyroid gland 
was given without the injections of crude ox anterior- 
pituitary’ extract, the increase in output was equally 
good. Therefore it can be concluded that the dried thyroid 
gland and not the crude ox anterior-pituitary extract was 
the cause of the greater increase in output of breast-milk 
in the mothers to whom both these substances were given. 

Table 1 shows the effect of increasing the daily dose 
of dried thyroid gland. The rate of increase in output 
is greatest among the patients given dried thyroid gland 
gr. 9-12 daily. In each of the series given dried thyroid 
gland, several patients did not respond to treatment. As 


the dose of the dried thyroid gland was increased, the 


number of these resistant cases decreased. The rate of 


increase in output was more rapid among those patients . 


who were given gr. 10 or more of dried thyroid gland daily, 
but a tendency to a fall in output after ceasing treatment 
began to appear among the mothers taking gr. 10 or 
more of dried thyroid gland daily. This resistance to 
treatment, and inability to carry on when the treatment 
was stopped, led to the trial of thyroxine by mouth in 


various doses, and to a trial of Lugol’s solution. A 


preliminary report of the results from the treatment with 
Lugol’s solution has been published (Robinson 1947b). 

The results from the administration of thyroxine by 
month are shown in table m1. The increase in output 
is similar to that obtained with the larger doses of dried 
thyroid gland. The size of the dose of thyroxine did not 
Resistance 
to treatment and the falling off in output after cessation 
of treatment were seen. Folley and White (1936) found 
that subcutaneous injections of thyroxine into. cows 
increased the output of milk, which dropped when 
treatment ceased. 


brought to light the deficiency. 


times a day, or four times a day, according © 


Folley, S. 
Gr 


paroxysmal hemoglobinuria. 


CONCLUSION 


It appears from these three experiments - that failure 
to establish lactation in the puerperium is due to a 


‘deficiency in the production of thyroxine by the thyroid 


gland. None of the mothers showed any signs of thyroid 
deficiency. It was the extra load of lactation which 
The degree of the 
deficiency apparently varies from patient to patient, 
because, as the daily dose of dried thyroid gland was 
increased, the number of cases showing no improvement 
in. output decreased. A few of the women needed even 
more than gr. 12. daily. 

In some of the mothers taking gr. 10-or more of dried 
thyroid gland the daily output of milk fell when treatment 
was stopped. This tendency to'a fall in output when 
treatment ceased was even greater among the mothers — 
taking thyroxine than among those taking dried thyroid 
gland. 

A preliminary report (Robinson 1947b) on the effect of 
iodine on failing lactation shows that the condition is 
due not to a defective thyroid gland but to a deficient 
intake of iodine. So far no cases treated with iodine have 
failed to respond with an increase in output of breast- 
milk. With the iodine the rate of increase varied, as it 
did among those womèn who were taking dried thyroid 
gland or thyroxine. It is too early yet to be sure that there 
will be no falling off in output when the iodine is stopped, 
since only a few of the infants in this experiment have 


so far reached the age of 1 month. 


I wish to thank Mr. Wyatt, Mr. Wrigley, Professor Browne, 
and Professor Nixon for permission to carry out these experi- 
ments in their departments ; and the nurses of St. Thomas’s 
Hospital and University College Hospital for their coöperation. 
I am indebted to the Medical Research Council for their sup- 
port, to Glaxo Laboratories Ltd. for the material used in some 
of the experiments, and to Professor Young for his advice, | 
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HAMOGLOBINURIA AFTER INTRAVENOUS 
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Two cases have been observed, and a third brought 
to our notice, of hæmoglobinuria following the intra- 
yenous use of ‘ Myanesin.. 

In all three cases the first specimen of urine yoided 
after the injection was discoloured, and on further 
investigation it was apparent that this was hemoglobin. 
(One such specimen contained 0:25% protein.) No 
hemoglobin has been found in subsequent samples over 
a period of two days. 

One of these cases was “investigated more fully to 
exclude the possibility of blood disease giving rise to 


of blood disease, and all -findings were wfthin the range 
of normality, including the saline-fragility test, which 
showed lysis starting at 0-42% and complete at 0-36%. 
(This was identical: with a control.) Heat, cold, and 
exercise also produced no evidence of hamoglobinuria. 
A laboratory experiment was then performed to 
prove that myanesin had hemolytic properties. With 


There was no evidence. 
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this patient’s blood it was found that lysis took 
place to a: drug concentration of 1/200, the diluent 
used being normal saline. This experiment was repeated 


blood, and it 
was realised 
that this 
hemolysis 
was not an 
individual 
variation but 
a - consistent 
property of 


tion. 


EXPERIMENTS 


To demon- 
strate in-vivo 
hæmolysis 
several experi- 


injection of 
left, control; right, venous blood 
fossa during 


Naked-eye hzamolysis due to 


myanesin : 
withdrawn from antecubital 


injection of myanesin. per formed. 


For example, 
5 c.em. of fresh blood was take from a vein in the 
antecubital fossa and prevented from clotting by 
Wintrobe’s oxalate method. This served as a control. 
Then, simultaneous with the injection of myanesin 
into a vein at the wrist; blood was withdrawn from 
the antecubital fossa and treated similarly to prevent 
clotting. Both samples were then centrifuged and the 
supernatant fluid examined. There was obvious naked- 
eye hemolysis with myanesin, and this was confirmed 
by the spectroscope, which showed oxyhzemoglobin 
present. 

Experiment 1.—Injection of 1-5 c.cm. of 10°, myanesin 
caused very considerable lysis in blood withdrawn from the 
antecubital fossa (see figure). 

Experiment 2.—Injection of 1-5 
caused ‘considerable lysis. 

Experiment 3,—Injection of 1-5:c.cm. of 1°, myanesin did 
not cause any change from the control. 


The 5% and 1% myanesin solutions were diluted 
with distilled water, which in a separate experinient 
was observed to cause some lysis when injected alone. 
In vitro, 1% myanesin—i.e., intravenous myanesin 
solution diluted with. nine parts of distilled water—will 
slowly lyse human red cells. When it is injected into 
a rapidly moving bloed-stream, where it mixes with a 
large volume of blood, there will probably be no lysis. 

These experiments have been performed on anzesthe- 
tised patients and controlled by a similar series performed 
on one of us (J. I. P.). The results in all, cases were 
identical. 

From these experiments we deduce that considerable 
hemolysis occurs in all patients who receive intravenous 
myanesin. A 1% solution of myanesin in distilled 
water is probably safe for injection, but this necessitates 
large volumes‘for the required doses. 

No attempt has been made in these experiments to 
determine whether the myanesin or the solvent is 
responsible for these effects. This solvent is specially 
prepared, as myanesin is only slightly soluble in water. 


c.em. of 5°56 myanesin 


ILAMOGLOBINURIA 


Though hwmoglobinzemia occurs in all cases, hemo- 
globinuria is observed in only a few, and at first some 
doubt was expressed about the validity of the observa- 
tions. It appears, however, that the high threshold value 
(92 mg./kg. body-weight)! for the excretion of hxmo- 
globin by the kidney prevents its appearance in the urine 
unless considerable lysis has taken place. In the case 
of an average adult weighing 70 kg. whose blood contains 


. De Nevasquez, S. J. Path. Bact, 1940, 51, 413. 
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with a control - 


this prepara- 


ments were. 


. pain rapidly disappeared, but the other 


[sepr.:13, 1947. 


15 g. of Hb per 100 c.cm., lysis of about 40-c.cm. must 


take place before hemoglobin will appear in the urine.’ 
In children this quantity will be much smaller. 


CONCLUSIONS 


Though no ill effects have yet been ohne: it. is 
dangerous to liberate hemoglobin in the blood-stream 
in anything but minute amounts. The 
shock and blocking of the kidney tubules with acid- 
hematin crystals formed from the hemoglobin in acid 
urine. 

Myanesin as at present constituted for intravenous 
injection is unsatisfactory. 

Careful note should be taken of the hemolytic proper- 
ties of all intravenous preparations. 


-SUMMARY 


Three cases of hemoglobinuria have been observed, 
and one investigated in ‘detail. 

Intravenous hemolysis occurs with every injection of 
myanesin unless diluted with distilled water to. a arag 
concentration of 1/100. 

Heemoglobinuria is only seen occasionally, and’ ‘this 
is explained by reference to the kidney threshold value 
for hæmoglobin. 

Intravenous ‘myanesin as at present constituted is 
considered dangerous. 


Our thanks are due to Prof. W. D. Newcomb, Dr. G. 
Hickie, and Dr. R. P. W. Shackleton for their help and 
advice; Dr. T. Ryan for the details ọf one case; and the 
photographic department of Rooksdown House for their 
coöperation and service. , 


URETHANE AND STILBAMIDINE IN 
MULTIPLE MYELOMA * | 
REPORT ON TWO CASES 


Nits ALWALL 
M.D. Lund ne 
From the Medical Clinic, Lund University, dies 


URETHANE was successfully introduced by Paterson 
et al.! for the treatment of leuksemia, but they found the 
drug ineffective in two cases of multiple myeloma, 
Snapper? found that stilbamidine and pentamidine, 
without affecting any other signs or symptoms, would 
relieve the pain of myeloma for a considerable time. 

Two cases of multiple myeloma treated with urethane 
are reported here. In case 1 urethane had no objective 
or subjective effect ; in case 2 its effect was astonishing. 
Later, stilbamidine was given to case 1, whereupon the 
symptoms 
remained unaltered. . } 


Case 1.—A woman, aged 56, had had pains and tiredness 
for 3 years. Diffuse myelomatosis had been diagnosed 21/3 
years ago. 

Typical diffuse destruction was found in the skeleton. with 
typical laboratory findings. Sternal puncture showed numerous 
myeloma cells. Urine contained albumin but as a rule no 
Bence-Jones protein. ` 

Subjectively the most prominent symptom was continual 
severe skeletal pains which necessitated the perpetual admini - 
stration of palliative tablets. Patient was almost a complete 
invalid. 

Earlier treatment with calcium, vitamin D, and iron seems 
to have done no good. 

Patient was given urethane 1l g. three or four times daity 
for 3 months. The condition did not improve. 

Stilbamidine, as recommended by Snapper, was now given 
in intravenous injections every other day to a total amount 
of 2-25 g. After three injections the pain lessened. At the end 
of the course patient was almost free from pain. | 


. Lecture at a an meeting of the Lund University Clinics on 
une 12, í . 

1. Paterson, E., ap ae A., ApThomas, I., Watkinson, J. M. 
Lancet. 1946, i, 677 l ' ; 


2. Snapper, I. J. Amer. med. Ass. 1947, 133, 157. 
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Seen a month and a half later she moved fairly easily, but 
her back soon became tired ; so she wore a supporting corset. 
She no longer needed palliative tablets, except a little 
aspirin for the night. 
sedimentation-rate, and albuminuria persisted. 


Case 2.—A woman, aged 50, with a year’s history of tired- 
ness and shortness of breath had been treated with iron 
for anemia. Since no improvement ensued, she was sent 
to this clinic, where I .have treated her repeatedly since 
September, 1946. 

The diagnosis of myeloma was supported by the typical 
laboratory findings (see accompanying table), and by radio- 


graphy showing typical changes in the cranium, thorax, and 


pelvis, besides fractures of the ribs and collar-bone, and lesser 
changes in the lower part of the spinal column. Sternal 


MULTIPLE MYELOMA TREATED WITH URETHANE 
SEPTEMBER, 1946, TO JUNE, 1947 - 
a Sept. wig Oct.| Nov. | Dec.| Jan.|Feb./Mar.| May 
30 30 | 19 | 11 | 14 | 24 | 30 
ey fe 
Total serum-protein | 9:8 | 9-0 | 8: 8.8 


et | eS | | ED | aD 


6-4 
(g: per 100 c.cm.) 
Albumin (do.). .. | 2-9 | 2-5 | 3:3 4:2 
Globulin (do.) .. | 5:9 | 6-5 | 5:3 2-2 
Albumin - globulin | 0°5 | 0-411061 2-0 
quotient 4, : i 
Erythrocyte-sedi- | 140 |132 |138 |` 2 
mentation rate 
(mm./hr.) . _ 
Hb (%) / o’ oe . 60 67 87 87 
Red cells (millions | 2-9 4:21 4:5 | 4: . . 4]43 


per c.mm.) 


White n (per 4900 |430013700! 4600 |3600/4600/4900/3500/5000 
c.mm. ree 


k 4 | 0-4 | 0-4 
per Uhouesnd):: f 


Uret hane : Firet month, 1 g. 2—4 times daily ; 2 weeks’ interval 
sent the Aottowing 2 months, 1 g. x3; since then,'2:5-1°5 g 


marrow was rich in cells, including typical and atypical plasma 
cells {myeloma cells). Albuminuria, Bence-Jones protein 
absent. 

Patient, who in spite of the skeletal changes had had no 
pain, was “exclusively treated with urethane and iron. There 
was no special indisposition after the urethane. The dosage 
and results of the urethane treatment are reproduced in 
the table. 

After a month’s treatment there was no anemia; after 
11/; months no albuminuria ; after 2'/, months the erythrocyte- 
sedimentation: rate was normal, and after 4 months the 
albumin-globulin quotient was 2- 5. 

Sternal puncture. —After 11/, months the myeloma cells 
had diminished from 33% to 20% ; after 21/, months to about 
4% ; and after 3!/, months no myeloma cells were found. 
Unfortunately a later sternal puncture gave no result. 

Radiography, after 8 months’ therapy, showed no change. 

After 6 weeks’ treatment patient already felt considerably 
better. She was able to start housework. Since the beginning 
of this year she has been practically quite well. Only a slight 
pain is felt now and again about the shoulders and the lower 
part of the spine. 


SUMMARY 


The favourable effects of stilbamidine on pain due to 
myeloma, as reported by Snapper,” are confirmed in the 
case of. a woman, aged 56, who had had pain.due to 
multiple myeloma for 3 years. Treatment with urethane 
had given no relief, confirming the results of Paterson 
et al. 

On the other hand, in another case, in a woman aged 50 
with a year’s history of fatigue and shortness of breath but 
no pains, the symptoms, blood changes, and albuminuria 
disappeared after treatment with urethane. Myeloma 
cells could“no longer be found in the sternal marrow. 
No improvement in the bones could be detected by 
radiography.. Time of observation: 8 months from the 
beginning of the treatment. a 


The anæmia, hyperglobinemia, high 


sterile dry bottles. 


, boyhood, causing saddle-nose. 


Preliminary Communication 


BOVINE CARTILAGE IN PLASTIC SURGERY 


_ AUTOGENOUS grafts of costal and other cartilage have 
long -been used as a supporting structure in plastic 


surgery. Their use has the obvious advantage that the | 


source of supply is the patient’s own body; but such 
cartilage is notoriously liable to kink, even long after 
it has been placed in its new bed. This can to some 
extent be overcome by immersing the graft in boiling 
water for one or two minutes. A further drawback 
is the fact that the operation is prolonged and an addi- 


tional wound is made which may eause the patient to 


complain bitterly. 

When it was found that cartilage rerhoved post 
mortem from previously healthy adults and preserved 
in antiseptic solutions was equally effective, the method 
was welcomed and used with zest. Unfortunately it is 
not easy to obtain sufficient supplies of young cartilage 


to deal with all the cases requiring its use ; so search was 7 | 


then made further afield. It appeared that if cartilage 


can be parboiled then preserved in antiseptics and 
_ afterwards implanted in the human body it must by 


this time have lost its biological personality, and that 
therefore it might be possible to use more easily obtain- 
able material from the lower animals. It was therefore 
decided to investigate the possibility of bovine cartilage. 


_It was found that the most suitable material for surgical 
-purposes lay 


in the xiphistenum. The. following 
advantages are claimed : 


(1) It is easily obtained in relatively large quantities. 

(2) In fashioning it for use in the theatre one may, by trial 
with more than one piece, make the most accurate supporting 
structure to correct the given deformity. 


(3) It may be possible to have it prepared commorcially l 
ready for use, like catgut. 


The cartilage was preserved by the meod- recom- 


mended by the National Research Council! of America | 
for the preservation of human cartilage derived from | 
necropsy. Xiphisternal cartilage .was removed under _ 


surgically clean conditions in an abattoir and placed in 
' Later, in the laboratory under 
aseptic conditions the soft tissues and perichondrium were 
dissected off. The cartilage was then parboiled by 
dipping in boiling water for a minute. On removal 
from the water the cartilage was preserved in sterile 
bottles containing 1 in 4000 merthiolate in normal saline. 
The preserving solution was renewed next day and once 
a week thereafter. 

Up to now the results of implantation of bovine 
cartilage prepared in this fashion have surpassed all 
expectations. The grafts seem to resist infection better 
than fresh autogenous cartilage, and the surrounding 
tissues show practically no reaction whatever; in fact, 
often there is not even transitory codema. From this 
it appears that there is a definite use for bovine cartilage 
in reconstructive surgery, and perhaps herein lies the 
solution .to one of the most difficult plastic pees 
the reconstruction of the pinna. 


ILLUSTRATIVE CASE 


A young man, aged 18, had had his nose broken in his 
Apart from the deformity 
there was partial nasal obstruction on both sides, without any 
definite infection of the nose or sinuses. At operation a 
midline columellar incision was made,. and the tissues were 
opened up by dissection. A graft of bovine cartilage was 
introduced into the space thus formed and the deformity 


corrected. The wound was.sutured and a plaster- of-paris 


splint applied. The sutures were removed on.the fourth 
ay, the wound healing aseptically. The result, of the graft 


1. National Research Council, Manual of Standard Practice of 


Plastic and Maxillofacial | Surgery, ‘Philadelphia, 19042; 


onl 
iad 
Se 
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was perfect and the splint was not reapplied. At no time after 
operation was there any evidence of reaction of the patient’s 
tissues to the presence of the graft of foreign cartilage, and at 
the removal of the sutures, apart from the healing columellar 
incision, it was difficult to tell that the patient had had a 
reconstruction operation so recently on the now normal- 
looking nose. 


All the cases treated in this way have been equally 
satisfactory. 

Sir Harold Gillies writes that, on the advice of one of us 
(W. E. M. W.), preserved bovine. cartilage has been used 
in a series of cases for various types of defect.. While 
confirming the good results obtained by us, particularly 
when the donor bed is well vascularised, Sir Harold 
Gillies feels that a critical analysis of these cases should 
be deferred for further experience and observation. 

Messrs. Armour and Co. Ltd., The Armour Laboratories, 
27-28; Finsbury Square, London, E.C.2, are in a position to 
supply bovine cartilage in sterile containers on receipt of a 


few days’ notice. 
i W. E. M. WARDILL 
M.B. Durh., F.R.C.S. 
Plastic Surgeon, Royal Victoria Infirmary, 
Newcastle-upon-Tyne 
JOHN SWINNEY 
M.C., M.D., M.S. Durh., F.R.C.S. 


` Assistant Surgeon, General Hospital, 
Newcastle-upon-Tyne. 
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Reviews of Books 


_ Surgical Treatment of the Soft Tissues 


Editors: FREDERIC W. BANCROFT, M.D., F.A.C.S., 

_ associate clinical professor of surgery, Columbia Univer- 
sity; GEORGE H. HUMPHREYS, II, M.D., SC.D., F.A.C.S., 
professor of surgery in the university. London: 
J. B. Lippincott. 1946. Pp. 501. 90s. 


THis book represents in the main the latest American 
views on the surgical treatment of hernia, superficial 
injuries, burns and freezing, infections, neoplasms, 
arteries, and veins and lymphatics. There are naturally 
deviations from the current English teaching : Bassini’s 
operation is used for children, and stainless-steel wire 
used according to the method of Bunnell is not mentioned 
in tendon repair. The section on facial injuries is compre- 
hensive, but it is a little difficult to understand why the 
author prefers rather cumbersome helmets to dental 
splints for fixing the jaws together. He wires mandibular 
fractures rather more freely than is customary here. 

The section on plastic surgery is somewhat disappoint- 
ing in that the operative procedures are not particularly 
well described, and the illustrations not very well repro- 
duced ; but the section on burns, written by a recognised 
expert, is first-class, with hundreds of references. Most 
carbuncles, it seems, are treated by surgery : the con- 
servative method which has met with much success in 
this country is not described. Many different incisions 
are used for mastectomy, and an operation is described 
for post-mastectomy cedema. The sections on the 
surgery of the arteries, veins, and lymphatics are very 
refreshing—the Americans have taken considerable 
interest in this branch of surgery—and the book as a 
whole can be recommended to any young surgeon. 


Recent Advances in Endocrinology 
(6th ed.) A. T. CAMERON, D.sc. Edin., F.R.1.c., professor 


of biochemistry, University of Manitoba. London: 
J. & A. Churchill. 1947. Pp. 443. 21s. 


THE 6th edition of Professor Cameron’s book, appearing 
only two years after the last, is as good as the others. 
The discussion of the place of thiouracil in the treatment 
of thyrotoxicosis is perhaps framed in a manner rather 
too suggestive of a straight choice between medical and 
surgical treatment, whereas both in Britain and the 
United States most experienced physicians and surgeons 
are rapidly reaching the view that the ideal treatment is 
a combination of the two. The importance, too, of the 
thymus in relation to myasthenia gravis is dismissed in 
a few words, and there is no mention of the work of E. B. 
Verney on the function of the posterior pituitary. It 
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is no longer true to say that the association between’ 
pineal growths and premature genital development 
remains unexplained, and many clinicians could be found 
who would criticise some parts of the comparison between 
Simmonds’s disease and anorexia nervosa. Nevertheless 
the book is in the main first-class, and it is to be hoped 
that new editions will go on appearing at two-yearly 
intervals. te 


A 


Researches on Normal and Defective Colour Vision 


W. D. WRIGHT, D.SC., A.R.0.S., reader in colour vision 
in the University of London at the Imperial College of 
Science and Technology. London: H. Kimpton. 1946. 
Pp. 383. 36s. ; 


In this book Dr. Wright has gathered together the 
results of twenty years’ single-minded investigation of 
the problems of colour-vision, recording measurements 
of the luminosity curves, spectral mixture curves,.and 
hue discrimination, with great care and technical skill. - 
He is a physicist ; and it is to be regretted that collabora- 
tion between physicists and biologists is not more 
common, for each has much to teach the other. One 
trap, however, awaits the physicist who ventures into 
biology. The trained biologist is never quite unaware 
that a whole complex of unsuspected processes may. be 
waiting for him round the corner, but to the physicist 
such unexpected complications can be disconcerting, 
and at first, their existence being overlooked, he tends © 
to oversimplify the problems. There is no trace of this 
weakness in Dr. Wright’s book; the problems are all 
examined against their complex physiological back- 
ground. His work has been entirely on the human eye, 
both normal and colour-defective, and most of it has been 
based on Helmholtz’s modification of Young’s classical. 
three-component theory. Most, but not all, of his results 
fit comfortably enough into the framework of the theory ; 
but this does not prevent him from giving due weight 
to such work as that of Polyak on the structure, and 
Granit on the electrophysiology, of the retina. Since 
neither Polyak nor Granit accepts the Young-Helmholtz 
theory in its orthodox form, they are out of favour at 
present with some sense physiologists. It is refreshing 
to find not only their views, but also Willmer’s even. 
more unorthodox ones, discussed dispassionately here. 
This book can be read with interest and profit by those 
who have little mathematical or physical knowledge 
as well as by those who have much. | 


Suicide and the Meaning of Life 


MARGARETHE VON ANDIcS. Preface by Sir CYRIL 
. BURT. London: Wm. Hodge. 1947. Pp. 219. 8s. 6d. 


Dr. M. von Andics has taken careful case-histories of 
a hundred unselected suicides. She ignores their psycho- 
pathology but records a number of their expressed 
sentiments, stressing those which she feels to be signifi- 
cant for her purpose—the discovery of the meaning of 
life. Later she quotes a number of eminent men who 
have expressed similar sentiments. Her deductions are 
reasonable but personal, though the final one can hardly 
be questioned: all the suicides felt that their ‘vital 
relationship with the world” (their horizon did not 
include the universe) had broken down; a vital relation- 
ship with the world was therefore essential to “‘ meaning ”’ 
in their lives. The reader will feel the need for a hundred 
ordinary folk’s case-histories as a control: there would 
then be less danger of thinking of the suicide as though 
he were a representative of every man in distress. The 
fact that the suicide is often one who is himself suffering 
from developmental disease has been largely ignored in 
this book. Sir Cyril Burt, in the preface, commends the 
method of controlled experiment, collation, and deduction 
leading to a generalisation; but it is an excessively 
difficult method to carry out in the given circumstances 
and with the subject matter selected. A shorter, tighter 
‘* long article ’’ would have served to report an interesting 
series of case-histories more succinctly. 


Messrs. H. K. Lewis have issued a supplement listing the 
books which have been added to their medical, scientific, and 
technical lending library since the 1943 edition of their 
catalogue. The price of the supplement is 5s. (but only 2s. 6d. 
to subscribers). . | 
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~ Allies 


In two successive weeks the physicians and surgeons 


of this country are holding great international gather- 
ings in London. Nothing comparable has been seen 
here since the International Congress of Medicine in 
1913, which was a landmark in medical history. 
Today, though unimagined progress has been made 
in the control of disease, we lack some of the faith 


- in progress that was evident thirty-four. years ago. 


War and disaster, also on an unimagined scale, have 
brought out the social weakness as well as the social 


_ strength of mankind: we have been made painfully 
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aware of aggression between nations, within nations, 

and within individuals. Yet at the same time, and 
over and over again, we have seen men and nations 
united by the presence of a common enemy—united 
by a common purpose or a common need. Clearly 
the ultimate task of statesmanship is to create good 
will among men without evoking ill will towards other 
men ; we must somehow divert the forces of aggression 
from the struggle against each other to the struggle 
against Nature. In medicine we have already gone 
fat in this direction ; for all of us, in all the world, 

recognise a common enemy in disease and a common 
purpose in promoting health. Our profession has 
done much, and could henceforward do far more, to 


_ demonstrate the way of escape from war—to show 


that men can and do forget their differences in working 
against the foes. of every man. 


We welcome our visitors not only as friends but as - 


allies. For the alliance of medicine is one that must 
be preserved and strengthened, if only because it is 
among the most hopeful expressions of civilisation. 


Cuts Present and to Come 


“Tux food outs which have become inevitable have 
now begun. The Government, rightly or wrongly, 
have chosen to apply them by lysis, giving the house- 


wife and caterer time to adjust their menus a step at 


a time, rather than by crisis, when the resulting shock 
might have a therapeutic moral effect and would 
impress our friends overseas. For the reductions in 
the meat ration from ls. 2d. to ls. a week, in points 
from 8 to 7 a week, and in supplies to ‘catering 


establishments’ serving meals costing more than. 


2s. 3d. per head are but a sample of more serious cuts 
to come. As Mr’ STRACHEY says, we should all like to 
know where we stand and what we must prepare 
to face later on; but too many factors are involved 
to make an accurate forecast possible. ‘World cereal 
production this year, we are told, is likely to be 
25 million tons down on last year ; 
only 29 million tons to meet ‘estimated import needs 
of at least 50 million. Distribution, too, may prove 


_ even less satisfactory than hitherto, since the shorter 


the supplies the greater the strain on international 
coöperation, and there is bound to be a tendency 
towards every-man-for-himself methods among im- 
porting countries. One thing is certain: we shall be 
deluding ourselves if we continue to speak of thig as 


a temporary period of “ austerity.” 


vary as widely as do individual intakes. 


and there will be - 


This is a stage 
of metamorphosis, from which we shall emerge with 
a diet more suited to our changed position in the 
world’s markets. The suspension of all food imports 
from the United States is, but one indication of a 
more far-reaching and permanent change. Many of 
the sources of supply open to us in the ’thirties—the 
vegetable oils, rice, and fruit from the Far East ; 
the agricultural products of. Latin America; the 
dairy foods of Scandinavia—may henceforward -be 
diverted to home consumption or to other customers. 

In their place we shall have to develop food- 
production in this country and stimulate the growth 


of agricultural ventures overseas, as on the African — ES 


continent. As Le Gros CLARK? puts it, “it. is 
preferable to work hard at fresh sources of production 
than wait like pensioners for the dollar market to- 


_shift in our favour and for the world to consent again 


to feed us in the wey to which we had grown 
accustomed... .” 

Meanwhile, when our future depends on how soon 
and how effectively we, can. put forth our maximum 
effort, it is as important as ever it was in the war to 
ensure the wise and fair distribution of what food we 
have. The white-paper ? summarised on another. page 


suggests that, on average, our present diet is sufficient 


in all known essential constituents with the possible 
exception of fats and vitamin A. But, as the white- 
paper itself emphasises, we must not put too much 
reliance on averages, since individual requirements 
‘The study 
of individual children’s ‘diets which Miss E. M. 
WIDDOWSON, PH.D., conducted for the Medical 
Research Council just before the late war produced, — 
some astonishing illustrations of these variations. 
Her report, now published,’ shows that whether the 
children were grouped according to age, weight, 
height, or surface area there were always some who 
ate twice as much as others, judged on calorie intake. 
The same applies, she says, to adults ; and the differ- 
ences cannot be explained by variations in occupation, 
basal requirements, loss of nutriment by the bowel, 
or the predominant type of food consumed. A more 
feasible explanation is that some people are very much 
more efficient machines than others, and that two 
people will expend different amounts of energy in 
performing the same piece of work. Before bread was 
rationed variations in appetite presented less difficulty, 
but potatoes are not a complete substitute for cereals. 
If the individual ration-book is henceforth to 
command less nourishment some compensation can be 
found by encouraging the use of works’ canteens, 
British Restaurants, and school feeding arrangements, 
where those who—because of their particular work or 
because of idiosyncrasy—need more than their rations © 
can get it without drawing on the family pool. As the 
Ministry of Food evidently recognise, it would be 
unwise to make any drastic cut in the 10% of our 
rationed food which is now allotted to all kinds of 
catering establishments, just because a few restaurants 
supply luxury meals for the well-to-do. On the 
contrary, an energetic campaign, backed by the 


. Le Gros Clark, F. Discovery, August, 1947, p. 233. 
. Food Consumption Levels in United Kingdom. “HLM. Stationery 
Office. 1947. FP: 18. 
3. A Study of Individual Children’s Diets.: Spec. Rep. Ser. med. 
es. Coun., Lond. no. a H.M. Stationery Office. 


1947. 
Pp. 196. 6s. 
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trade-unions, should be launched to raise the 
proportion of workpeople who make use of the can- 
teens from the ‘present 50% to nearer 100%. It 
would be possible to expand the provision of meals in 
schools by about 30%; but it would be by some 
sacrifice of amenities. Dining-room accommodation 
for school-children is already far from sufficient, and 
at its present rate of growth the service is just about 
keeping level with building schedules. Rapid expan- 
sion might mean that feeding must again overflow 
into the classrooms and in some measure take priority 
over education in school life. Such a change in 
outlook can only take place if both teachers and 
parents are convinced of the need. . 
No practicable cut in the catering allocations would 
have an appreciable effect on domestic rations. If 
we assume that all civic restaurants and staff canteens, 


- and a considerable proportion of small cafés, cater . 


for customers who have some claim to preferential 
treatment on occupational grounds, “ luxury ” feeding 
is unlikely to be absorbing more than 1% of rationed 
foods, though it seems to take a larger share of the 
others. Its discouragement is useful on moral rather 
than material grounds. 


Nursing Reform 


THE long-awaited report of the Working Party on 
the Recruitment and Training of Nurses, summarised 
on another page, not only outlines reforms but con- 
tains original studies. It gives reliable data about 
the total numbers engaged in nursing and the numbers 
in the various branches,. and about the age-distribu- 
tion, educational background, intelligence, and quali- 
fications of nurses. Perhaps the most important 
investigation—certainly the most urgent—was a job- 
analysis of the nurse’s day at various stages of her 


career from the first training year onwards. This- 


has established the fact—not startling to the young 
nurse, perhaps, but sufficiently impressive for the 
rest of us—that the nursing practice now taught 
during some 4100 hours (out of a total of 6900) could 
be learned in 1600 by a student of average intelligence. 

During her three years of training the nurse spends 
240 hours attending lectures, some of which are 
given in off-duty time. She also spends a third of 
her first year, a quarter of her second year, and a 
sixth of her third year—some 1500 hours altogether 
—on domestic work. Of the remainder of her 
training, no less than 2500 hours are spent on “ sheer 
repetition dictated by the requirements of ward 
work.” Repetition in nursing, as in other skills that 
call for nice coérdination of hand and eye, naturally 
makes for dexterity ; but the Working Party find 
the time now spent in repetitive work is “‘in excess 
of what might well be the reasonable amount of 
time required for the actual learning of nursing 
practice up to the standard required for the General 
Register.” This analysis makes it clear in which of 
her dual capacities—as student and hospital servant 
—the young nurse does most work: a quarter of her 
time is spent on domestic work, and nearly half of the 
remainder on repetitive work which is more valuable 
to the hospital than to her. | 

There are two ways of looking at this fact. It 
would be possible to say that “ nurses in training 
are clearly not students at all: they are hospital 
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" servants and should be paid at current industrial. 


rates for the work they do.” The other view is that 
nursing is a profession, and that nurses `in training 
are students who must be given proper opportunities 


to follow their studies without being required to serve 


the hospital as well. All who understand the tradi- 
tions of the nursing service will agree with the 
Working Party in their firm support of the second 
view. Nurses cannot be created merely by paying 
good wages. They must approach their profession like 
the doctor and the teacher, as students seeking training 
in a discipline. Pay is not placed among the five 
important causes of wastage during the training years. 
These are, in order of importance, outworn hospital 
discipline, especially as it affects the student’s private 
life, the unsympathetic attitude of the senior staff, 
poor food, long hours, and pressure of work. 

. The Working Party have outlined a bold plan for 
changing the whole relation of the student to the 
hospital. The training-school finances, they say, 
must be separate from those of the hospital, and 


must be supplied from public funds. The student 


nurse, besides being given free tuition, and board 
and lodging or an allowance in lieu of it (an interesting 
phrase, implying acceptance of the principle that 
the student nurse may sometimes be non-resident), 
should also receive a grant to cover personal expenses. 
This privilege is likely to be extended to other 
students in the coming years, and is particularly 
justifiable in the case of nurses because our need of | 
them is so great. The hospital will no longer be the 
responsible training authority : student nurses should 
come under new regional nurse training boards, and. 
in each region chosen hospitals and public-health 
agencies should be grouped into training units cover- 


-ing the whole nursing field. A pioneer unit, the 


Working Party consider, should be started in each 
region as soon as possible. ‘Training itself is conceived . 
in a new way: students will learn not only the full 
content of the present course but will get more lectures 
and demonstrations, will study the principles of 
public-health nursing, and will visit appropriate 
public-health agencies. All this can be completed 
in a two-year course, and students will work 
a five-day week of 40 hours, and take six’ weeks’ 
holiday yearly. “ Split-duty ” times, which mean a 
very long daily span of work, must be replaced by 
the three-shift system, long overdue. The young 
nurse will, thus be able to enjoy a normal student life. 


The first eighteen months of training will have a 
common content for all students ; in the last six months 
they will specialise in whatever branch they choose, 
and their State qualification, taken at the end of the 
two years, will be of equal value whatever the specialty 
chosen: This will get rid of the supplementary 
registers, with all the tiresome regulations obliging, 
a qualified nurse to spend some years in repetitive 
training if she wants to get another, qualification. 
Under the new curriculum a nurse who has qualified 
aS S.R.N. at the end of her two years’ training will be 
given a provisional certificate until she has completed 
a further year’s work under supervision, getting ` 
experience in the field of her choice. After that 
her registration will be confirmed. a. 


_ Many of these reforms have long been advocated 
in slightly different guise; to weld them into an 


l 
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integrated plan is an achievement: All the same, 
the very foresight with which the plan is conceived 


disqualifies it as a short-term remedy. For one thing 


it requires for success a much larger force both of 
trained nurses and of domestic staff in our hospitals. 
The two-year course proposed by the Working Party 
is very different from the two-year course in the 
principles of bedside nursing which we have advocated 
from time to time : their course, as they themselves 
point out, could not be taken successfully by girls 
of less than average intelligence; and though they 
have shown that nurses, and especially student 
nurses, include a higher proportion of intelligent 
people than the normal population, there are some 
14% who fall below the mean. These they would like 
to weed out at the start of training by a selection 
procedure which on paper appears formidable: its 


immediate introduction would, in our view, probably 


discourage a-fair number of suitable candidates from 
applying. l 

While we believe that the report outlines a plan 
which would be successful in the long run, which 
would raise the standard of nursing, and attract 
the best type of girls into the profession, it is one 
likely to confront us with many dilemmas, and perhaps 
a lean period, in the years immediately ahead. We 
suggest that this could possibly be avoided if the 
most important reforms were carried out at once, 
and the others introduced more gradually. Foremost, 
as we see it, are the separation of the finances of 
nurse training from those of the hospital, and the 
establishment of the new educational bodies ; these 


reforms must be closely followed by revision of, 


the curriculum, and enforcement. of the three-shift 
system. In the transition period it may be necessary 
to limit the number of training-units, for it is essential 
that those units which are active should be fully 
staffed. If the scheme can be started at a high level 
it will be its own advertisement among able girls ; 
a bad start might wreck it. 


. Coagulation Factors 


THE original scheme proposed by Morawrrz for 
the interaction. of the various factors concerned in 


blood coagulation is still, in spite of several challenges, . 


regarded as the best and most workable explanation 
so far put forward. It postulates a two-stage process : 
(1) Prothrombin + thrombokinase +ionised calcium — 
| ombin. $ 
(2) Thrombin + fibrinogen —> fibrin. , 
Protbrombin, ionised calcium, and fibrinogen are 


present in normal blood; it is the addition of an 


excess of thrombokinase that sets off the coagulation 
process. Thrombin is a proteolytic enzyme (its 
action can be reproduced by suitable concentrations 
of trypsin, for example), prothrombin is the inactive 


precursor, and thrombokinase is an activating proteo- - 


lytic enzyme. Enzyme systems of this type are 
familiar to biochemists. The various clinical tests on 
which we rely to sort out the causes of hæmorrhagic 
diseases are based on this scheme. For instance, if 
oxalited plasma is taken, and then excess calcium 
and thrombokinase are added, the only remaining 


variable is prothrombin, and the time taken by the 


clot to appear—that is, the time taken for the appear- 
ance of fibrin—is used as a measure of the prothrombin 
content of the blood; this procedure is the basis of 


~ 
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QUICK’s one-stage test of prothrombin-time. The only 


conditions in which a prolonged prothrombin-time 


has not indicated a depressed prothrombin content ` 


in the plasma have been when fibrinogen—the 
coagulation substrate itself—was either absent or 
present in less than a tenth of the normal concentra- 
tion; such conditions were found in congenital and 
acquired fibrinogenopenia. Such an occurrence fits 
the hypothesis and could be predicted from it. . 


In 1943 Quick! noticed that the prothrombin- 


time of stored oxalated plasma steadily increased as 
storage was prolonged. Investigation showed, how- 
ever, that prothrombin was not diminished in the stored 
plasma. Addition of fresh plasma which had been 
freed from prothrombin by adsorption on aluminium 


‘hydroxide restored the prothrombin-time to normal ; 


fresh rabbit or dog plasma had the same effect. The 
decreased coagulability of the stored blood was thus 
due to the disappearance of a hitherto unknown 
factor that clearly took its place as a factor necessary 
for the completion of reaction (1). -Quick found that 
this new factor was thermolabile (it was destroyed 
at 56°C), it was not adsorbed on agents that adsorbed 


prothrombin, and it was normally present in the . 


plasma of patients with true hypoprothrombinzemia 
such as occurred in vitamin-K deficiency or over- 
dosing with dicoumarol. He named this new sub- 
stance simply “the labile factor.” In 1946 Fant 
and Nance? confirmed QUICK’s finding by showing 
that in reaction (l), using a purified prothrombin, 
thrombin formation could be appreciably accelerated 
by a factor present in plasma from which prothrombin 
had been completely: removed. 


Now Qwuick had predicted that, sooner or later, 


clinical deficiency of the labile factor might be ‘ 


detected: This was confirmed last April when OWREN ° 


published the details of a patient he had observed. 


in 1943, who had a hemorrhagic diathesis that_he 
named “ parahzmophilia.” This was characterised 
by a prolonged prothromhin-time, but the patient’s 
plasma was not deficient in prothrombin but in 
another substance which OwREN called “ factor v ” 
(five); the properties of this factor were similar 
to those of Quick’s labile factor and Fant. and 
NANCE’s accelerator. OWREN* has now published 
a detailed account of his work with factor v and 
yet another, factor v1, and he has suggested modifica- 
tion of the Morawirz hypothesis of blood coagulation. 
Most of the properties of factor v have been mentioned 
above ; it behaves like a globulin and is inactivated 
by trypsin. An important finding is that, unless 
special precautions are taken, the substances used 
in coagulation experiments—prothrombin, thrombo- 
kinase, and _ fibrinogen—are contaminated with 
factor V ; this explains why it had been missed before. 

For the efficient formation of thrombin, a conversion 
mixture of -prothrombin, thrombokinase, ionised 
calcium, and factor vis needed. When such a mixture 
is added to prothrombin-free oxalated plasma or pure 
fibrinogen solution, the amount of thrombin formed 
can be estimated by its ability to convert fibrinogen 
to fibrin. If oxalated plasma not freed from pro- 
thrombin is used as the coagulation substrate, about 

Quick, A.J. Amer. J. Physiol. 1943, 140, 212. ` 
Fantl, P., Nance, M. Nature, Lond. 1946, 158, 708. 


l. 

2. 

3. Owren, P. A. Lancet, 1947, i, 446. 

4. Owren, P. A. Acta med. scand. 1947, suppl. 194. 
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three times as much thrombin is formed, and formed 
more rapidly. This unexpected result is attributed 
to the presence of factor vI, the action of which 
catalyses the direct formation of thrombin from 
prothrombin. Factor vi, like thrombokinase, needs 
the presence of ionised calcium for its action. If, 
after allowing a proper interval for conversion, the 
excess calcium in the prothrombin conversion mixture 
is inactivated by adding oxalate, then the addition of 


prothrombin-containing oxalate plasma will not show . 


increased thrombin . formation. OWREN considers 
that the factor VI present in the prothrombin- 
containing plasma has time to react with the free 
calcium in the conversion mixture, and so set.going 
the prothrombin —> thrombin reaction, before the 
excess oxalate transferred with the plasma inactivates 
the free ionised calcium in the conversion mixture. 
Several facts are known about factor vi. It is found 
only in the presence of prothrombin and factor v; 
factor VI is formed from factor v, possibly with some 
accompanying destruction of prothrombin, much 
as trypsin, is known to hasten the conversion of 
prothrombin to thrombin, but may also digest the 
prothrombin.’ Factor vi is probably a proteolytic 
enzyme, and factor v the corresponding pro-enzyme ; 
factor vI itself acts autocatalytically and once formed 
hastens its production from factor v according to 
reaction (1) below. OWREN suggests the following 
coagulation reaction scheme : 

(1) Prothrombin + factor v, in the presence of thrombo- 

kinase and ionised calcium, — factor VI. 

(2) Prothrombin, in the presence of factor vI and 

ionised calcium, —> thrombin. | 

(3) Thrombin + fibrinogen — fibrin. - 

In this issue QUICK reports two families, some of 
` whose members had a hemorrhagic diathesis associated 
with prolonged prothrombin-time, but in neither did 
this arise from deficiency of factor v. In the first 
family the diathesis was due to. a true lack of pro- 
thrombin; their plasma could not be restored to 
normal by adding normal plasma. In the second 
family the prothrombin-time was restored to normal 
by adding normal plasma, but it could not be restored 
to normal by a prothrombin-free preparation _ of 
factor v (labile factor). This family must then be 
Jacking in yet another factor, and QUICK names these 
diseases with falsely prolonged prothrombin-times 
“ congenital pseudoprothrombinemia”’; he objects 
to the name “ parahzemophilia ” since the coagulation 
defect in these patients is entirely different from that 
in hemophilia. 

A case has been made out for modifying the details, 
without changing the main structure, of the MORAWITZ 
hypothesis ; how far this modification will have to 
go is not yet certain. From the point of view of 
practical diagnosis, the incidence—small though it 
may be—of these new types of hemorrhagic diathesis 
must be borne in mind. But there is no need, as 
QUICK reasonably insists, for abandoning the clinical 
methods that have served well enough so far. Most 
patients with a prolonged prothrombin-time have 
a recognisable cause of their hypoprothrombinemia ; 
it is only when no such cause is present that it becomes 
important to find out if there are other factors missing. 
Deficiency of factor v can easily be detected by adding 
prothrombin-free fresh normal plasma to the patient’s 
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plasma, when. the normal prothrombin-time will be 

restored. ~ Other deficiencies may prove more difficult 
to sort out, and the necessity for careful purification 
of reagents will make their resolution a job for the — 
expert. The discovery of these factors will give a 
new stimulus to research into blood coagulation and 
perhaps help to answer outstanding questions. ; 


Annotations 


NOTIFICATION OF RHEUMATIC FEVER 

AS was anticipated in the spring,! the Minister of 
Health has agreed to make rheumatic fever notifiable 
for three years in some areas. On Oct. 1 rheumatic 


A 


fever (including carditis of rheumatic origin):in children 


under sixteen years of age will become notifiable in 
Bristol, Grimsby, Lincoln, Sheffield, and the administra- 
tive county of Lindsey, places which will provide varied 
material for clinical, ecological, and' social study. Thus 
the Minister and his medical advisers, by taking action 
on the views expressed by the Harveian Orator of 1945 2 
and the rheumatic fever committee of the Royal College 
of Physicians,? have made possible the opening stages 
of a systematic campaign against a relentless and elusive 
disease of childhood. Most authorities believe that the 
hemolytic streptococcus and its products play some part in 
causation, “‘ but the nature of the process which links 
streptococcal infection with rheumatic fever is unknown.?’s 
Notification of rheumatic fever at the earliest possible 
stage is essential; but the detection, investigation, and 
care of- the rheumatic child in esse, although imperative, 
will not solve the problem. Scholes,* in a wise address 
on some recent changes in the outlook for the child, 
discussing rheumatism remarks that “ we may recognise 
the rheumatic child on the occasion of his first frank 


‘attack, which has not necessarily been his first response 


to a stimulus,” but by research ‘‘ we should be able to 
find out what differentiates him in the pre-rheumatic 
state from other children. We can recognise personal 
factors . . . and environmental factors ’’ but “ what we 
need is knowledge that will enable. us to correct his 
inability to respond to antigenic stimuli (streptococcal 
infection) in a normal way.” It might well be profitable 
—and doubtless this has already been planned—to make 
an intensive study, in parallel, of hemolytic streptococcal 
tonsillitis in children, among whom are the rheumatic 
subjects-in posse, in at least one of the areas selected 
for investigation ; and for this notification would again 


' þe necessary. The present measure may prove to be the 


beginning of the end of the anomaly created by the 
fact that scarlet fever is a notifiable disease whereas 
streptococcal tonsillitis escapes official recognition. 
PENICILLIN SMOKE 
THE search for an effective method of administration 


‘of penicillin to replace the unpleasant intramuscular 


injections is still going on. Oral methods are stil} 
generally considered too uncertain to supplant injections 
altogether, except perhaps in children, though they 
are useful as ‘an adjuvant to parenteral methods. 
Hoffman and Volini, however, obtained good results 
with 100,000 units given by mouth every three hours 
in 49 cases of pneumococcal lobar pneumonia and 
81 of miscellaneous infections, and there was little 
difference in the serum level obtajned with, the various 
tablets and capsules they tried. Fever and toxic symp- 
toms subsided in most cases within forty-eight hours, 
and they recommend that when this does not happen 
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parenteral. penicillin should ‘be given and a careful 
reinvestigation of the sensitivity of the organism and the 
possibility of complications should be made. In only a 
few cases was the failure ascribed to inefficient absorption 
of the drug; most often it was found to be due to 
insensitivity of the infecting organism or to complications. 

Other methods of administration seek to avoid contact 
with the gastric juice, and some success has been obtained 
with the, inhalation of nebulised penicillin solutions, 
more particularly where a high local concentration in 
the lungs is desirable. Taplin and Bryan ° criticise this 
as being a wasteful and time-consuming method of 
obtaining an effective serum level, and the penicillin 


solutions used are unstable. They believe that penicillin: 


smoke is preferable. They use a small ball-mill, which 
converts 95% of penicillin to smoke form, and a blower 
fitted with various adapters (nasal, vaginal, &c.) which 
is capable of giving a dose in two to four minutes instead 
of the twenty to thirty minutes required for nebulised 


solutions. Therapeutic serum levels are, they find,- 


‘Maintained for three hours after 25,000 units, and 
the method also gives a high local concentration in the 
respiratory tract.. They find good clinical results in a 
series of 400 patients, who are said to have preferred the 
treatment to injections or the inhalation of vaporised 
solutions. Further trials are in progress. 


THE EPIDEMIOLOGY OF CANCER 


In his classic Epidemics and Crowd Diseases Greenwood 
warns against optimistic dreams of an easy armchair 
solution of the cancer problem: ‘‘ the epidemiological- 
statistical method,” he says, “‘ has, so far, reached no 
clear cut conclusion which is of general epidemiological 
importance.” A new monograph ? by Dr. Percy Stocks 
-of the General Register Officer (the first of a series on 
medical and population subjects) brings us one step 
nearer to the recognition of the environmental conditions 
which favour malignant disease. 

It has long been known that large and significant 
differences exist between the death-rates from cancer 
not only in different countries but also between different 


geographical, occupational, and social groups within 


each country. In this monograph Stocks dissects these 
group differences to display their social and environ- 
mental correlations. In England and Wales these differ- 
ences are most conspicuous in two main types of cancer, 
those of the stomach and of the lungs. Mortality from 
all types of cancer, however, itself shows significant 
geographical variations ; indeed the death-rate from all 
types together shows a consistent rise with increasing 
urbanisation, a feature which appears quite. strikingly 
in stomach and lung cancer among both sexes in the 
45-65 age-group. .To this general rule there are of course 
exceptions ; in the rural districts of North Wales the 
unusually high death-rate from gastric cancer may be 
due to local divergence in diet or in methods of cookery 
such as “‘ a deficiency in fresh milk and vegetables . .. or 
. a predilection for the use of the frying pan.” Certainly, 
although experimental evidence is as yet inconclusive, 
the possibility that heating or repeated use of cooking 
fats may produce carcinogenic agents needs further study. 

Even within London itself, with its fairly homo- 
geneous climatic conditions and uniform diagnostic and 
therapeutic facilities, local differences exist, and the 
excessive death-rates from cancer of:various parts of 
the body in the poorer districts suggest that social factors 
operate in their production. Mortality from stomach 
cancer is highest where indices such as the number of 
persons per room and the death-rates from respiratory 
tuberculosis and bronchitis suggest poor living conditions. 
6. Taplin, G. V., Bryan, F. A. Science, 1947, 105, 502. 


7. Studies on Medical and Population Subjects. No. 1: Regional 
. and Local Differences in Cancer Death Rates. By Percy 


Stocks, M.D., D.P.H., General Register Office. H.M. Stationery 


Office. 1947. Pp. 48. is 


` 


CHEMOTHERAPY OF MULTIPLE MYHLOMATOSIS 


[emer 13, 1947 395 


Cancer of the uterus also shows this social gradient, but 
there is no such gradient in cancer of the lung, and the 
trend is reversed for cancer of breast and ovary, which 
bears more heavily on women between 45 and 65 in the 
less crowded and more affluent metropolitan boroughs. 
These social-class differences also hold for England and 
Wales as a whole, but social factors alone do not account 
for the disparities in cancer mortality between various 
parts of the country. It seems that climatic factors 
must be taken into account; lung-cancer death-rates 
are found to be inversely proportional to the number of | 
hours of sunshine enjoyed in the locality concerned ; 
and it follows, since this association remains after the 
effects of social differences have been taken into account 
in the statistical analysis, that either smokihess of the 
atmosphere must be important in the production of cancer ` 
of the lung, or conversely that sunshine may be equally 
important in its prevention. Again, by following in the 
steps of Snow, Stocks shows: that, even between socially 
equivalent groups of London boroughs, differences in 
cancer mortality are associated with differences in the 
source of their water-supply. Areas supplied from the 
Lea River (Bethnal Green, Hackney, Poplar, Shoreditch, 
and Stepney) have the high stomach-cancer déath-rate 
which social considerations might have led one to expect, 
but they also have unduly high death-rates from cancer 
of the lung, which usually has no close association with 
social factors. We may doubt whether this relationship 
implies cause and effect—whether, for example, certain 
sources of water contain traces of carcinogenic material 
or whether it is merely the result of:some chance corre- 
spondence between local geography and dietetic or 
culinary habits. Statistical techniques such as partial 
correlation do help to disentangle the circular patterns 
of causation and correlation ; but, as Stocks points out, 
further progress must await the following-up by field 
surveys of the clues which he has uncovered. ` ` 


CHEMOTHERAPY OF MULTIPLE MYELOMATOSIS 


It has lately been found by Snapper! of Mount Sinai 
Hospital, New York, that intravenous stilbamidine 
(4-4’-diamidino-stilbene), combined with a ‘diet low in 
animal protein, relieves the pain in most cases of multiple 
myeloma. The clinical results reported are striking but 
the treatment merely checks the disease and is not 
permanently curative. Further investigations? showed 


that inclusion bodies containing ribose nucleic - acid 


developed in the myeloma cells after stilbamidine treat- 
ment. This discovery will probably have a far-reaching 
influence on the chemotherapy of neoplastic and allied. 
diseases, although so far there is no evidence that stilb- 
amidine itself, alone or in combination with X radiation, 
is therapeutically effective in any of the common types 
of advanced clinical cancer. However, in 1945 Kopac ® 
reported that stilbamidine caused a specific destructive 
action on the neoplastic cells in two experimental tumours 
in rats, and also showed by the use of surface films that 
stilbamidine dissociates protamine-ribonucleate with 
release of protamine and formation of an insoluble 
stilbamidine-ribonucleate complex. Snapper’s results 
are confirmed in a short paper by Dr. Alwall in this issue. 
There seems little doubt that stilbamidine is of great 
palliative value in the rather rare condition of multiple 
myelomatosis, and this method of treatment will probably 
be widely investigated. Alwall also reports a case of 
multiple myeloma treated with urethane with rapid 
improvement. | 

Snapper apparently tried stilbamidine in the treatment 
of multiple myeloma because this condition, in common 
with the atherwise unrelated disease kala-azar, shows an 
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almost invariable rise in the level of serum globulin. He 
also found that pentamidine (4-4’-pentamethylene-dioxy- 
dibenzamidine) was effective in some cases of multiple 
- myeloma, in one case relieving the pain when stilb- 
amidine had failed. Usually, however, stilbamidine is 
apparently preferable. It was given either intravenously 
or intramuscularly. The intramuscular route was used 
only when the veins were not suitable and then the 
stilbamidine was dissolved in procaine. For intravenous 
injection, the compound was dissolved in 10 ml. of 
distilled water. The solution should not be autoclaved. 
The dosage schedule was as follows: A first injection of 
50 mg. was given, followed two days later by 100 mg. 
Thereafter 150 mg. was given, usually every other day 
but in some cases daily. At first the treatment was 
limited to fifteen injections of 150 mg., but in later cases 
was continued to a total dose of 4-5 grammes. To a few 
of the patients when sweating and dizziness were noticed 
after the injection, gr. 1/so0—/159 of atropine sulphate 
was given before the stilbamidine with good results. 
With regard to late signs of intoxication, the dissociated 


E trigeminal anæsthesia which seems to be well recognised ¢ 


_ was observed by Snapper in 4 out of 20 patients. The 
pronounced relief of pain often began after the third or 
fourth injection and was so rapid that caution was neces- 
sary in getting the patients up and walking again, because 
of the risk of new pathological fractures. No benefit 
was obtained when the treatment was accompanied by 
a diet high in protein. . i 
There is evidence that stilbamidine is deposited in the 
myeloma tissue and reacts with the ribonucleoproteins of 
the cytoplasm of the myeloma cells. These findings 
support the view ë that one profitable line of attack on 
malignant disease may be by means of chemotherapeutic 
agents which modify cellular nucleic acid metabolism and 
are used either alone or in combination with ionising 
radiations. i o 


TWO CENTURIES AT WORCESTER 

Ir is a little difficult to explain the sudden burst 
of philanthropic energy, after the lethargy of centuries, 
which caused’ the foundation of so many of our voluntary 
hospitals in the first half of the 18th century. The 
Westminster, for instance, was founded in 1719, Guy’s 
in 1725, St. George’s in 1733, the London in 1740, the 
Middlesex in 1745, the Lock in 1746. In the provinces 
it was the same: York in 1740, Exeter in 1741, Bath in 
1742, Northampton in 1743. Little wonder, then, that 
Worcester felt the prevailing spirit and the Royal 
Infirmary was founded in the year of the Young Pretender, 

1745. i 
To celebrate the bicentenary of this hospital, 
Dr. McMenemey has now produced one of the best- 
documented histories we have come across. Obviously 
it has been a labour of love, written, as it should be, 
against the background of contemporary local life. 
We are thus given vivid pictures of the founder, Bishop 
Isaac Maddox, and of one of the first physicians, John 
Wall, fellow of Merton, painter, writer, etcher, founder 
of the famous porcelain works which still survive, and 
discoverer of the virtues of Malvern spa—truly a remark- 
able man. Indeed, looking at the list of those who 
formed the medical staff in its first hundred years, one 
is struck with their distinction. Worcester, until the 
middle of the last century, was a centre of life and 
culture, and the hospital staff, until the advent of the 
railway made travel easy and destroyed their monopoly, 
were pure consultants. We find among them two 
4, Napier, L. E., Sen Gupta, P.C. Indian med. Gaz. 1942, 77, 71. 
bid, 1943, 78, 177 (quoted). Oastler, EK. G., Fidler, H. K. 
Trans. R. Soc. trop. Med. Hyg. 1946, 39, 533. (Biol. Abstr. 
1947, no. 3332.) Collard, P., Nevin, S. Proc. R. Soc. Med. 1946, 
5. Compare, J. S., Mitchell, J. S.,Simon-Reuss, I. Nature, Lond. 
6. A. HOr "of the Worcester Royal Infirmary. By WILLIAM 
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fellows of the Royal Society : two E.R.C.P.s : a baronet.; 
Hastings, _ ~ 
founder of the British Medical Association ; Dr. Wilson | 


the two James Johnstones; Sir Charles 


who built the first hydropathic hotel; and Dr. Walsh 


-who deserted medicine to be the first editor of the 


Field. The surgeons, as was in keeping with their lower 
status in the 18th century, were not so distinguished ; 


but it is said that William Russell “came of a good | 
family and married into ‘county’.’’ The only other 


surgeon, however, of note was Henry Carden, whose name 


‘is still associated with a supracondyloid amputation of 


the thigh. — ~ 

All through the long history of the hospital there were 
two predominant notes—a continual lack of money -to 
meet the ever-rising costs, and a constant friction between 


the medical staff and the lay governors, who seem to have: 


been an extremely quarrelsome lot. Picturesque details 
emerge at intervals. The gallows was opposite the hos- 


pital and hangings could be viewed from the windows. -> 


House-surgeons were more important in those: days 
than now, and apprentices to them paid up to £200. 
The present title of the British Medical Association was 
suggested by Thomas Wakley of The Lancet in 1832, 
but the change of title from ‘“ Provincial Medical and 
Surgical Association ” was resisted by Hastings until 1856. 
The lay committee of the hospital in 1857 could see 
no object in purchasing ‘‘ that new fangled instrument, 
a microscope,” and in 1901 they decided they could not 
afford a telephone. The last half-century, however, 
is a record of continual progress in spite of finaneial 
difficulties ; and Dr. McMenemey hopes that the future 
under State control may not be unworthy of the past. - 


AEROSPORIN: A PROMISING ANTIBIOTIC 


SCARCELY a month passes without the description of - 
one or more fresh antibiotics, most of which are likely 


to be of little or no practical importance. The new 


antibiotic to which the name aerosporin has been given | 


appears, however, to satisfy most of the criteria which 
a substance must exhibit if it is to be of possible thera- 
peutic value. This substance is the product of Bacillus 
aerosporus, a gram-positive spore-forming rod, first 


isolated from the soil of a Surrey market-garden. It- 


is secreted into the medium when the organism is grown 
for 4-7 days at 28°C in shallow layers of half-strength 
nutrient broth containing glucose or sucrose and. a 
trace of manganese; it is a base, and can be relatively 
easily extracted by a charcoal adsorption process. It ig 
selectively bactericidal to gram-negative bacteria and 
has proved chemotherapeutic, in experimental infections 
in animals, against H. pertussis, S. typhi, Bact. coli, 
Br. bronchiseptica, and other organisms, Its potency is 
gaid to be comparable, on a weight-for-weight basis, 
with penicillin, and it is relatively stable. Attempts 


in vitro to make sensitive bacteria resistant were not- 


successful. . ` ; l a 
The facts in the preliminary description? from the 
Wellcome Physiological Research Laboratories are 
cautiously expressed, and the success of the chemo- 
therapeutic experiments on animals of course does not 
necessarily mean that the substance will be suitable for 
treatment of human whooping-cough, typhoid, or other 
infections. We have yet, for example, to know what is 
the toxicity of the substance, whether it can be given 
by mouth, and how rapidly it is excreted. Fuller details 
are promised. . i 


Dr. J. F. E. PRIDEAUX has been appointed. director- 
general of medical services of the Ministry of Pensions 
in succession to Sir Walter Haward who has retired. ` 


Mr. L. CARNAC RIVETT, gynæcological and obstetrical 
surgeon to the Middlesex Hospital, senior surgeon to the 
Chelsea Hospital, and consulting obstetrical surgeon to 
Queen Charlotte’s Hospital, died on Sept. 5 at the age of 59. 


1. Ainsworth, G.-C., Brown, A. M., Brownlee,.G. Nature, Lond. 
Aug. 23, 1947, p. 263. 
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~ ARRANGED. by the Royal College of Physicians, this 
conference ‘met in London last Monday with some 


1300 members. After an informal and friendly welcome — 


at the college, where builders and painters had been 
working up to the last moment on the repair of bomb 
damage, a luncheon was given by H.M. Government at 
the Savoy Hotel where Mr. ANEURIN Bevan, Minister 
of Health, received the guests. : 

_ Speaking -at the luncheon, Mr. Bevan said that never 
in the history of mankind has there been more need for 
international coöperation ; yet the apparatus for it is 
rudimentary. There is always, he believed, more chance 


- of such coöperation when people meet at the cultural level 


than when they meet at the political level. Great strides 


have been made in medicine in the past 20-30 years, 


and much can be learnt by putting the individual con- 


‘Wednesday. 


©: INTERNATIONAL CONFERENCE OF PHYSICIANS 


tributions side by side. We in this country are proud 
of our own contributions but equally proud of those - 
made abroad. Lord MORAN, P.R.C.P., as president of the 
conference, thanked the Government for their support, 
and helpfully explained the British Constitution to any 
visitors who might find it puzzling. He assured them 
that this country is still not on the verge of dissolution, 
but declared thaf England cannot prosper unless the Con- 
tinent is prospering too. He hoped the conference would 
prove useful in promoting both knowledge and good will. 
The events of the week included a reception at the 
college on Tuesday night, when part. of the company, 
overflowing into the National Portrait Gallery, was 
able, for once, in academic dress, to confront its ancestors 
on equal sartorial terms. -A Guildhall dinner followed on 


Scientific Discussions 


PENICILLIN AND STREPTOMYCIN 


The section of general medicine held its first scientific | 
session at the Royal Institution on Sept. 8, when Lord. 


MORAN, P.R.C.P., who was in the chair, said this was a 
fitting start for the congress since penicillin was the 
chief modern contribution of English medicine. | 

Sir ALEXANDER FLEMING, F.R.S., who. reviewed the 
origin .and properties of penicillin, said that this first 
successful antibiotic set a high standard which no other 
antibiotic has yet reached. Various stories of the dis- 
covery of penicillin have been circulated; one parish 
magazine, for instance, told how he was miraculously 
cured of boils by eating some mouldy sandwiches. In 
fact he was studying the staphylococcus in 1928 and 
omitted to replace the lid on one culture plate, so it 
became contaminated by an air-borne mould. The 
actual plate is now on view at the Science Museum. 
Until recently all the penicillin in the world has been 
made from the pure cultures grown from this contami- 
nant. . Following the observation that the mould 
Penicillium notatum produced lysis of the staphylococci 
growing round it, experiments showed that it had a 
selective action on certain bacteria; that when the 
mould was grown in a fluid medium the fluid underneath 
contained a. differential antiseptic, which was named 
penicillin ; and that other moulds tested did not possess 
these properties. It was found that penicillin solutions 
would diffuse through a much greater thickness of agar 
than the old-fashioned antiseptics, and in contrast with 
all other antiseptics then known penicillin would kill 
staphylococci without harming leucocytes. In those early 
days penicillin was very impure—the best batches had 
a potency of about 1-5 units per c.cm.—and “we were 
not chemists enough to concentrate it.” Fortunately: 
when Professor Florey and his colleagues at Oxford 
began to study antibiotics Dr. Chain read Fleming’s 


‘paper on penicillin and thought this was a good substance 


to start on; otherwise they might not yet have found 
an antibiotic suitable for therapeutic use. Extensive 


-Tesearch in the United States has produced strains of 


penicillium with a far greater yield than the original one. 
One of the most.remarkable features of the early develop- 
ment of pénicilln was the complete interchange of 
information between our own manufacturers and with 
the U.S.A. In the war years America played the main 
part in large-scale production ; all those engaged worked 
so quickly and. carefully that by the time of the invasion 
of Europe there was enough to treat every wounded 
man. Sir Alexander Fleming urged that penicillin should 
be given only when the infecting organism is sensitive. 
Lately the main objection to the oil-beeswax mixtures 


ü 


~ 


—that they solidify on cooling—has been overcome ; 
but prolonged action can equally well be obtained by 


injecting very large doses of a watery solution. The most 


dramatic success of penicillin has been in gonorrhea— 
it is the only drug which allows a patient to have an 
attack twice a week. Indiscriminate use of the drug is 
still to be deprecated, because it is possible, though not 
easy, to render a sensitive organism resjstant. 

The CHAIRMAN remarked that penicillin might be said 
to have made lust safe for democracy. But as regards 
syphilis we do not know what the remote results of 
treatment will be. : we a ca 

Mr. E. CHAIN, D.PHIL. (Oxford), speaking on biochemical 
aspects of penicillin, pointed out that besides combining 
great bactericidal power with non-toxicity the substance 
possesses unique chemical properties. Research in the 
United States and in Great Britain has shown that its 
chemical structure is remarkable, in that it is based on a 
novel four-membered ring system never before found in 
a natural product. Its instability was noted by Fleming 
in 1929 and by Raistrick when he tried to concentrate it 
in 1932. Professor Florey and Dr. Chain set out to over- 
come this instability. It has been found that the instability 
is due to two causes. First, alkalis or penicillinase 
will open up the four-membered ring system by hydro- 
lysis; this action is catalysed by copper, hence the 
tendency of traces of copper to increase the instability 
of penicillin. Secondly, intramolecular derangements 
take place; thus acids produce penillic acid, HgCl, in 
ether produces methyl penicillenate, or heating in 
toluene in the presence of I, produces penillonic acid. 
Of the four known types, penicillin 4 is most active in 
vitro but least in vivo because most readily destroyéd in 
the body. The proportion of types present can readily 


be determined by a simple method using paper strips. 


Various alterations in the penicillin molecule can be 
made by growing the mould on media containing added 
substances, such as fluorine. About 20 azo-penicillins 
have been made, but their properties have not yet been 
investigated. The tremendous efforts at synthesising 
penicillin made on both sides of the Atlantic have so 7 
far produced a yield of only about 0-1 unit per mg., 


and the likelihood of synthetic methods competing with 
the production by moulds is very small. 


Prof. R. V. CuristiE reported the results of treating 
269 cases of infective endocarditis at the fourteen centres 
set up by the Medical Research Council between February, _ 
1945, and March, 1946. A dosage of 0-5 mega unit a day - 
for 28 days has been found to be the most successful. It 
remains a mystery why some patients do not respond 
though their organism is no less sensitive than that of 
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others who recover. If a patient relapses after one course 
he is very unlikely to respond to a second course. There 
is no significant evidence that the resistance of the 
organism increases. Most relapses occur within 20 days, 
but they may arise after a year of health—one man 
relapsed after seeming well for 390 days: Foci of infection 
should always be attended to. After a follow-up of at 
least a year it has been found that in 95% of cases the 
infection can be controlled, but 39% of the patients will 
die later. Heart-failure is the major cause of death, 
accounting for 56% of the fatalities ; uremia is the cause 
of 6%, emboli of 11%, hemorrhage of 8%, and uncertain 
causes of 19%. The risk of complications is more serious 
than the risk of not responding to penicillin. The most 
significant points in prognosis are the degree of heart- 
failure present and the state of nutrition. With severe 
heart-failure the outlook is practically hopeless, and the 
death-rate among emaciated patients is 87:5%. A 
sufficient dietary intake, especially of protein, is therefore 
essential. The possibilities of more ambitious dosage 
_ have yet to be investigated. 

Dr. Poitier D’Arcy Hart discussed the use of other 
antibiotics, mainly streptomycin, which he placéd next 
to penicillin in importance. The newer antibiotics differ 
widely from penicillin in their toxicity. The side-effects 
seen in streptomycin therapy can be divided into: 
(1) pseudo-toxic reactions, such as mental symptoms in 
tuberculous meningitis, which are often really due to the 
disease ; (2) histamine-like, or allergic, reactions, such as 
rashes, headache, or joint pains, which are possibly due 
to impurities, since they vary very much with the 
preparation used; and (3) inherent reactions like 
vestibular disturbances and deafness. The toxic effects 
have been much reduced by improving the dosage 
schedules. There is some evidence that there is no need 
_ to maintain an effective concentration in the blood through- 
out treatment; it may suffice to give streptomycin 
3—4 times á week. Raising the acidity of the environment 
reduces the activity of streptomycin and licheniformin 


(another new antibiotic), whereas it enhances the activity ` 


of penicillin. This may explain the ineffectiveness of 
streptomycin in tuberculous empyema, since pus is an 
acid fluid. Organisms acquire resistance to streptomycin 
much more readily than to penicillin. Acquired resistance 
is thought to be due to the survival and multiplication 
of highly resistant organisms which were present in only 
small numbers in the original strain. It has been found 
that acquired resistance is retained on subculture and 
on passage through animals, and that resistance is more 
readily acquired in man than in animals. The possibility 
that clumps of organisms may be insulated from the drug 
and become active when treatment is stopped is perhaps 
an indication for continuing with the drug for longer 
periods. 


Dr I. A. B. Carnie discussed the preliminary results 
of the Medical Research Council trials of streptomycin 


in tuberculous meningitis and miliary tuberculosis, now - 


extended to include pulmonary cases. The follow-up 
has so far been too short to be conclusive, because of the 
high relapse-rate. Twenty patients under 7 years of 


age have been treated with intramuscular and intra- 


theeal streptomycin. Intramuscular inj jection causes 
local pain, which can be relieved by giving procaine at 
the same time, and sometimes aching of the back and 
legs. Collapse may follow intrathecal injection. Strepto- 


mycin causes irritation when injected intrathecally ; - 


in one child with miliary tuberculosis but no meningitis 
intrathecal streptomycin produced a heavy pleocytosis 
(1080 cells per c.cm. of c.s.F.). Protein and cells of the 
.- C.S.F. show sharp fluctuations during treatment, so 
single estimations are of little significance. A controlled 
study showed that tubercle bacilli in the c.s.F. are more 
readily found in the centrifuged deposit than in the 
spider’s-web clot. No urinary changes or effects on the 
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a first severe case had responded well. 
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blood-cells have been noted. Dr. Cathie described some 
cases illustrating unexpected features of treatment. 


In one child of 3 years with miliary tuberculosis the 


lungs cleared but a meningitis slowly developed, and 
in the last week of life the child also developed pyelo- 
nephritis, although the urine contained 1000 times the 
inhibitory concentration of streptomycin for the infecting 
organism. ` The trials have shown that if streptomycin - 
is not a life-saver it undoubtedly prolongs life. On the 
whole the results in meningitis have been disappointing 
—no case has yet been completely cured—whereas in 
miliary tuberculosis they have been most encouraging 
for no treated patient has so far died. 

Prof. L. FRIEDRICH (Budapest) reviewed some of 
the Hungarian work done on penicillin. In particular 


he mentioned the use of diets producing hippuric acid in - 


cases where it is desired to prolong the action of penicillin. 
Prof. E. RoSENTHAL, also of Budapest, described his 
method of introducing penicillin directly down the 


‘bronchus in cases of lung abscess; he has also devised 


an inhaler for penicillin therapy in which there are 
separate tubes for inspiration and expiration, so reducing 
the dead space of the usual inhalers. 


VITAMIN D IN CUTANEOUS TUBERCULOSIS 


At a meeting of the dermatology section on Sept. 9, 
with Sir ARCHIBALD GRAY in the chair, the opening paper 
by Dr. J. Charpy (France), who was absent through illness, 
was read by Dr. Prosser Thomas. 

Dr. CHARPY has been working with this form of treat- 
ment for 7 years, and now gives, for an adult of 
medium weight, 15 mg. of vitamin D in alcoholic solution 
twice weekly for 4 weeks, following this with the same 
dose weekly for periods ranging from 4 months to 2 years. 
He finds the alcoholic more effective than the oily extract. 
He recommends that treatment should be accompanied 
by a diet containing 1"/, pints of milk daily, and plenty 
of meat, fruit, and vegetables; fats should be taken 
sparingly and salt should be much reduced, being 
omitted completely on 3 days a week. The patient 
should take no alcohol and no whole-wheat bread, and 
should live an open-air life. The good effects of treat- 
ment should be evident by the 15th day: if there has | 
been no improvement by then, failure of absorption. 
must be suspected, or else failure of tissue permeability, 
owing to the presence of too much salt in the tissues. 
In successful cases there is no doubt about the clinical 
cure: the anatomical cure is more doubtful. Healing is 
not by calcification, and there is no important or lasting 
change in the calcium of the blood, though the phosphates 
are increased. French dermatologists agree that large 
doses of the vitamin are tolerated, and the effect is 
produced almost at the level of overdosage. In poisoning 
there is gross disturbance of calcium and phosphorus 
metabolism. The patient may suffer from sudden 
anorexia, vomiting, depression, pallor, thirst, and 
polyuria, but these all disappear when treatment is 
stopped. Ifthe treatment is pushed, however, symptoms 
may culminate in an acute nephritis, especially in 
children. When lupus patients develop warning signs 
the intervals between doses should be lengthened, or 
vitamin A should be added.. Vitamin D probably 
increases the acid of the tissues, Dr. Charpy suggests, - 
without altering the blood pH, and probably the libera- 
tion of phosphate ions in the tissues is the effective thing. 

Dr. G. B. Dow tna described how he and his colleagues 
had started treating as many cases as possible after 
When French 
published work became accessible again, he learned of 
Dr. Charpy’s work along the same lines. He uses doses 
of 150,000 units daily, and had treated 39 cases up to 
the end of 1945, of which 32 have been fully assessed ; 
18 are free from lupus, and 9 improved, while 5 show 
little change. Since March, 1946, 44 cases have been 


ra a yee eT ey oe A ae 


treated, 33. of which were in adults and 11 in children. 
The adults had an average age of forty, and had had the 
disease for- an average of twenty years; 28 have been 
discharged free from lupus and 5 are continuing treat- 


ment. Of the 28 recovered, 10 showed relapses which 
responded to further treatment. In the early weeks of 


-` treatment, he finds, the adult cases become worse, and 


then ‘begin to improve. There were one or two examples 
in which calciferol treatment had been followed by the 


‘lighting-up of a tuberculous focus in the lung. In most 
cases local treatment by light or other measures accele- - 


rated progress. Total dosage ranged from 91/, to 62!/, 
million units in adults, and in children from 4'/, to 331/, 
million units. Toxic signs were seen in 39 cases, being 
severe in 8; but clinical improvement was often rapid 
during the toxic phase. Dr. Dowling noted that Charpy 
reports nearly 100% of successes, and his own results, 
though not equal to these, are striking ;, others, however, 
report poor results and the great discrepancies are 
hard to account for. 


Dr. S. Lomsoitt (Denmark) said that Finsen' light, 
as used at the Finsen Institute at Copenhagen, cures 
some. 80% of cases of lupus ; the remaining 20% improve. 
It is on this more resistant 20% that calciferol has been 
tried. In some 130 difficult cases, most of which had 
lasted more than thirty years, the results of vitamin D in 
large doses have far exceeded expectations. The dosage 
necessary is so high that the general condition suffers. 
Pulmonary lesions are not improved by the vitamin, 
and may be aggravated. Dr. Lomholt gives 60,000 


units in alcoholic solution three times a day for four 
weeks, while. the patient is in hospital, and then treats 


them ás outpatients with 90,000 units once daily. This 
is tolerated by most. Patients take extra milk but do 
not otherwise change their diet. Of the 130 patients 
treated, 75 have been cured; in 45 there are some 
remnants of the disease, but the outlook is hopeful ; 
and in 10 the treatment has proved disappointing, failing 
completely in 2. He agreed with Dr. Charpy that treat- 
ment should be continued for months after the symptoms 
have disappeared. He has seen no serious complications. 


Serum-calcium was estimated weekly in 118 cases, and ` 


was seldom above 2 mg. per 100 ml. A year’s treat- 
ment with calciferol is usually enough to produce a cure, 
Dr. Lomholt finds. Finsen light treatment is now given 
as well as calciferol but for a reduced time daily. 


Prof. L. M. Pautrier (Strasbourg) spoke with 
enthusiasm of the debt which French doctors feel a 
owe to Charpy. 


Dr. K. M. TomLINsoN. said that in Coventry 26 cases 
were undergoing calciferol treatment. Skin biopsies for 
the estimation of calcium were undertaken by Miss 
Tonks at the Midland Eye Hospital, who found contents 
of 30-45 mg. per 100 g. in samples of dried normal skin. 
In skin taken from untreated lupus lesions she found an 
average of 45 mg. In three healed lupus cases she found 
contents of 74, 71, and 63 mg. Three patients agreed 
to a biopsy of both healed lupus skin and normal skin 
taken from elsewhere on their bodies. The results were 


as follows : 
Normal skin Healed lupus skin 
Pee mg. per 100 g. mg. per 100 g. 
Case 1 . . oe 48 ee are. 74 . 
Case 2 . o ° . œ 34 . s = ee 103 
Case 3. RE ee g 50 x > “ s. A 68 


In case 1 the. cqurse of calciferol treatment was just 
finished, case 2 was still getting calciferol, and case 3 
had had no treatment for a month. Extra calcium may 
thus become available in ipuy tissue during calciferol 
treatment. . 


‘Dr. M+ GRZYBOWSKI (Warsaw) spoke of the increase 
in cases of lupus in Poland after the war. He had seen 
500 new cases in six months. Jn 100 cases treated 
over six months he had seen improvement approaching 


MALNUTRITION AND THE NERVOUS SYSTEM 


incidence approximates 


-” 
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cure in 69, and great improvement in 26; 5 were | 
resistant. The clinical and anatomical cure do not 
correspond, he said ; and in some cases the histological 
findings resemble sarcoidosis. 7 

Dr. ROBERT AITKEN (Edinburgh) was not convinced 
that calciferol has solved the treatment of lupus. Less 
than 10% of his cases have shown a striking improve- 


‘ment after six months on 150,000 units a day; and others 


have improved but not more than they would have done 
on other methods of treatment. 

Dr. J. UNGAR mentioned the effect of calciferol on 
tissue-cultures of skin, lung, and spleen. Calciferol and 
ergosterol both hasten the multiplication of fibroblasts 
and mesenchymal tissue; and colloids like indian ink 
increase this stimulating effect on growth. 

Dr. J. T. INGRam (Leeds) finds absolute cure in 1 only 
a small proportion of cases, but improvement in many. 
In the blood the proportion of ionised to total calcium 
is raised considerably during treatment. Renal function 
is often impaired, though it usually reverts to normal 
later ; but in some of his cases impairment has persisted 


for more than forty weeks after cessation of treatment. 


Dr. P. J. Feeny said he had had 25% of cures after 
five months’ treatment of a large number of cases ; 
after nine months this proportion had risen. He warned 
the meeting against treating pavonis who had pulmonary 
lesions with calciferol. 

The CHAIRMAN gave the weldotiie information that I mg. 
of the vitamin is equivalent to 40, 000 units. o 


MALNUTRITION AND THE NERVOUS SYSTEM 


The neurology section met on Sept. 9 under the 
presidency of Dr. GORDON HOLMES, F.R.S. 

Dr. W. RUSSELL BRAIN said that malnutrition may 
arise from. defective intake or absorption, or defective 
utilisation from metabolic abnormality or local lesions. 
The present discussion was concerned only with defective 
intake or absorption. 

- Beriberi, said Dr. Brain, arises from thiamine defi- 
ciency ; and the important factor is the thiamine/non- 
fat-calorie ratio of the diet. The disorder is due to toxic 
products from the incomplete breakdown of glucose. 
Wernicke’s encephalopathy is another example of 
thiamine deficiency. It is improbable that diabetic 
neuritis is derived from thiamine deficiency. Brown, 
in the United States, has shown that alcoholic neuritis 
is not improved more quickly in those given thiamine 
than in controls; but it should not be concluded from 
this that thiamine lack plays no part in producing 
the disease. In the same way, large doses of thiamine 
do not hasten recovery from chronic beriberi; for 
thiamine does not speed regeneration of nerves. 

Pellagra has long been known to occur in maize- 
eaters. In dogs it was found that black-tongue, an allied 
condition, could be relieved by nicotinic acid ; and from 
this it was concluded that pellagra is attributable to 
nicotinic acid. But tryptophane also cures black-tongue, 
possibly by changing the intestinal flora in such a way 
as to promote synthesis of nicotinic acid’; and indole- 
acetic acid has been suggested as a factor. It seems 

certain: that pellagra is due to deficiency of nicotinic 
acid in nervous tissues, though how this is brought about 
is not certain. Perhaps it may be due to an antivitamin 
consumed in the food; an antivitamin to thiamine 


contained in fish is ‘capable of ‘producing deficiency 


symptoms. 

No new syndrome, Dr. Brain pointed out, has been 
discovered in the war; and additions to knowledge 
have been disappointingly. small. The gtiology of-the 
painful-feet syndrome remains obscure; but the peak 
to that of certain other 
nutritional diseases. In treatment nicotinic acid and 
nikethamide give the best results ; and calcium gluconate 
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relieves the symptoms. 
nicotinic-acid deficiency. 

There is still no certainty as to the setiology of the 
spastic syndromes or of the cranial-nerve palsies ; the 
latter have been variously explained as manifestations 
of hyporiboflavinosis, and of deficiency of thiamine, 
nicotinic acid, and some unidentified factor. The myas- 
thenic syndrome, Dr. Brain recalled, is usually associated 
with a febrile illness; it is probably attributable to 
toxicity from infection rather than to a deficiency 
condition. 

It is, he suggested, difficult to distinguish, except in 
words, between intoxication and deficiency ; ; for example, 
normal. food may be modified by some agent, as in 
agenised flour, and may thus become toxic ; or food may 
be toxic because of a specific deficiency in it. All recent 
observations, he concluded, have pointed to the need 
for closer consideration of the nervous system in terms of 
the finer chemistry of the nerve cell. 


_ Prof. J. R. Marrack said that the vitamins, when 
they were still hypothetical substances, were classified 
‘by what happened in their absence; now knowledge is 
being gained of the action when they are present. The 
vitamins concerned in diseases of the nervous system 
are principally those of the B group. These, which are 
required by the lowliest organisms for metabolism, 
are water-soluble substances involved in enzyme systems ; 
most of them act as coenzymes. 

Niacin is a coenzyme in the removal of hydrogen from 


The probable cause is early 


the intermediate breakdown products of glucose ; and 


aneurine pyrophosphate is a coenzyme in the meta- 
bolism of pyruvic acid. Pyruvic acid is not definitely 
poisonous; the damage ascribed to it is probably 
due to failure of essential metabolism rather than to 
toxic products. Again, glutamic acid is converted to the 
keto form in the presence of pyridoxal phosphate ; 
and for the synthesis of acetylcholine pantothenic acid 
is the coenzyme. 
themselves in particular structures because of the lack 
of coenzymes in these structures; and anoxemia 
alone may contribute to this deficiency. 

It has been suggested that since vitamin B,, nico- 
tinic acid, and riboflavine are all involved in carbo- 
hydrate metabolism, the amount ingested should vary 
with the amount of carbohydrate to be metabolised. 
This is not necessarily true ; each cell can accept only a 
certain quota of coenzyme molecules. Moreover, co- 
enzymes are carriers which are not used up. It is probably 
not necessary, as has been suggested, to increase the 
intake of aneurine in parallel with the intake of carbo- 
hydrate, when enough has been supplied to fill tho cell’s 
quota of coenzyme molecules. 


Dr. M. A. RuGG-Gunwn reported on 60 ex-prisoners- 
of-war who were studied after release from camps in the 
Far East. One of the first deficiency diseases to appear 
was burning feet; and most men had this during cap- 
tivity. The syndrome starts with a vague ache, proceed- 
ing to pain which is worse at night; tingling develops, 
and the pain -becomes more burning, being relieved by 
movement; often there is a sense of ice-cold water 
passing over the feet. The touch of bedclothes is some- 
times intolerable, and patients may be unable to walk, 
on account of hyperesthesia. Longitudinal shooting- 
pains then become manifest. Occasionally there is 
pain in the hands and all over the body; and at times 
-vasodilatation and sweating are obesrvod; The cause is 
probably vascular. 

Of the cranial-nerve palsies, anosmia was more com- 
mon than was generally appreciated; paralysis of the 
external ocular muscles, sensory trigeminal impairment, 
and nerve deafness were quite common, as also were 
difficulty in swallowing and speaking. In the spinal-cord 
syndromes, the outstanding feature of the ataxic group 


- was loss of vibration-sense ; 


Deficiencies of vitamins may manifest - 


fluctuating, evanescent disturbances. 


the spastic syndrome was" 
much less common. There was inverse relationship 
between cedema and cord involvement. 


Mr. T. KEITH LYLE prefers malnutritional amblyopia 
to retrobulbar neuritis as a cqnnotation of the visual 
defect from dietetic deficiency ; for the lesion, he said, 
is not assuredly in the optic nerve. The usual mani- 
festation is a small bilateral central scotoma of gradual 
onset, within the 5° circle, sometimes with “‘ sparing ”. 
of the fixation-point ; the scotoma may be patchy or 


‘ ill defined. The changes in the fundus are slight.: 


edema of the disk, distension of the veins, and small 
heemorrhages. After the first two months there is little 
or no response to treatment. These changes are in 
strong contrast with those in acute retrobulbar neuritis, 


. with its dense central scotoma, and in tobacco amblyopia, 


with its scotoma between the blind-spot and the fixation- 
point. The most likely cause of malnutritional ambly- 
opia is a vascular lesion affecting the capillaries in. the 
macular region. 


Dr. F. E. Postoumus Merges (Holland) said that in 
Western Holland during the “‘ hunger winter ”’ of 194445 
only minor nutritional neuropathies were observed ; 
weakness of sphincter control was quite common. 
Polyneuritis was more common throughout the war 
than in peace-time. 


Dr. P. VAN Guavouaee (Belgium), comparing the 
pathology of posterolateral sclerosis with that in leu- 
keemic changes in the.cord, suggested that in the former 
the primary lesion is probably of myelin, being followed 
by vascular changes and axis-cylinder degeneration ; in 
leukemia, on the other hand, in addition to changes™ 
from compression, infiltration, and thrombosis, all 
elements of the nervous system may degenerate from 
changes in the blood, which is more severely modified 
than in anemia. The analogy of posterolateral sclerosis 
with disseminated sclerosis, in each of which myelin 
changes are followed-by a secondary reaction, is worth 
bearing in mind. 


Dr. HuGH STANNUS considered that the diorder of 
function in nutritional neuropathies, all of which- are 
disturbances of perception with distortion, may originate 
in the cortex and some of the subcortical nuclei. The 


initial failure is in glucose breakdown, due, he suggested, 


to deficiency of oxygen, which affects first those parts 
using much glucose and oxygen. The earliest changes 
are probably in the capillaries. | 


Prof. G. H. Monrap-Kroun (Norway) said that in 
Norway during the war common neurological distarb- 
ances were slight frequency of micturition, sensitivity to ° 
cold, and a feeling of pins and needles; and the number 
of cases of polyneuritis was greater than normal. 


Dr. J. D. SPILLANE (Cardiff) called attention to -the 
occurrence of visual and auditory hallucinations as 
manifestations of nutritional neuropathy ; these weré 
None of the major 
changes have been described in non-tropical parts, 
except in Madrid. The conditions may be associated 
with either beriberi or pellagra, according to the diet. 
In the last two years he has seen in this country 
2 cases with organic’ neurological changes possibly 
associated with nutritional deficiency. 


Prof. K. H. KRABBE (Denmark) said that in Denmark 


during the war, though the people- were quite well | 


nourished, the incidence of polyneuritis of the Guillan- 


= Barré type was ten times greater than normal. In 


diphtheria outbreaks diphtheritic neuritis manifested 
itself far more often than usual as a peripheral neuritis, 
with enormous increase in the hoi of the- cerebro- 


(To be concluded) 
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~ Special Articles 


RECRUITMENT AND TRAINING OF NURSES 
THE WORKING PARTY’S REPORT | 


THE Working Party appointed last year to review 
the position of the nursing profession has now reported 
to the Ministers of Health and Labour, and the Secretary 
of State for Scotland: 


The five members were Sir Ropert Woop, principal of 
University College, Southampton, who acted as chairman; 
D. C. Briness, formerly resident tutor to the Florence 
Nightingale. International Foundation; Miss E. COCKAYNE, 
matron of the Royal Free Hospital ; Mr. Jonn COHEN, PH.D., 
of the Cabinet Office ; and Dr. T. D. Incu, of the Department 
of Health. for. Scotland. Four have signed the report ; 
DrConxn explains in a note that he feels the recommendations 


do not take. sufficient account either of the relation between | 


planning of nursing and other health services, and the planning 
of the country’s man-power as a whole, or of the extent to 
which methods employed in psychological research can offer 
a scientific basis for determining medical and nursing staffing 
ratios or the length of training periods for nurses. He will 
present a minority report in the course of the next month. 

The main recommendations include full student status 
for nurses in training; a wider but shorter training 
for State registration, including training in public health, 
followed by a year’s practice under supervision ; grouping 
of selected hospitals and public-health agencies to form 
composite training units; a 40-hour five-day training 
week, with the three-shift system; separation of the 
finances of thé training school from those of the hospital ; 
establishment of regional nurse training boards; and 
reconstitution of the General Nursing Councils. 

The arguments supporting these recommendations are 
outlined below; they are based on many important 
oa ‘investigations. 

STRUCTURE OF NURSING 

In 1938 the grand total in Great Britain of civilian 
nursing strength, male and female, including trained 
staff, student nurses, pupil midwives, and others, was 
158,000, or about 3-4 per 1000 population. The total 
number of trained nurses and midwives was about 


79,000.. By the end of 1945 the total was 173,600,. 


while trained staff had fallen slightly to 77,600. Thus 
the strength’ of the nursing force had increased by over 
16,000. In mental hospitals, however, the total had 
fallen from 29,300 to 26,400. 

More than half the hospital nursing staffs, including 
student nurses, are between 20 and 30 years of age; 
about 6% are under 20. Nearly 40% of trained nurses 
in hospitals are between 25 and 36, and 47% are between 
35 and 55; about 6-3% are 55 or older. Nine out of 
ten are single, and the Working Party note that this 
is not surprising in view of the impediments to promotion 
placed in the way of married nurses. In public health, 
one nurse in four is married. 


EDUCATION AND INTELLIGENCE 


Nearly half the total number of nurses in hospitals, 
including students, have been educated up to the age 
of 14 or 15 only. About another third have received 
some further education, part- or full-time. One in 
every six has reached school-certificate or matriculation 
standard without going further, and 4% have reached 
higher-certificate standard or beyond; only 1 in 200 
has a professional diploma or university degree. 
voluntary general hospitals 36% of the nursing staff 
have reached matriculation level or above, the corre- 
e in municipal - general hospitals being 
15%. About a third of the nurses in hospitals come from 
families in which the father is in one of the minor 
professions, or in business or the Civil Service. The 
fathers of another third are clerks or skilled manual 
workers ; some 10% come from the families of semi-skilled 
or unskilled workers. ; 5% come from professional families. 


In the 


About 17% of hospital nurses enter training before 
the age of 18, but 19 is the most popular age of entry. 
Half enter before thé age of 20, and a third between 
20 and 26. The Working Party do not consider that 
18 is too young to begin nursing, though they feel the 
entrant should probably not be younger, and that every 
encouragement should be given to candidates of more — 
mature years. No obstacles should be put in the way 
of married candidates. — E 

About 57% of the nursing staffs of hospitals are either 
students, pupil midwives, or assistant or other nurses ` 
without qualifications. It is noteworthy that in the 
public-health field there are about 30% of unqualified 
nurses, mostly employed in nurseries or in industry. 
~The Working Party undertook a survey of nurses’ 
intelligence. Results are based on tests administered to 
2400 hospital nurses, both men and women, and including 
697 trained nurses and midwives, 1466 student nurses 
and pupil midwives, ‘and 237 assistant and other nurses ; 
far larger numbers were tested, but the results chosen 
were representative of each grade of nurse in each type 
of hospital in each region. Progressive matrices were 
used ; verbal tests were also given, but there has been E 
no time to analyse the results of these. 

A striking range of ability was found, but the average 
ability of hospital nurses, including the untrained as 
well as the trained, is probably somewhat above that 
of the population as a whole: there are more nurses 
in the upper ranges of ability, as compared with propor- 
tions in the general population, and fewer in the lower - 
ranges. Some 16% of female nurses. in hospitals are in 
the top tenth of the population as regards intelligence: 
—14% in the case of trained nurses, 25% in the case 
of student nurses, and 4% in the case of assistant and 
other nurses. Thus the average ability of the student 
body is higher than that of trained nurses, possibly - 
because some of the most able students fail to finish 
the course, and possibly because there is a decline in 
matrix scores with increasing age. | 

On the other hand 24% of hospital nurses fall into 


the two lowest grades of intelligence found in the general _ 


population, and the Working. Party conclude that “‘ it 


is inconceivable that persons differing so very widely 


in their intellectual capacity should respond to the same © 
training or be fitted to discharge the same functions.” - 
While nearly half of the assistant and other untrained 
nurses in hospitals (apart from students) are among the 
lowest 30% ..0of the population in ability, only 20% of 
trained staff and 14% of students fall into this category ; 
nevertheless, in absolute numbers there are more trained 
and student nurses at this low level than there are 
assistant nurses. Since the training scheme which the 
Working Party propose requires at least average ability, 
some 30% of the present students would be unsuitable 
for training. They estimate that 1 student nurse in 4 
is capable of pronume by a university education. 


. WASTAGE 


They estimate that the numbers of nurses entering 
first employment in hospital as trained women each 
year is probably 9500-10,000. About 6300 trained 
nurses each year transfer to hospitals from nursing 
employment in other hospitals or elsewhere, while an 
average of 5600 trained nurses working in hospitals 
leave the profession yearly—rather more than a third 
of them to marry. The annual replacement rate of 
trained nurses must therefore be 9000 a year before the 
profession can expand. 

The wastage of student nurses has been variously 
estimated. On the whole it seems that the wastage 
from general training schools has remained fairly steady ` 
since 1940 at 36-37%. About 7% of those leaving one 
general training school are thought to continue training 
at another. More than 3 out of every 5 who give up 
training leave in the first year. In mental hospitals 
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the wastage is exceedingly high : between 1937 and 1943 | 


the estimated wastage of women students was 82%, and 
of men 80%. The total wastage between these years in 
all types of hospitals was estimated at 54% of the intake. 
- While some of this wastage was due to the admission 
of unsuitable candidates, the high loss among student 
nurses suggests that “ they are expected to work and 


train under conditions which even many of those suitably 


equipped are not prepared to tolerate ’’ ; and the Working 
Party believe the crux of the whole problem lies in 
the sphere of human relationships. Girls who are 
unsuitable for training, they consider, could fairly readily 
be excluded by selection procedures. 

Factors which cause suitable girls to leave are ranged 
in the following order of importance: misplaced dis- 
cipline, attitude of the senior staff, food, hours, and 
pressure of work. Since experience has shown that 
appeals to hospital authorities to modify discipline or 
adopt a more understanding attitude are useless, they 
suggest that structural changes should be introduced 
in the organisation and staffing of training schools. 
Broadly, they conclude that nurses in training must no 
longer be regarded as junior employees subject to an 
outworn system of discipline, but must be accorded 


full student status with the conditions such status . 


implies, so far as the intrinsic requirements of nurse 
training permit; that new selection procedures are 
required not only for student nurses but for those 
appointed to senior posts, to ensure that they are 
capable of developing satisfactory human relationships ; 
that quantity and quality of diet must be improved 
and that suitable accommodation and other amenities 
must be provided ; and that the training day must be 
reduced in span so as to approximate to a normal 
working day: and this means the three-shift system. 


TRAINING - 


The present training prepares nurses only for hospital 
sick nursing, though 40% of qualified nurses are in the 
public-health field. In studying the work of 36 student 
nurses the investigators found no instance of formal 
clinical teaching in the wards, and the classroom teaching 
was not always satisfactory. a 

The Working Party hold that no hospital with less 
than 100 beds can provide the essential variety of train- 


~. ing. They have undertaken a careful job analysis, 


studying the daily routine of 36 student nurses, 3 pupil 
midwives, 12 sisters, 8 staff nurses, 3 assistant nurses, and 
2 nursing assistants, employed in various types of hospital, 

They find that during 3 years’ training there are 6900 
working hours if the student works a 48-hour week and 
has 4 weeks’ annual holiday. About 240 hours are spent 
in lectures, some of which fall in off-duty time. A third of 
the first year, a quarter of the second year, and a sixth of 
the third year are spent in domestic work—some 1500 hours 
in all. Study of nursing techniques shows that the nursing 
practice which now occupies 4100 hours might well be taught 
in 1600 hours. Thus some 60% of the time spent on this 
part of training is sheer repetition dictated by the needs 
of the ward. 


The Working Party conclude that by reorganising 
training it would be possible to give in two years a training 
at once more comprehensive and more effective than 
that now given ; and this could be achieved in a five-day 
week of 40 hours, allowing six weeks’ holiday yearly. 

They suggest that such a two-year training might be 
devised for all nursing fields, the first 18 months having 
a common content for all students, and the last six 
months being given to study in a chosen field. Moreover 
the common course would include some study of public- 
health nursing, educational visits, and more lectures 
and demonstrations. On qualifying for the State 
register, at the end of the course, the nurse would have 
to undertake a further year of supervised practice before 
her provisional registration was confirmed. 
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IMPLICATIONS OF STUDENT STATUS h 
If the course of training is to be dictated by the 
needs of the students, and not by the staffing require- 
ments of the hospitals, there must be adequate trained 
nursing and domestic staff in all hospitals offering 
training. Nurse training should be financed indepen- 
dently of the hospital, the cost being drawn from public | 
funds. Students should be under the control of a new 
training authority, and not of the hospital except in 
so far as is necessary for teaching and the care of the 
patients.- In addition to board residence, or a grant in . 
lieu of it, nurses. should be given free tuition and á 
grant to cover personal expenses paid through the 
training authority. The case for a grant to student. 
nurses, the Working Party feel, stands on its own merits : 
our need for nurses is great. 
The span of training in any day should not exceed 
eight hours, organised on a three-shift system. 


REGIONAL AND CENTRAL ORGANISATION 

In each region selected hospitals and public-health 
agencies should be grouped to form composite training 
units covering the whole nursing field, and a pioneer 
unit should be started in each region as soon as possible. 

‘Each unit would be under a director and an education 
committee, and students would be students of the unit, 
passing from one institution to another as their training 
required. Teaching resources in the unit would be pooled. 

A new Regional Nurse Training Board should be set 
up in each unit to plan and codrdinate training and 
standards of admission, to approve supervisors of nurses 
during their third year, and to establish advisory centres. 


This body would include representatives of the regional 


hospital board, boards of governors, hospital management 


committees, local health authorities, and nurse education 
committees of the training units, and should have power 
to coépt members from university and other educational - 
bodies. . | me. 
Standing advisory committees would advise -on 
national standards for the admission and training of 
students, and advisers on nursing education should be 
appointed to the Government health departments— 


which should themselves approve and inspect training 


units. Headquarters research units with experimental 
centres should initiate and integrate research on nurse 
training, the content of which should turn on the “ extent 
to which items of training contribute to the incidence 
or duration of sickness.” 

Feeling that the General Nursing Councils do not 
adequately represent all fields of nursing, the Working 
Party suggest there should be one General Nursing 
Council for Great Britain on which there should be 
Government and university’as well as nursing represen- 
tatives; and indeed this council might also include 
midwives and thus supersede the Central Midwives 


Boards. 
THE FATE OF THE ASSISTANT NURSE 


The Working Party consider that the Roll of Assistant’ 


‘Nurses should be closed at a given date, and that 


candidates found on selection to be below the level of 
ability required to complete the new training should 
be encouraged to accept “employment in a capacity, 
ancillary to nursing”—that is, as nursing orderlies. 
The status and salary of such orderlies should be defined 
in relation to those of nursing staff, and posts should 
be graded in seniority with ample scope for promotion. 
Nursing orderlies who have, or develop, sufficient ability _ 
should be given every opportunity, subject to selection 
procedure, to become students. . , 
The Working Party have outlined a type of selection 
procedure based on an interview by a personnel selection- 
officer, two questionaries, and one or more properly 
standardised tests of intelligence, and, if necessary, of 
scholastic attainments. Pe 
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THE NUMBERS. NEEDED 

_ Finally, they haye estimated the numbers of additional 
nurses needed to give effect to student status and the 
three-shift system, It cannot be less, they think, than 
22,000-24,000 trained nurses and 14,000 nursing orderlies. 
This would mean raising the trained nursing force in 
hospitals, public health, and other fields from 88,000 


(December, 1945) to 112,000. But to meet all existing © 


needs and allow for training reforms they think a trained 
nursing force of. 120,000-}25,000 is required; and this 
is without allowing for expansion under the National 
Health Service. 


“FOOD. CONSUMPTION IN THE UNITED 
KINGDOM 
E 3 -= Official Figures 
A WHITE-PAPER | 1 prepared by the Ministry of Food sets 
out the average food consumption per head of the 
civilian population for each year from 1940 to 1946—47 
(July—June), and compares these figures with those for 
a pre-war period, usually 1934-38. 
The method of calculation adopted is that used by 


the committee of the Combined Food Board in its report 


on food-consumption levels in the United States, Canada, 
and the United Kingdom in 1943. The total food moving 
into civilian consumption can be calculated with reason- 


able accuracy, since the amounts imported are known, © 


and, thanks to the war-time and present controls, home- 
produced supplies can also. be assessed within a small 


margin of error, the major exceptions being home- | 


grown fruit and vegetables, and for these the errors are 

more or less constant. Food taken from ‘or added to 

wholesale stoeks, food used as seed, in feeding livestock, 

1. Food Consumption Levels in United Kingdom. Cmd. 7203 
:H.M. Stationery Office. 1947. Pp. 18. 6d. 
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for industrial and other non-food purposes, export, and 
supplying the Armed Forces, and known wastage: in 
distribution have all been allowed for. : Changes in the 


‘stocks held by retailers are ignored. 


In this way it has been possible to tabulate the average 
supplies, in lb. per head per annum and as a percentage 
of pre-war, of all the main foods, both individually and — 
in food groups, grouping being adopted because of the 
substitution of one food ‘by another since the beginning 
of the war—e.g., dried egg for shell eggs, and canned 
meat for carcass meat. The changes in the various 
groups are summarised in the charts reproduced in 
fig. 1, in which the pre-war average is in each case taken 
as 100 vie 


Dairy Products. —Consumption of these reached its highest - 
point—131% of pre-war—in 1943 and is now 130%. Liquid 
milk consumption rose rapidly from 1939 to 1945 and is now 
144% of pre-war; this has been achieved partly at the 
expense of home-production of milk products: Cheese con- 
sumption has declined almost continuously since 1942, when it 
reached 159% of pre-war, but it is still above the pre-war level. 

_Meat.—The relatively small fall in the consumption of 
meat—85% of pre-war, edible weight—results from the 
substitution of boneless beef and canned meat for more 
attractive types. Thus while the consumption of beef with 
bone has fallen to 60%, bacon and ham to 48%, and pork to 
17% of pre-war, that of boneless meat. is 6!/, times, corned 


beef 41/, times, and other canned meat more than 10 times. E 


the pre-war average. 

Fish, Poultry, and Game.—The outstanding feature is the 
recovery in fish supplies with the reopening of the fishing 
grounds to 128% of pre-war. 

Eggs.—Thanks to the supplies of liquid and dried ‘egg 
total egg consumption is still 86% of pre-war, though shell 
eggs are down to 56%. 

Fats.—Butter has dropped to 44%, lard and cooking fats 
to 78%, and other edible oils and fats to 56% of pre-war, but 
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total fats stand at 74% because the consumption of margarine 
is 170°% of pre-war (in 1941 and 1944 margarine consumption 
reached 205%). 


Sugar and Syrups.—There has been a small recovery from: 


the sharp fall in the first year of the war, and consumption is 
now 74% of pre-war; glucose stands at 47%, but honey 


‘consumption has risen to 125%. 


Fruit and Vegetables—Potatoes, which have been used to 
compensate for the shortage in other energy foods, have 
reached 166% of pre-war, the average consumption per head 
being estimated at 292 lb. a year. Consumption of fruit fell 
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Fig. 2—Nutrient equivalents of civilian consumption per head per day. 


to 42% in 1941, but has since risen to 83%. Except for 1940 
and 1941 the consumption of vegetables has been consistently 
above pre-war. 


Grain Products.—These, like potatoes, provided a “ buffer P< 


against reductions in other foods; flour reached a peak of 
124% in 1945 but now stands at 112%. 

Beverages.—Tea consumption is now 96% of pre-war, while 
coffee is well over twice the pre-war level. 

The quantities of all the different foods ‘have been 
translated into their nutrient contents, mainly on the 


. basis of the Medical Research Council tables.2 The results 


are charted in fig. 2. The white-paper gives the following 


| _estimates of the daily requirements per head of the 1946 


population (above) and the 1946-47 consumption (below) : 


: F Ribo- | Nico- | Ascor- 
Vit. vee flav- | tinie | .bic 
(mg.) ine acid acid 

~“ | (mg.) | (mg.) | (mg.) 
740—| 9-12 | 3610-| 1-0- | 1-3- | 10- 55- 
900 4640 1:3 1-7 13 


2880 | 89-4 | 1032 | 17-7 


Pro- | Cal- 
Cals. | tein | cium Ge A 
~ (g.) | (mg.) 8) | vu.) 


2550 63 


3763 | 1:87 2-02 | 16-7 


The white-paper emphasises that the consumption 
and requirement levels shown are national averages, and 
do not represent what a particular individual eats or 
should eat ; individual requirements are known to vary 
widely. 


2. Nutritive Values of Wartime Foods. M.R.C. War Memo. 
no. 14. London. 1945. l 


anyone notices anything odd about you. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


THE only relics I retain of an adolescence passed at 
a French Lycée are a lighter with a picture of the Eiffel 
Tower on it and a working knowledge of the French 
language. They are regularly exhibited whenever visitorg 


` from over the Channel appear in our operating-theatres: 


The translation of a running commentary from the 
surgeon presents the greatest difficulty to an interpreter 
like myself, who has no knowledge of the technical terms 
in this graceful but sometimes infuriatingly evasive 
tongue. I do the best I can with the aid of the Latin 
nomenclature and a memory of the names of organs on 
French menus, the whole clarified with a profusion of 


gesture. Like all French people the visitors are tactfully 


polite and express admiration of our surgery, our anees- 
thesia, the fact that we operate in the afternoons, and 


even my French. The presence of the theatre sister 


and the anesthetist nearly always calls for polite inquiry, 
both offices of course being practically non-existent m 
their own country. The anesthetist particularly—I 
understood from one Frenchman (mind you I may be 
wrong) that in his country this post is usually held by. 
an unqualified lady who frequently doubles with the 
rôle of the surgeon’s mistress. The question arose when 
I had to explain to him the exact functions of the really 
quite attractive young woman who provides our anses- 


_ thesia for us. 


Our surgeons, like all good Englishmen, regard 
speaking French with the same sort of horrified diffidence 
as they look upon other degenerate Continental habits.’ 


. The only exception was one less inhibited gentleman 


who was damned if he saw why anything so flimsy as a 
language barrier should stand between him and the 
personal expression of his opinions. His unhappy paucity 
of vocabulary was overcome by his natural enthusiasm, 
helped by shouting and the free substitution of basic 
English. Arriving one day too late to greet half a dozen 
French visitors, he bounded into the theatre gracefully. 
excusing himself in their native tongue. ‘‘ M’sieurs and 
madams,”’ he explained loudly, ‘‘ je regrette mille fois 
je suis en retard. Mais j’ai beaucoup de trouble avec 
mon motor-car. Le big end est allé à la end of Oxford 
Street soudainment. Quelle domage! Comprenez ? ”’ 
“ Perfectly,” came the gracious reply. 


* x * 


More Hints to Prospective Brides.—Sooner or later the 


-~ doctor’s wife will have to cope with illness in the home. 


If your husband is attacked your lot is an unhappy one — 
indeed. Your first worry is to prise him away from his 
patients (an air of suffering martyrdom is rather infectious 
on the morning round). After getting him to bed you 
must be prepared for him to turn his face to the wall 
and appear to anticipate an early passing. He will refuse 
all the soothing things he prescribes for his patients ; 
he’ll snort at sulpha tablets, drool at decoctions, titter at 
tinctures, and leer at lemonade. His loss of faith is 
fantastic and if you try to persuade him to see a colleague 
he’ll growl ‘“ What can old Z tell me that I don’t know 
already ? ” Whereat he’ll contort himself into a fakir-like 
attitude and attempt to give himself an injection. Take 
my word for it—the needle will be blunt and the air blue. 
Feel your way out of the room and ring Z. With the 
diagnosis assured, make it quite clear that he does what 
you say and behaves himself—or else. His fear of several 
sleepless nights in hospital will do the rest. If in a real 
jam call up his favourite district nurse and ask her to tea. 
They are great-hearted girls. When your husband 
shows himself to be the child he really is, remind him of 
how good the kids were when they were ill. (By-the-by, 
if the children are ill when they are young get someone 
else to give any painful injections so that Daddy is never 
remembered for biting like a wasp.) 
When you yourself are ill things have reached a pretty 
pass. You are likely to have something hectic before 
(Having 
listened to Mrs. Clotworthy’s rambling rot the last 
thing he wants to hear is a complaint from you about 
that low-down pain you have suffered all day.) Overa 
supper table distinguished by its daintiness he will 
prelude with: ‘‘. . . Women are notoriously bad at 
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describing their symptoms ...” &., &c. Unfortunately, 
you will later find yourself on your back with your 
chin somewhere near your knees in an attempt to relax 


an unsympathetic tummy. This is the evening he has - 


been called to the remotest part of the practice, so be 
prepared to wait. If it becomes unbearable ring up the 
colleague, but be prepared, for husbands are apt to be 
touchy. Let them act as the fountainhead and they will 
summon all aid. Towards midnight things and the tummy 
will reach a crisis, and, through the red veil of a rising 
temperature, you will find a Great Man at your bedside. 
Once you may have wanted to meet him ; now this is it. 
“ Sudden severe onset of right iliac pain, referred to the 
loin. . . .” He sighs and begins his famous staccato 


attack. ‘‘ Where? ” You point. ‘‘ I seeeee—ah.” You - 


hope he does. ‘‘-Why are both knees up? ”?” He is now 
- muttering to his muse. You groan and grunt, guard and 
grind your teeth; he gives you the kidney punch and 
you sink back to thé pillow, licking your lips and watch 
your knees knowing that the exploring finger has not yet 
finished,. that certain pouches remain for a moment 
unviolated. ‘Then they all go away to talk in your hus- 
band’s foom, leaving you with your chin up to your knees. 
You won’t get any analgesia for a long while.. You must 


remember that. nothing must be done to mask the symptoms. ` 


This is not thoughtlessness on their part, it is for your 
good. You hear the reassuring chink of glasses from 
without and understand that they are restoring their 
` strength after the examination. Later they file into the 
room. Their likeness to undertakers is purely coincidental 


and probably due to the temperature. Reassuringly they | 


say that they will wait till morning. You’ve waited till 
morning: before with unhappy results, but, after all, 
things will be different this time. Your husband— 
harassed, poor dear—is filling a syringe when, shatter- 
‘ingly, the bedside phone rings. You long to answer it 
and say, ‘‘ I need him more than you do now.” A smile 
flickers round the Great Man’s face and he takes your 
hand and pats it. Your husband answers the call with the 
cool, calm efficiency expected of him in such an emer- 
' gency. The colleague catches your husband’s eye and 
points an index finger towards his chest raising one 
eyebrow and looking very coy. The air simply hums 
with nobility and your tummy grinds away, determined 
not to be left out of things. Gradually the flap dies down. 
Later the following day you learn that you have had an 
adenitis of.some sort and they toss you all the references 
and you read them up, wisely. During the convalescence 


your husband will assure you that he can dress the . 


children, queue for the greens, do the chores, use the 
Hoover, cook and wash up, and see the patients, to whom 
he will confide, ‘‘ It’s all a matter of organisation ! ”’ 
Poor sap; he’ll learn. But there’s no doubt that the 
patients will do most of the work and everyone will make 
a tremendous fuss. Everything will be laid on and even 
the Great Man will remain in touch. Then, at last, you 
will see the advantage of being a doctor’s wife. Lucky 
girl. o * x 
DE BRAIN AND MIND 
: (Lines on your leading article of Sept. 6) 
My memory is very good, © 
- Though not accessible to me. | 
But who am I, and where is it, 
And what, in fact, are we ? 
It shares my racing span of life 
3 In parallel, as I suppose— 
= Complete, precise, informative 
g - And maddeningly close. 
For me, with my experience, . 
Office, success, and fortune wait, ` 
If my experience and I 
| Could only keep a date. 
A worm divided by a spade, 
=- I hardly feel disposed to laugh 
E To find that nearly all I know 
_ Isin the other half. 
- | `o # * * | 
Is it significant, do you think, that when last week the 
Minister of Food released more meat for sausages the 
café where I go for lunch altered ‘‘ toad-in-the-hole ” on 
the menu to “‘ sausage-in-the-hole ” ? 


A 
” 


mate to a life-assurance examination. 


- Letters to the ‘Editor 


COALMINERS 


Srr,— Dr. Morris’s article last week cannot fail to 
stimulate the professional imagination of any doctor 
whose work brings him into contact with miners. In 
fact, his observations could be noted with profit by 
any student of this all-important and much-maligned 
industry. Concisely, lucidly; and with the touch of 
authority, he has correlated past stiological factors with 
the present incidence of physical and economic morbidity. - 


Given the necessary publicity, study, and organisation, 


further determined research in the coalfields into the 
many medical problems arising out of the industry 
would, I feel sure, pay a handsome dividend in physical 
and moral benefit. At the same time, it will call for 
much work by medical men, much money, and much 


time. Possibly under a State medical service mass- 


investigation of medical problems may be initiated, . 


practitioners on the spot being called upon by a central _ 


authority to answer technical questions on health matters 
in their own districts; a similar method has been 
employed in the Services. Doctots in colliery districts 
could supply much relevant and illuminating informa- 
tion from a point of view probably not found in more 
academic circles. l 

As Dr. Morris says, however, the first need is for . 
organisation. Whether, in view of:the rapid develop- 


‘ment of Industrial Medicine, a self-contained School. of 
Mining Medicine is necessary I do not know; but .. 


undoubtedly: we require a centrally organised, and 
active, body for this work in coalmining. | | 

One aspect of the complex problem which in my 
opinion is of prime importance is that of careful physical 
selection of candidates for entry into the industry. It 
would be impossible under modern conditions to train an 
army for war in which the physical standards of troops 
varied or were not even investigated... To employ men 
in a heavy industry such as mining without pre-entry 
examination of a fixed standard is merely inviting 
accident or disease, and a consequent wastage in men, ` 
material, and efficiency. It is accepted that under- 
ground mining, because of its peculiar hazards, risks, and 
dangers, has the highest accident incidence. Much 
of this may be due to technical faults, but physical 
defects in the individual must also play a part. Much 
money must have been paid out in the past by insurance 
companies which could have been saved. Further, 
proper examination (with a record of the findings) 
and periodic re-examination would be of value in securing 
alteration of employment and thus preventing accidents 
or illness. 7 

It is obvious that such grading should form part of the 
Mines Medical Service now being established, the actual 
examination being carried out, by the medical officer 


‘of each mine or group of mines, or even, in the first 


instance, by the man’s own doctor on a form supplied by 
the service. It is, of course, essential that the examining © 
doctor be conversant with the types of work or trade at a 
colliery in which the man proposes to engage. I suggest 
division into four grades :— | am 

1. All underground workers (some 15 trades) and certain 
surface workers (some 9 trades). | 

2. Surface workers not in grade 1, including clerical staff. 

3. Men temporarily unfit. 

4, Men permanently unfit. 


Examination should include all systems and approxi- 
. In deciding 
whether a man has recovered from accident, the guiding 
principle should always be that of function, and not of 
appearance of defect. 


The following conditions should exclude a man from the 
industry: hyperpiesis; severe varices. (with dermatitis) ; 
inoperable hernia; epilepsy; a: personal history of tuber- 
culosis ; organic nervous diseases. a | 

The following should debar a man from employment in 
grade 1, but not-from work in selected trades in grade 2 
chronic bronchitis; peptic ulcer; spondylitis from disease 
or injury, provided function is good ; fractured spine ; visual 
defect of 6/60 in one eye and myopia of more than 2 in the 
other; nystagmus; defective hearing (i.e., cannot hear a 
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match broken at 5 ft. in either ear); cysts or skin tumour 
where likely to be injured ; prolonged internal derange- 
ment of knee-joint with poor function ; uncontrolled diabetes. 

In grade 3 would be placed men injured or ill. On their 
return to work they would be regraded permanently or 
temporarily. 


On transfer to or from other collieries, the man’s 
medical history would be transferred with him. On 


death or retirement the histories would remain with the 


central medical authority. In the event of accident, a 
full history of the cause, treatment, and rehabilitation 


- would be endorsed on the card. 


These are only brief outlines. It would be interesting 
to have the views of others concerned. 
Burton-on-Trent. E. M. R. FRAZER. 


~ POLIOMYELITIS 


Sir,—In these days it seems worth while to mention . 


that in bulbar poliomyelitis dyspnoea may occasionally be 
laryngeal, from approximation of the vacal cords due to 
abductor paralysis ; and that in such cases tracheotomy 
may be life-saving, whereas a mechanical i 
may increase the danger. ` 

London, 8.W.15. A. NELson-J ONES. 


SIR, — During the war, at the suggestion of Dr. C. B. 
Heald, I tried short-wave diathermy in the early treat- 


ment of poliomyelitis as recommended by Mr. McKee 


in your last issue. It was used twice daily in five cases, 


being applied both to the spine and to the affected 


muscles. In this small group of cases, which occurred 
towards the end of an epidemic, the lesions. were not 


` extensive when treatment was started, but all the 
: The muscles — 


patients had a mild pyrexia (99—101°F). 
principally affected were sternomastoids, abdominals, 
and extensor muscles of the legs, not all in each case: 
some patients only had the sternomastoid affected, while 
in others the extensor muscles of the legs were involved. 
In all cases treated the residual lesion was limited to 
one muscle and in two it cleared up completely. It is 
difficult to assess any form of treatment in this disease, 
but from this experience I believe that the method of 
treatment is worth trying on a larger scale.. Short-wave 
diathermy certainly had one immediate effect—namely, 
that pain in affected limbs was abolished. In two cases 
it did not return, and in the others when pain did return 
it was not so severe and was relieved by the next 
treatment. 

I regret that I have lost my detailed notes on these 
cases and am therefore unable to support Mr. McKee’s 
finding more strongly. 


Bath DONALD WILSON. 
THORACO-ABDOMINAL APPROACH FOR 
GASTRECTOMY 


Str,—-In your annotation of Sept. 6 you say that I 


favour the thoraco-abdominal approach while Mr. Tanner 
prefers the abdominothoracic. 

To draw this distinction makes surgery seem difficult. 
The direct approach to carcinoma of the cardia, whether 
it be primary cesophageal or primary gastric, is through 
both the abdomen and the chest with splitting of the 
diaphragm back ‘to the hiatus. The essential part of 
the incision is the division of the costal margin and the 
splitting of the diaphragm which allows the edges of the 
wound to fall apart without the necessity for retractors. 
It is perfectly easy to close the duodenum after a total 
gastrectomy and to mobilise a loop of jejunum on an 
elongated mesentery for an anastomosis. Minor variations 
in the incision to suit the requirements in a particular 
patient do not justify any distinction between abdomine- 
thoracic and thoraco-abdominal. It is my practice to 
carry the incision down along the outer border of the 
rectus abdominis muscle for a short distance rather than 
to divide it transversely, because this allows a good 
exposure of the mesentery for making a Roux loop, 
and the closure of the duodenum is just as easy. I prefer 


‘to have the patient on his side without tilt either forwards 
or backwards, but agree that a slight dorsal tilt is 


preferable to a ventral one. 

Where serious doubts exist about the operability of a 
tumour, the anterior part of the incision may be made 
and the abdomen explored, without opening the pleura, 


in the case of a primary gastric growth. For a primary 
esophageal growth in similar circumstances the thoracic 


part of the incision can be made without opening the 
peritoneum. Nevertheless it sometimes occurs that an > 
cesophageal carcinoma is inoperable on account of 
metastases in the abdominal lymphatic glands, and I 
find that it is usually preferable to make a complete . 
exposure. This permits a palliative operation to be done 


even when radical treatment is impossible. 


P. R. ALLISON 
General Infirmary at Leeds. Hon. Thoracic Surgeon. 


BRAIN AND MIND 


‘Srr,— Your leading article last week says that ‘S ‘it 
is difficult to conceive of the nature of a neural process 
which underlies the recognition of relationships abstracted 
from the things ee a related...” If ‘‘ neural” here 
means “ material ”’ “ mechanistic,” there is certainly . 
no fundamental difficulty about the performance of this 
function. In principle it is merely a particular case of 
that classifying or sorting process which is going on all 
round us, as much in the inanimate as in the animate 
world—so much so that to debate whether a ‘“‘ machine ’”? 


. could do it seems, as Sherrington would say, a work of 


supererogation. 


As for the particular case in question, all that can be- . 


said at present is that neurones are pretty much the sort 
of units that would be suited for the job. It is possible, 
however, and, I believe, useful even at this stage, ta 
consider the basic principles of analytical and ‘‘ pur- 


‘posive ”?” machines, although it may be some time before 
‘we can apply them directly to the nervous system. 


Applied Psychology Research Unit, Cambridge: W. E. Hick. 


STONES FOR OUR GLASS HOUSE 


Smr,—One of the contributors to your symposium on 
Satisfying the Examiner (Aug. 30) has included on p. 314 
a section on ‘“‘ lack of precision.” Here he speaks of a 
candidate who is ‘“‘ completely confused as to the differ- 
ence between harsh vesicular breath sounds and bronchial 
breath sounds, and cannot define either of these.” Regret- 
fully I feel I must invite the writer to define ‘‘ harsh ”’ 
vesicular or any other breath sounds. There seems no 
meaning of the word ‘ harsh’”’ in the Concise Oxford 
Dictionary that makes his meaning precise. 

Bristol. J. A; NIXON. 


Sır, —He who denounces lack of precision should 
himself be precise. It is disappointing to find that the 
writer of the article on The Membership should, after 
complaining of the use of ‘ ‘morphia ” for * mor phine,” 
himself use ‘‘ viva” instead of ‘ oral examination *’— 
or, if Latin be preferred to English, “ viva-voce exami- 
nation ’’—in his following sentence. I submit, also 
that he is wrong in his criticism of the statement that 
‘“ the patient has frequency of micturition.” It is true 
that, using ‘‘ frequency ” in its mathematical sense, 
“‘increased frequency ’’ is permissible.. In common 
parlance, however, and by its original definition, fre- 
quency denotes the state of an event often repeated, and 
the phrase ‘‘ frequency of micturition ” is correct. 

- The justification of these criticisms lies in the excellence 
of the article as a whole, and the importance of the 
arguments it contains. 

Cramlington, Northumberland. GEORGE DAVISON. ` 


‘Stir,— Your contributor says: 


‘‘ Innumerable candidates use the expression ‘ diffuse apex- 
beat,’ which is absurd because the apex-beat is defined as a 
point and therefore cannot be diffuse. Neither has the 
expression ‘ diffuse apical impulse ’ a precise meaning. Candi- 
dates who use this expression intend to convey that the apical 
impulse is thrusting, heaving, or forcible, and should say so.” 


But surely if, because it is a point, it be absurd to 
describe the apex-beat as diffuse, is it any less absurd- 
to define a point—that which has position but no 
magnitude—as being “ thrusting, heaving, or forcible” ! 
Logic is the armoury of reason. l 

I noted, with surprise, among the list of ‘‘ meaningless 
expressions ’’ condemnation of the terms “‘ sallow ” and 
“ pale-looking ” : and, with astonishment, that the term _ 
‘‘ frequency of micturition ’’ was to be assigned to the 
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author’s- index expurgatorius. Frequency—i.e., oft- 
repeated, oft-recurring—is succinct and to the point; 
whereas the correction “‘ increased frequency of micturi- 
tion? fin the. absence of numerical notation) is mere 
tautology. | 

It was Fénelon who said: We must avoid fastidious- 
ness ; neatness, when it is moderate, is a virtue: but 
when carried to. extreme, it narrows the mind. And 

oethe: — 


“We never. gufficiently consider that a language i is properly 
ealy symbolical, only figurative, and expresses objects never 
immediately, but only in reflection : yet how difficult it is not 
to put the sign in place of the thing, always to keep the thing 
as it is (das. Wesen) before one’s mind, and not annihilated 
by the expression (das Wort). . 


London, W.1, MENS CRITICA ET INTERRITA. 


INTRAVENOUS INFUSIONS AND MASTOIDITIS 


Srm,—In. your issue of Aug. 23 Dr. Mary Leslie-Smith 
suggests that the mastoiditis associated with gastro- 
enteritis in infants is a direct result of respiratory 
infection caused by ‘“ exposure “and handling” of the 
infants during the setting up of an intravenous drip. 


‘Whether: the gastro-enteritis is caused by a virus or: 


by bacterial infection is still undecided, but there can 
be.no doubt that the mastoiditis is due to bacterial 
infection; and that 
pharynx by: vomiting are frequently found in cultures 
from the mastoid antrum. The following table, I think, 

illustrates. this. 

In a recent series of 99 cases of mastoiditis in infants 
suffering from. gastro-enteritis—66-of whom were sub- 
mitted to operation, and 33 of whom were found to have 
infected mastoid antra at autopsy—the organisms found 
by culture are shown in column A’ of the table. I have. 
compared them in column B with the bacterial findings in 
92 cases of acute suppurative otitis media, not in infants, 
quoted by C. P. Wilson.’ Both of these series occurred 


in the same period—i. e., 1945-46—so they are strictly. 
comparable. , 


ai T | 
Infants with gastro-enteritis (99 cases) 
B. colt. alone . or ue oun 


-B 
Not infants (92 cases) 


organisms `.. 36 (363%)! Nil (Nil). 
Staph. aureus: alone. or wen 
other orga. ios 24 (24:2%) 19 (20-6%) 


Pnenmococct | alone or with 


other organisms .. 14 (141%) 18 (195%) ` 


Armoro streptococci alone 


r with other r organisms. . 4 (4:0%) 46 (50%) 
Others ee ee e 16 (161%) 6 (6-5 %)- 
Sterile an 14. (141%) 3 (3-2%) 


-æ ee 


In Alder Hey Children’s Hospital we regard intravenous | 


infusions as a most valuable pre- and post-operative 
measure: -in-the treatment of these dehydrated infants, 
and there is never any question of “ exposure or handling ” 
which could give rise to a respiratory infection. 


Liverpool. JOHN E. G. McGIBBON. 


‘THE STUDENTS’ GUIDE | 


Sir,—Will you allow me to congratulate you on this 
year’s Students’ Guide? Of the twenty-five Students’ 
Guides read by me this is the only one which will be of 
real and permanent help to the neophyte. Previous 
guides- have, of course, been accurate and admirable 
sources for reference, but this is the first that I can 
remember to which a positive and inspirational value 
can be attributed. 

-One small criticism seems justified. The contributions 
of Prof. Robert Platt are described as ‘‘ essays,” but 


these compressed paragraphs with cross-references seem 


to hear only a distant relationship to the kind of essay 
one associates with any leading journal of the Humanities. 
No doubt Professor Platt holds his opinions with admir- 


able firmness and bases them on an honest intellectual 


z t Proc. R. Soc. Med. 1946, 39, 812. 
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-may be due to Entameba histolytica. 


i Chelsea, Hospital for Women, 


organisms deposited in the naso- ° 


. to wash our hands before touching the chain. 
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process, but the embryonic doctor would bė betteradvised: 


to realise that today’s heterodoxy is almost sure to be. 
tomorrow’s orthodoxy than to accept as gospel any. 
one teacher’s views. 


London, W.1. CHRISTOPHER HOWARD. 


ACUTE AMŒBIASIS COMPLICATING OPERATION 


Sir,— Dr. K..M. Robertson’s article of Sept. 6 sounds 
once more a timely warning: jaundice and/or diarrhea — 
I have recently n 
seen: a case in which a young man died following excision 
of his rectum for amceboma, thought to be cancer in spite 
of a negative biopsy. 

At the time of examining sections from the rectal ulcer, 
in which no neoplasm was found, I was unaware that the | 
patient had developed. diarrhoea from his colostomy. 
But when I did the autopsy three weeks later the entire 
colon showed widespread pitting and ulceration. Sections 
showed the cysts of E. histolytica, and further cysts were 
then demonstrated in the floor of the ulcer (operation 
specimen). It is noteworthy that the colon above the 
ulcer was entirely healthy. Finally, I obtained access to 
the biopsy section, and on examining it with E. histolytica 
in mind, I was able to find two typical cysts. 


London, S.W.3 Maanus HAINES. 


LAVATORY INFECTION 


. Sir, —Gloomily watching us all in public lavatories, 
Dr. Richard Terry (Sept. 6) has become disappointed 
by human nature. He sees us emerge from the water- 
closets without next proceeding to the wash-basins. (In 
most public lavatories there are no wash-basins, but let 
that pass.) How does he believe that washing our 
hands after pulling the chains, decent habit though it is, 
can do the chains any good ? 

Can he mean us first to Aotsontes then to come out 
and wash our hands, and then to hasten back to pull 
the chains? Does he do this himself? - Suppose we do 
it; if the chains-were contaminated before, so are all 
the lavatory door-handles now. ‘Nor will foot-operated 
flushing avert this new peril. 

Let us go all the way with Dr. Terry. Here we are, 
each in a water-closet, with a wash-basin inside it. 
Either there is a pedal for flushing, or we ‘are trained 
We’re 
all safe now. One moment: what about those taps on 
the washbasin? We must have pedals to work them ` 
too. Or would it be simpler to have a machine to...? 

It is a relief to wake up again, to recall that any 


. connexion between lavatory chains and poliomyelitis 


rests on pure surmise, and to contemplate Mr. Chapman 
Pincher’s shrewd and valuable suggestion. | 


Wimbledon. | W. J. PENMAN. 


AN UNDERNOURISHED NATION 


Sir,—Some weeks ago Colonel Walter Elliot in the ` 
House of Commons and through your columns (July 12) 
called attention to the fact that the height and weight 
of children are indications of the state of their health 
and not of the total energy they are using. To emphasise 
ha very important fact, may I be allowed to elaborate 
i 

(1) The first signs of starvation do not appear as 
loss of weight but in minor degrees of loss of energy 
which shows itself only in a decrease of recreation. 

(2). Decrease of recreation leads to irritability of the © 
nervous system. 

(3) As the mothers probably ‘sacrifice their rations for 
the children, the place in which to look for early signs 
of starvation is the nervous system of the mothers. I 
have seen quite a lot of it. 

(4) Most people will have their share of the effects of ` 
decreased recreation, and the fact that foreigners find 
we look tired is evidence of malnutrition in the early 
stages. Athletes in particular would show evidence of 
this fatigue. 

(5) War statistics are invalid because the heaviest 
eaters were in the Forces. These have now returned to 
the family-circle rations. Note this well ! 

(6) If increased output of work is now demanded 
without an increase of rations I should not look for loss 
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of weight at first, but for signs of irritability of the 
nervous system—namely, increase of nervous diseases, 
a proportionate increase of divorce, and increase of strikes’ 
and unrest. Increase of tuberculosis could be expected 
and a decrease in the birth-rate after the Service gratuities 
have been spent; and, what is not unimportant, a drop 
in the national standard of athletic distinction. 
Westoliff, Essex. JoHN A. McCLUSKIE. 


POSTOPERATIVE SHOCK - 


Sir,—I was more impressed by Dr. A. R. Hunter’s 
results (Aug. 2, p. 162) than by his argument. The results 
co those I obtained in a small series of cases 
(Lancet, 1937, i, 6) using perhaps more precise methods. 
_ It is well known that after a donor is bled the hemoglobin 
concentration falls to a new level corresponding to the 
proportion of blood removed. But in the case of surgical 
operations attended by loss of blood this process is 
retarded and the -blood volume remains at a low level, 
for some time. The clinical condition of the patient 
corresponds roughly to the depression of the blood 
volume ; in other words, those who dilute quickly are less 
ill than those who dilute slowly, and these in turn are 
less ill than those who fail to dilute or who actually 
concentrate. Dr. Hunter’s table m1 demonstrates a very 
severe reduction of blood volume following certain 
operations. In some cases (no. 56) this could be accounted 
for solely by loss of blood, but the deficit in some of the 
other cases seems remarkably large. The explanations 
seem to be: (1) an unusually sanguinary operation ; 
(2) hzmorrhage plus hsemoconcentration; or (3) that 
the methods used are not sufficiently precise. . i 

I would suggest that the shock-like condition following 
operations is due to anhydræmia, which is brought about 
by some mechanism which interferes with the normal 
restitution of the blood volume after loss of blood. If 
this mechanism is particularly active, bæmoconcentration 
may also occur ; and perhaps I have been more fortunate 
than Dr. Hunter in seeing this take place, especially 
after abdominal operations. eT 

While agreeing with Dr. Hunter that ‘‘ further study 
of these aspects of the shock problem is required,” I 
regret his rather bold statement that ‘‘ heemoconcentra- 
tion:plays no part in the development of shock during or 
after operations.” eA 


Pathological Department, W. W. WALTHER. 
Queen Mary’s Hospital for the East End, 
Stratford, London, E.15. 


Public Health 


The Healthiest Year 


THE comparative mortality index for 1945, which 
compares the mortality experience of that year with the 
standard of 1938, takes into account the recent changes 
in the age and sex composition of the civilian population. 
With a value of 0:893 compared with 1:000 for 1938, 
the c.M.1. shows that 1945 was the healthiest year on 
record ! despite the continued V2 attacks which killed 
2404 people, mainly in London. The total of 488,108 
deaths gives a crude death-rate of 12-6 per 1000 of the 
civilian population, higher than the crude rate for 1938 
because of the ageing of the population, but the signi- 
ficant vital index given by the infant-mortality rate at 
46 per 1000 live births was little above the record low 
level of 1944. Mortality-rates in both the neonatal period 
. and over the remainder of the first year of life showed 
an equal degree of improvement over the 1939 levels, 
while the decrease in maternal-mortality rates which 
began before the war continued to reach a new low level 
of 1:47 in 1945. Equally satisfactory is the contrast 
-between the behaviour of the respiratory tuberculosis 
death-rates at the end of the two world wars. In the 
second war the initial ‘rise in tuberculosis mortality 
followed the same pattern as in the first, but instead of 
rising again as in 1917 and 1918, the death-rate has been 
falling fairly consistently since 1940. The dysentery 
notification rates, on the other hand, after a sudden rise 


1. Registrar-Gencral’s Statistical Review of England nnd Wales, 
Leer aes ae Part I. Medical. H.M. Stationery Office. 1947. 
p. e 9. . 


in 1941, continued to rise steadily throughout the war 
until, in 1945, 14,728 cases with 156 deaths were reported. 

Diseases such as tuberculosis and dysentery reflect 
in their incidence-rates the general effects of environ- 
mental conditions ; the mortality from infectious diseases 
indicates rather more specifically the effect of particular 
measures such as immunisation and therapeutic advances. 
The campaign against diphtheria has resulted in a record 
low-level death-rate for children under 15; indeed, only 
694 deaths were attributed to the disease in 1945. Scarlet 
fever similarly reached a record minimum and whooping- 
cough was only once before a less severe risk to child-life, 
while the measles case-fatality rate was noticeably 
below the pre-war average. Despite the ageing of the 
population, the mortality indices for cancer in females 
have declined consistently from 1-009 in 1936 to 0-936 
in 1945; in men, on the other hand, the index has 
increased rather less steadily from 1-001 in 1936 to 1:025 
in 1945. Of particular interest is the continued rise, in 
both sexes, in mortality from cancer of the lung. 

The 1945 report contains three new tables. The first . 
analyses the age and sex distribution of notified cases 
of certain infectious diseases; a second appendix sets 


-out the standardised death-rate for particular diseases, 


based upon the population of Great Britain in the year 
in question. Similar figures for Scotland, which are to be 
published in the 91st report of the HKegistrar-General 


-for Scotland, will complete the comparative table of 


mortality in both parts of this island. The last innovation 
is an informative dissection of the causes of death at 
different ages in the first year of life with particular 
emphasis on neonatal mortality. Interesting as these . 
first tabulations are,. their potential value will become | ` 
increasingly apparent as their accumulation over a 
period of years reveals the changing patterns and trends 
in the course of mortality. 


i Schools and School Camps 


In a memorandum (no. 246) to local education 
authorities the Ministry of Education advises that, .- 
generally speaking, the reopening of schools should not 
be postponed; it is, however, recognised that local. 
circumstances may sometimes justify postponement. 
School camps should, it is suggested, be held as usual ; 
and it is recommended that if poliomyelitis occurs ata 


camp the measures should include, as well as isolation 


of the case and quarantine of the group, a letter to parents 
offering them the option of taking their children home 
but pointing out the risk to other children in doing so, 
and notification to medical officers of health of the areas 
to which children will be returning when they leave 
the camp. 


Poliomyelitis and Polioencephalitis 


The number of cases of poliomyelitis notified in 
England and Wales during the week ended Aug. 30 
was 612. This is a slight reduction on the previous 
week (626). The following counties showed a significant 
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increase (previous week’s figures in parentheses) ‘ 
Chester 21 (16); Essex 21 (12); Northumberland 21 (17); 
Staffs 13 (7); East Sussex 13 (1); and Isle of Wight 8 (8). 


-~ during August and early September. 
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` Among the counties in which a fall was recorded are 
Durham 29 (33), Kent 8 (19), and London 77 (115), | 


but in the main the incidence shows a tendency to 
become stabilised temporarily. 

_ The notifications of polioencephalitis numbered 45, 
compared to.50 in the previous week. — 


_ Breathing Machines oe 


There have been. complaints about some of the rubber 
parts of respirators. Some of the bellows made of 
synthetic ‘rubber have been unsatisfactory. Replace- 
ments with good red rubber material are now obtainable. 
The rubber neck-pieces supplied to some hospitals were 
designed for use on small children only and have been 
known to split when an attempt was made to stretch or 
cut them. . Three stock sizes of collar and also a fourth 
type which is uncut and can be adapted for any size of 
patient are now being manufactured. Respirators (Both 
types only) are serviced by Messrs. Stanley Cox, 
who are prepared to inspect machines.and provide the 
necessary replacements. Application for help from 


places south of the Mersey~Wash line should be made to 


Messrs. Stanley Cox & Co., 11, Gerrard Street, London, 
W.1 (telephone: Gerrard 5024). North of this line 


‘Inquiries should be addressed to Messrs. Stanley Cox, 


123, Deansgate Chambers, 32, Deansgate, Manchester, 3 
(telephone : Blackfriars 3851, extn. 22). 


: Paratyphoid in Bedfordshire 


. A total of 45 cases of paratyphoid B (phage type 1) 
has been notified from the eastern half of Bedfordshire 
The first cases had 
a conjectured date of infection about July 11-15. In 
22 of the cases, from four-villages, there is a clear asso- 
ciation with canned beef believed to have been infected 
about the end of July, after removal from the tin by 
the wife of a butcher who was subsequently found to be 
excreting Bact. paratyphosum B in her fæces. It is not 
proved whether she was a chronić carrier or contracted 
a symptomless infection at the start of the outbreak 
earlier in July. The remaining cases are scattered in 
about ten other villages with no obvious link between 


- them. Nevertheless they fall into a series which probably 


arose from a common source which persisted and is still 
being sought. 


Rheumatism Regulations 


The regulations which come into force on Oct. 1 will 


make acute rheumatism in children under 16 years of 
age a notifiable disease for three years in the county of 
Lindsey (Lincs), and the county boroughs of Bristol, 
Grimsby, Lincoln, and Sheffield. The definition of acute 
rheumatism in the new regulations comprises valvular 
heart disease of rheumatic origin and rheumatic chorea, 
as well as the acute manifestations in the joints and 
elsewhere which are known as ‘‘ rheumatic fever.” 


Infectious Disease in England and Wales 
v- WEEK ENDED AUG. 30 


Notifications.—Smallpox, 0; scarlet fever, 
whooping-cough, 1618; diphtheria, 164; paratyphoid, 
33; typhoid, 11; measles (excluding rubella), 2114; 
pneumonia (primary or influenzal), 229; cerebrospinal 
fever, 32; poliomyelitis, 612; polioencephalitis, 45 ; 
encephalitis lethargica, 2; dysentery, 85; puerperal 
pyrexia, 122; ophthalmia neonatorum, 51. No case 
of oe plague, or typhus was notified during the 
week. a 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, measles, scarlet fever, or diphtheria, 
9 (1) from whooping-cough, 69 (7) from diarrhcea and 
enteritis under two years,. and 4 (0) from influenza. 
The figures in parentheses are those for London itself. 


436 ; 


The number of stillbirths notified during the week- 


was 227 (corresponding to a rate of 26 per thousand 
total births), including 25 in London. 


“...To the physicist, biology is the green pasture beyond 
the fence where it would be good to roll in the long grass.” — 
Ricwarp C. Torman. Science, Aug. 15, 1947, p. 138. 
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Obituary 
DAVID KING McINTYRE CHALMERS 


M.D. GLASG., D.P.H. | 


THE sudden death of Dr. Chalmers at the age of 42, 
on Sept. 3, cut short a career-holding promise of much 


useful work. He qualified in 1928 from Glasgow, where 


he gained many academic distinctions. He was in 
practice for five years with his wife, Dr. A. R. Chalmers, 
first in Glasgow, later in Hertfordshire. In 1937 he was 
appointed administrative officer at the National Institute 
for Medical Research (Medical Research Council). During 
that year he was a member of the team studying an 
influenza epidemic ; the results of these studies appeared 
in one of the council’s special reports. In the early 
part of the war he assisted in the administrative side 
of the Emergency Public Health Laboratory Service, 
and in other administrative work for the council. From 
1943 he served in the Army, as a specialist in physical 
medicine, reaching the rank of major. On demobilisation 
in June, 1946, he resumed service under the M.R.C. to 
take administrative charge of the Common Cold Research 
Unit, Harvard Hospital, Salisbury. Here his talents 
for administration, combined with his human interest, 
were invaluable in the initiation of a new project 
presenting considerable difficulties and requiring no little 
imagination. | C. BBA. 


SIR THOMAS CAREY EVANS 


©. E. N. writes: “Sir Thomas Carey Evans had a 
distinguished career, but those who knew him. will 
remember the man rather than the career. He was‘a — 
tall handsome man with a strongly coloured personality; 
and had above all things the gift of inspiring affection. 
It is true that many who lacked that gift themselves were 
exasperated by his more mercurial moments, especially 
those who shared his celtic temperament; but it was 
impossible to maintain a lasting resentment against a 
man of so many attractions, who, incidentally, was 
incapable of maintaining a lasting resentment himself. 
His friendliness to people was universal, and to go round 
North Wales with him was like going round: with 
Charles II when he was touching for the King’s Evil: ' 
everyone wanted to talk to him (and did, in Welsh and 
English) and everyone brought their troubles. to him. 
Would Sir Thomas see So-and-So and get him to let the 
petitioner keep his cottage; would Sir Thomas write 
to the railway company and get them to see about a 
pension ; would Sir Thomas give someone a certificate ? 


. There are not many better evidences of a man’s funda- 


mental goodness than that he should be the person to 
whom people naturally turn for help in trouble. 

“ One of the reasons for Sir Thomas’s attractiveness 
was his permanent. boyishness: he was, hike Barry. and 
Cecil Rhodes and many other great men, an overgrown 
boy. It gave a zest and enthusiasm, an atmosphere of 
fun, to everything he did. It is not every elderly gentle- 
man who would go out into the fields in the night (and 
a January night at that), dressed in pyjamas, a pair of . 
gum-boots, and an old Home Guard greatcoat cut down 
to the size of a large jacket, to attend to the obstetrical 
concerns of his sheep; nor would every grown man, 
as a private in the Home Guard, crawl about Wormwood 
Scrubs on a very hot day with handfulsof grass tucked 
into the strap of his tin hat, like an incredible green 
beard of the Methodist persuasion, his face purple with 
exertion, looking altogether like nothing on earth, and 
finding it all the greatest possible fum. And he had a 
complete absence of adult pomposity and gave a most 
endearing twist against himself to the stories he told. 
For instance, he used to tell how, on Gallipoli, he organised 
a very ingenious manœuvre for the discomfiture of the 
Turks, and would add, ‘ Dirty trick, really, wasn’t it ? ’ 
smile ruefully, and then burst into roars of laughter. 

“ Sir Thomas was a Welshman, and just as the Norman 
Fitzgeralds were more Irish than the natives Sir Thomas, 
who presumably derived from a mixture of Norman and 

Tène iron-age stocks, was very Welsh indeed. He 
spoke Welsh with an erratic fluency, if one may judge 
from the way in which he interlarded it with occasional 
English words, just as, when he spoke French, he spoke 
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with complete confidence and unselfconsciousness, with 
a noble disregard of grammar and a copious use of 
English words when the French word did not at once 
present itself. When Sir Thomas became excited over 
the day’s work, as he not infrequently did, he would 
lapse into the Welsh trick of saying ‘ Isn’t it’ after every 
few words. He had a passionate devotion to Wales, 
North Wales, that is: he led one to believe that there 
was something different about South Wales and referred 
to its inhabitants as ‘ Welsh,’ using the word in some 
inexplicable way as opprobious. He would describe 
richly the joy of fishing in some lake with an unpronounce- 
able name among the mountains and cooking the trout 
on the spot by a remarkable process of his own devising 
(which included wrapping the fish in newspaper), 
accompanying the cooking by reciting the poems of a 
Welshman (called, if I remember rightly, Lloyd) for 
whose works he had a great enthusiasm. In fact every- 
thing concerned with Welsh history, and the relation of 
Wales to prehistoric Britain, interested Sir Thomas 
greatly. 

“ What a lot of enthusiasms he had, and how notably 
he interested others:in them, where a man of a less simple 

disposition would simply have been a bore! — 
` ` Ag medical superintendent of the first municipal 
hospital to be associated with ‘a teaching school, he was 
faced with a mass of problems in tact and accommodation, 
and he did the job singularly well. . The responsibility 
for a big London hospital during the war, and the 
abnormal circumstances and difficulties resulting from 
the war, worried him a good deal, and, as a matter of 
fact, pretty certainly shortened his life; but when he 
retired and took to farming at Criccieth he seemed to have 
acquired a new vitality. Everything concerned with 
the house and the farm was a joy to him, and if ever a 
man knew how to use his retirement he did.. 

“ We would all of us like to think that, when we go, 
our relations and a few friends will be sorry: how few 
of us can honestly feel that those who will mourn us 
will be numbered in tens. Of Thomas Carey Evans 
it can certainly be said that hundreds will feel personally 
sorry that they have lost him.” | 


Births, Marriages, and Deaths ` 


BIRTHS 


Dueumpw.—On Aug. 26, at Hamburg, the wife of Major J. Dugtid, 
- R.AM.C.—a daughter. 
Kay.—On Aug. 9, at Westgate, the wife of Dr. D. W. Kay—a son. 
MAOK ENID SON Sept. 3, the wife of Dr. E. P. Mackenzie—a 

ughter. 
MILNES.—On Sept. 5, at Ipswich, the wife of Dr. J. N. Milnes—a son. 
_OLDFIELD.—On Sept. 5, at Harewood, the wife of Mr. Michael 
Oldfield, F.R.o.8.—a daughter. 

O’TooLE.—On Aug. 29, at Barton-on-Humber, the wife of Dr. 
Kevin O’Toole—a son. 

PRESTON.—On Sept. 1, at Croydon, the wife of Dr. T. W. Preston 
—a son. 

PRIOR.—On Sept. 2, the wife of Dr. A. P. Prior—a daughter. 
HED. On Sept. 2, in London, the wife of Dr. D. A. C. Reid—a 

ughter. : - 
Rem.—On Aug. 25, at Edinburgh, the wife of Major Grainger Reid, 
R.A.M.C.—a daughter. f 
SHERRY.—On Sept. 3, to Mrs. Kathleen Sherry (née Robinson), 
F.R.0.8., wife of Dr. Vincent Sherry—a son. 
VANREENEN.—On Aug. 16, at Perth, the wife of Major R. M. 
Vanreenen, R.A.M.Cc.—a daughter. 


° MARRIAGES 


ELGooD—PEAT.—On Sept.: 2, at Cambridge, Rex Elgood, B.M., 
to Margaret Mary Peat. 

MAYER—SMITH.—On Aug. 30, at Cheltenham, A. C. Mayer, M.B., 

. to Yvonne M. Smith. 

ORMISTON—VAUGHAN.—On Aug. 30, at Hartley Wintney, George 
Ormiston, M.D., to Jane Margaret Lucy Vaughan. 

TROTTER— ROULSTON.—On Sept. 3, in London, Wilfred Robert 
Trotter, M.R.c.P., to Enid Beatrice Roulston, M.B. 


DEATHS 


CooPpER.—On Aug. 17, at Brisbane, Queensland, Lilian Violet 
Cooper, M.D. Durh., aged 86. 

DavuKES.—On Sept. 3, at Worthing, Sidney Herbert Daukes, 
O.B.E., M.D. Camb., D.P.H., D.T.M. & H., aged 68. 

LE Brocg.—On Aug. 30, Charles Noble Le Brocq, M.D. Camb. 

MACDONALD.—On Sept. 2, in London, Isabella Macdonald 
Macdonald, M.B. Lond. — 

Moxon.—On Sept. 1, at Gainsborough, Nathaniel Moxon, L.R.C.P.E. 

RIvetr.—On Sept. 5, in London, Louis Carnac Rivett, M.A.. 
M.CHIR. Camb., F.R.C.8., F.R.C.0.G. 


BIRTHS, MARRIAGES, AND DEATHS 
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Notes and News 


‘CANADIAN MEDICAL ASSOCIATION 


THE 78th annual meeting of this association was held at 
Winnipeg in June, with a total registration of 1183 members 
and 333 ladies. The general council met morning and 
“afternoon for two days under the chairmanship of a former 
president, Dr. Harris McPhedran, and discussed at length 
the many and varied schemes for prepaid medical services. — 
A national scheme under the ægis of the C.M.A. is chimerical 
at the present time, but the Ontario division of the association 
has authorised the launching of a scheme for that province. 
Saskatchewan is operating a State system of free medical 
care for all citizens and the other provinces and the federal 
government are critically observing the experiment. 

The scientific programme began with morning sessions of 
round-table conferences devoted to specialties. Six to eight 
of these groups met for two hours on each of three days. 
General sessions began at 11 a.m. and sectional meetings at 
2 P.M. The really earnest souls had no time for amusement, 
but others played golf and enjoyed the amenities of a unique 
club-house which is a restored stone fort of the Hudson’s 
Bay Company. | 

The only guest who came from Great Britain was Prof. 
John McMichael, whose Osler lecture was warmly received. 
‘The American Medical Association sent three representatives, 
and three other distinguished teachers from the United 
States took part in the programmes—Dr. Leo G. Rigler, of 
Minneapolis, Dr. Paul O’Leary, of. Rochester, Minn., and 
Dr. Warren H. Cole, of Chicago. At the annual general 
meeting on June 25, Dr. F. G. McGuinness, of Winnipeg, 
was installed as president, and nine men of the older group 
—one from each province—were given the honour of election 
to senior membership. 

During the week annual meetings were held by certain . 
affiliated bodies—the Canadian Orthopaedic Association, the 
Canadian Society of Allergists, the Canadian Medical Pro- 
tective Association, the Canadian Anesthetists Society, the 


registrars of the nine provincial Colleges of Physicians and ` 


Surgeons, the Canadian Urological Association, the Canadian 
Association of Radiologists, the Royal College of Physicians 
and Surgeons, the Federation of Medical Women of Canada, 
and the Canadian Heart Association. The Canadian Physi- 
cians’ Fine Art and Camera Salon gave a noteworthy exhibition 
at which’ Dr. Harvey Agnew won the award for the best 
painting in oil. Fine art as a hobby is evidently increasing 
among medical men`in Canada and many of them are 
developing talent of a high order. : 7 

The president-elect is Dr. William Magner.. Pathologist to 
St. Michael’s Hospital, Toronto, he comes from Cork and | 
served with the British forces in Egypt in the war of 1914-18. 


TWO KINDS OF POSTGRADUATE TRAINING | 


In his report on the work of the department of child life 
and health in the University of Edinburgh during 1946-47 
Prof. R. W. B. Ellis says that the demand for postgraduate 
instruction in pediatrics greatly exceeds what can at present. 
be provided. Since the problems encountered in pzdiatrics 
are probably common to other branches he urges a review of 
the whole field of postgraduate education in the university. 
“ There appears to be the alternative of accepting a small 
number of selected candidates for a period of six months 
or a year and giving them a more thorough training in the 
branch they wish to profess, without regard to examinations, 
or attempting to deal with a much larger number, the majority 
of whom wish for coaching for an examination (in the .case 
of pediatrics, the M.R.O.P.E. or D.0.H.).”” With existing facilities, 
the two types of postgraduate teaching in pediatrics cannot, 
he feels, usefully be attempted together over a long term. 


- B.C.G. IN SWEDEN 

IN a comprehensive survey of B.C.G. vaccination, Prof. 
Arvid Wallgren has published in the journal of the Swedish 
National Association against Tuberculosis the history of this. 
undertaking since the first tentative essays were made with 
it in 1925 in Sweden. As early as 1927 the Swedes broke away 
from Calmette’s oral administration of B.C.G., giving preference 
to intradermal injection, as for a Mantoux test. The coöpera- 
tion of the Swedish National Association against Tuberculosis 
was enlisted at an early stage, and the part this body has. 
played in popularising immunisation has proved of great 
importance. The Lübeck disaster of 1930 might well have. 
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frightened the ` Swedish public-health authorities into a 
policy of wait-and-see, but the reaction of the Swedish 
Ministry of Health was merely to limit the preparation of 


the vaccine to. a bacteriological laboratory in Gothenburg. 


A farther precaution, adopted in 1940, was the compulsory 
notification of all B.c.a. vaccinations. These two seemingly 
inhibitory. measures reassured the timid, and the use of the 
vaccine increased. Soon the Ministry of Health introduced 
compulsory B.C.G. vaccination of tuberculin-negative nurses 
in public asylums, and bit by bit various other groups of the 
community have been included in more or less compulsory 
systems of B.C.G. vaccination. The coöperation of voluntary 
health organisations and the public-health authorities has 
proved so effective that. Professor Wallgren is able to report 
that by the beginning of this year about 500,000 of Sweden’s 
6,500,000 inhabitants had been immunised. 


THE WORK OF THE N.A.P.T. 


Ix their annual report! the National Association for the l 


Prevention of Tuberculosis describe the part played by the 
association in the development of our tuberculosis service. 
It is a good record, largely educational, but also sharing in 
research : each year the N.A.P.T. allot a part of their resources 
to original investigations. They also maintain an information 
bureau, arrange refresher courses for doctors, health visitors, 
almoners, social workers, and chief clerks, and publish abstracts 
under the title of Tuberculosis Index and Abstracts. of Current 
_ Itterature.. The journal Health Horizon, for the general reader, 
appears quarterly, and the association issues a number of 
leaflets and pamphlets on such subjects as disinfection, home 
treatment ‘of tuberculosis, mass radiography, and tuberculosis 
_in childhood. Some leaflets in foreign languages—Greek, 
Hindustani, Dyak—have already appeared for circulation 
abroad and in the Colonies. | 
í FATNESS IN THE YOUNG 

Wuar happens to the children and adolescents whose 
excessive plumpness mystifies their parents and amuses 
their neighbours ? When excessive weight can be identified 
with some known pathological syndrome, the prognosis can 
be suggested with some confidence ; but what of the juvenile 
adiposity which is not‘linked up with other recognisable 
morbid phenomena ? Dr. Carsten Miiller,? of Oslo, has lately 


sought an. answer to this question by following up the over- © 


weight patients, between the ages of 10 and 20, treated 
between 1930 and 1940 in a medical department of the 
Rikshospital. Many of these patients had been referred 
with the tentative diagnosis of dystrophia adiposo-genitalis, 
whose characteristic features were described by another 
Norwegian,- Professor Fröhlich, in 1901. But for the 
justification of this’ diagnosis exacting. criteria must be 
satisfied ; and it was often possible to make only the non- 
committal diagnosis of juvenile adiposity, discharging the 
patient, after a period of dieting, with no special recommen- 
dation for treatment. In 24 of the 31 cases a radiological 
examination of the skull was carried out and showed no 
enlargement of the sella turcica ;. indeed, in several cases the 
sella was abnormally small. Müller succeeded in obtaining 
information about the fate of 20 of these patients in 1944 
and 1945. None had dieted since discharge from hospital, 
yet their weight had diminished. The 8 males were on the 
whole somewhat more successful in achieving normal dimen- 
sions than the 12 females; but for both sexes the outcome 
of this investigation, whose limitations Miiller is the first to 
admit,-was reassuring. 


“+ DUNCAN OF LIVERPOOL” 


A BIOGRAPHY of Dr. William Henry Duncan is less a history 
of the man than a history of a great social reform. It could 
not have been otherwise; for Duncan, the man, had an 
uneventual history of which very little is known, and apart 
from the work he did when medical officer of Liverpool he 
made no claim to importance and wrote little, nothing of which 
he either. expected or wanted to live. He is thus known in 
medical history only as the first M.o.H. to be appointed ; 
but in a book? written to celebrate the centenary of the 


a a 
1. The re Sel Tuberculosis. Pp.33. Obtainable from the secretary, 
N ae .. Tavistock House North, Tavistock Square, London, 


W. e . 
2. Nord. Med. June 6, p. 1306. 
3. Dunoan of Liverpool. An account of tho work of Dr. W. H. 
Duncan, M.0.H. for Liverpool 1847-63. By W. M. FRAZER, 0.B.E., 
M.D., professor of hygiene, University of Liverpool. London : 
Hamish Hamilton Medical Books. 1947. Pp. 164. 8x. 6d. 


creation of the post, Prof. W. M. Frazer shows that he deserves 
a high place as a sanitary reformer. When Duncan was born 
in 1805, Liverpool was among the foulest spots on a vile earth. 
It owed its rise to the slave trade and its ‘‘ prosperity ” in the 
early decades of the 19th century was that of slavery, the 
wealth of a few from the misery of the many. In 1847 when 
Duncan was appointed, first as a part-time officer on a salary 
of £300 a year and sometime later full-time for £750, the 
appalling condition of the Liverpool masses had been worsened 
by the immigration of large numbers, of Irish to escape the. 
potato famine. An idea of the conditions in which the poorer 
classes lived in those days can be gathered from a memorandum ~ 
of Duncan’s dated Aug. 1, 1854: “ We must, of course, expect 
some ch6lera at this time of the year,” s 
Duncan was foremost in pressing the application of what 
was known for the benefit of the community. The reforms he 
brought about have long since lost their identity in the great 
fabric of British public health, but he deserves this special . 
tribute to his enlightenment, determination, and self-sacrifice. . . 


University of London | | . 
Sir Francis Fraser has been appointed deputy vice-chan- 
cellor of the university for session 1947-48." Sir Archibald 
Gray has been elected a member of the court by the senate in 
place of Sir Ernest Graham-Little who has retired. 
The Mary Scharlieb research studentship has been awarded 
to Dr. Vivian Leveaux for one year in the first instance. 


_ University of Durham : 


Dr. Alexander Kennedy has been appointed to the newly 
founded chair of psychological medicine at King’s College, 
Newcastle-on-Tyne. 

Dr. Kennedy qualified from St. Thomas’s Hospital in 1932 and 
later held house-appointments there. In 1934 he took his M.D. and 
the M.R.C.P. Later, with a Rockefeller fellowship in neuropsychiatry, 
he visited the Johns Hopkins Hospital at Baltimore where he was 
appointed assistant in psychiatry. On his return to this country he 


- became chief assistant in the department of psychological medicine 


at St. Bartholomew’s Hospital. During the war, with the rank of 
lieut.-colonel, he acted as an adviser in psychiatry. Dr. Kennedy 
is on the staffs of the Maudaley Hospital and the Maida Vale Hospital, 
and he is also a member of the Child Guidance Council. He has 


. published papers on Hypoglycemia and the Grasp-reflex, on 


Hysteria, and on the Treatment of Tuberculosis in Non-codperative 
Patients. The Royal Medico-Psychological Association . have 
awarded him their gold and bronze medals. 


Royal Faculty of Physicians and Surgeons of Glasgow 

At a meeting of the faculty held on Sept. 1, with Prof. 
G. B. Fleming, the president, in the chair, Mr. Walter Elliot 
was admitted ás an honorary fellow. The following were 
also admitted to the fellowship : 

Thomas Anderson, Oswald Taylor Brown, Robert Workman 
Carslaw, Robert Stewart Duff, Robert Alexander Kemp Harper, 
Douglas Jamieson, James Leckie, Hdward McCombie MoGirr, 
Donald Macrae, Ernest Steven Monteiro, John Maclean Smith, 
Benjamin Myer Steen (qua physicians); John Aitken, Roland 
Barnes, Leonard Baumann, Yeshwant Bodhe, Donald Buchanan 
Brown, Albert Hamilton Bruce, Douglas Henderson Clark, Thomas 
Graham, Solomon Horowitz, Vivian Vance McCusker, Kadhim Hadi 
Shubbar, William Sillar, Archibald Young (qua surgeons). | 


Welsh National School of Medicine 


Prof. R. M. F. Picken has been appointed provost of the 
school. He will continue to occupy the Mansel Talbot chair 
of preventive medicine. p ; 


Royal College of Obstetricians and Gynæcologists 

Mr. D. J. MacRae and Dr. Stanley Way have been appointed 
Blair-Bell lecturers for 1947. On Nov. 14 Mr. MacRae will - 
speak on Heart Disease in Pregnancy, and on Jan. 23 Dr. 
Way on Primary Carcinoma of the Vagina. Both the lectures 
will be held at the college, 58, Queen Anne Street, London, 
W:1, at 5 P.M., and tickets of admission should be obtained 
from the secretary. 


Chadwick Lectures paie | 
During October, November, and December the followin 
lectures will be held: Brigadier A. E. Richmond on Positive 
Health—its Attainment in the Soldier and the Army’s 
Contribution to it in the Civilian (Tuesday, Oct. 7, 2.30 P.M., 
at 26, Portland Place, W.1); Dr. C. T. Maitland, Hospitals 
and Health Services (Tuesday, Nov. 4, 2.30 P.m., 42, Broadway, 
S.W.1); and Dr. G. B. Mitchell-Heggs, Changes in Derma- 
tology Since the Time of Sir Malcolm Morris . (Thursday, 
Dec. 4, 4.30 P.M., St. Mary’s Hospital medical school, W.2). 
Further particulars may be had from the secretary of the trust, 

204, Abbey House, Westminster, S.W.1. en 
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Royal Dental Hospital 


On Saturday, Oct. 11) at 3 P.M., Sir Ernest Graham-Little, 
M.D., M.P., will present the prizes to the students of the school, 


King’s College Hospital 


At the opening of the new session of the medical school 
on Friday, Oct. 3, at 3 P.M., Sir Edward Mellanby, F.R.S., will 
deliver the introductory address. 


Royal Sanitary Institute | 
. _ At a meeting of the institute to be held at the civic centre, 
Southampton, on Saturday, Sept. 27, at 10 a.m., Dr. R. M. 


Warren will speak on Venereal Diseases—Past, Present, and 
Future. l 


Institute of Laryngology and Otology 

On Friday, Oct. 10, at 4.30 p.m., Sir Francis Fraser will 
deliver the annual address at the institute, 330, Gray’s Inn 
Road, London, W.C.1. He is to speak on the Training of 
‘Specialists—the Place of Postgraduate Institutes. 


Beds for Poliomyelitis at Wakefield 


At the beginning of August. the Pinderfields Emergency 
Hospital, Wakefield, opened a unit for cases of acute anterior 


poliomyelitis, and at present 55 patients are receiving 
treatment. — 


London Hospital - 


The Liddle prize will next be awarded for an essay on 
Anuria in Pregnancy, and the Hutchinson prize for a disser- 
tation on Peripheral Vascular Disorders. Particulars may 
be had from the secretary of the medical college, Turner 
Street, E.1. 


Regional Boards’ Appointment 
The Liverpool Regional Hospital Board have appointed 


Dr. T. Lloyd Hughes (M.o.H., Middlesbrough) as their senior - 


administrative medical officer, and the Newcastle-on-Tyne 


board have appointed Dr. W. G. Patterson (M.o.H., Surrey) 
as theirs. f 


Hospital Day 


The London voluntary hospitals have chosen Oct. 7 as their 
half-yearly hospital day, and anyone who can spare time to 
help should get in touch with the secretary of the London 


Hospitals Street Collections Central Committee, 12, Whitehall, 
S.W.1. - 


Institute ‘of Psychiatry 


Courses of lectures and demonstrations for postgraduate 
students in psychiatry will be held at the institute, during 
the coming session, on Mondays, Wednesdays, Thursdays, 
and Fridays between 2 P.M. and 5.30 p.m. Further information 
may be had from the subdean of the institute, Maudsley 
Hospital, Denmark Hill, London, S.E.5. 


Socialist Medical Association 


Today, Friday, Sept. 12, Dr. Judith, Waterlow will give the 
first of three lectures on Medicine in Other Countries. She 
will speak on Reconstruction of the Health Services in Greece 
and Yugoslavia. On Thursday, Oct. 9, Dr. Marc Daniels will 
speak on Health Services in Post-war Poland, and on Oct. 31 
Dr. J. E. McCartney will give Some Impressions of American 
Laboratories. All the lectures will be held at 7.30 P.M. at 
. Denison House, 296, Vauxhall Bridge Road, London, S.W.1 


‘ 


Society of Chemical Industry 


At*a joint meeting of the microbiological and nutrition 
panels of the food group to be held on Wednesday, Oct. 8, 
at 6 P.M., in the rooms of the Chemical Society, Burlington 
House, Piccadilly, London, W.1, a series of papers will be 
‘read on Microbiological Proteins. Prof. B. S. Platt will discuss 
their Use for Human Food. Aon 


Osler Club of London 


This club, which was founded in 1928 to encourage medical 
students to link the history of their art with their professional 
work, and to keep green the memory of Sir William Osler, 
is to be revived. Pre-war members will form the nucleus, 
and they wish to add to their numbers interested medical 
students or recently qualified men and women. Further 
details may be had from the acting secretary, Dr. A. White 
Franklin, 11, Wimpole Street, W.1. 


Control of the Tsetse Fly — i ath 


™~ 


A meeting will be held at 2.30 P.M. on Wednesday, Sept.*24, 
at the London School of Hygiene, Keppel Street, W.C.1, to 
discuss D.D.T. and the Aeroplane in the Control of the Tsetse 
Fly and Trypanosomiasis in South Africa. Dr. P. J. du Toit, 


director of veterinary services in the Union of South Africa, ` 


will introduce a colour-sound film prepared by the staff of the 
Onderstepoort Laboratory, Pretoria. 


National Corporation for the Care of Old People 


At the first meeting of the governors of the corporation 
it was decided to appoint an advisory council to make recom- 
mendations on the policy and activities of the corporation 
and to examine all applications for grant-aid. The Hon. 
Geoffrey Gibbs, vice-chairman of the corporation, will be 
the chairman, and Mr. L. Farrer-Brown the vice-chairman, of 
this council, and the members are: Mr. H. Fieldhouse, 


_ Mr. D. H. W. Hall, Mr. A. W. Hersee, Alderman Mrs. A. V. 


Hill, Mr. Howell James, Sir Geoffrey King, Mr. Fred Messer, 
M.P., Sir Ernest Rock Carling, F.R.o.s., and Miss E. L. 
Younghusband. Mr. Allendale Sanderson was appointed 
secretary of the corporation, which may be addressed a 
9, Mecklenburgh Square, London, W.C.1. ail 


An Institute of Animal Physiology 

The Agricultural Research Council have decided to establish 
a new Institute of Animal Physiology and have appointed 
Prof. I. de Burgh Daly, F.R.S., as its director. He will, it 
is hoped, take office early in 1948, and it is the council’s 


intention to appoint as his senior colleagues two scientific . 


workers of high distinction in biochemistry and pathology, 
so that the full range of problems bearing on the physiology 
of farm animals may be studied, including practical problems 
arising in the course of the handling and care of animals 
on the farm. A site for the institute has not yet been chosen, 
but preference will be given to one sufficiently near to a 


university to facilitate close contact between scientists working 


in the institute and those in the university departments.. 


Professor Daly, who has held the chair of physiology in the Univyer- 
sity of Edinburgh since 1933, is 54 years of age. He was educated at 
Rossall School, at Cambridge University, where he took first-class 


honours in part 1 of the natural sciences tripos, and at St. Bartholo- 


mew’s Hospital. In the war of 1914-18 he served as a private in 
the R.A.M.C. and later as a fighter-pilot in the R.N.A.S., serving at 


Dunkirk and in the Ypres salient. In 1918 he took his M.B. and -the 
following year he joined the staff of the department of physiology 
of University College, London, while holding a Beit fellowship. 
In 1923 he was appointed lecturer in experimental physiology in 
the University of Wales, at Cardiff, and four years later he 


became professor of physiolo 
During the war of 1939-45 
on the physiology of high-altitude flying and on poison gases in 
Edinburgh till 1943, when he was appointed director of the physio- 
logical laboratory of the Medical Research Council at Lulworth, 
which was responsible for the investigation of the physiological 
factors determining the fighting efficiency of the crews in armoured 
fighting vehicles. A co-editor of the Quarterly Journal of Experi- 
mental Physiology Professor Daly’s own papers have mainly dealt 
with the physiology of the cardiovascular system and pulmonary 
circulation. He was elected F.R.S. in 1943. 


-Return to Practice 


The Central Medical War Committee announces that 
Dr. R. B. Niven has resumed civilian practice at 58a, Wimpole 
Street, London, W.1 (Welbeck 8615). 


in the University of Birmingham. 


CorRIGENDUM.—The appointment which Prof. William 
Burns held in the Royal Naval Scientific Service in 1946 was 
that of a principal scientific officer (and not principal scientific 


officer as stated in our news paragraph last week). 


Diary of the Week 


SEPT. 14 TO 20 
Monday, 15th 


INTERNATIONAL SOCIETY OF SURGER 
11 A.M. (Lincoln’s Inn, W.C.2.) 
national congress. 

ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P.M. Prof. F. G. Young, p.sc.: Endocrines and Carbo- 
hydrate Metabolism. (Second lecture.) 
5P.M. Prof. J. H. Biggart: Pathology of Virilism. 


Tuesday, 16th 


ROYAL COLLEGE OF SURGEONS 

3.45 P.M. Dr. R. G. Macfarlane: Blood Coagulation. 

5 P.M. Professor Biggart: Pathogenesis of Vascular Disease. 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330 Gray’s Inn Road, 


W.C.1 
4.30 P.M. Mr. E. D. D. Davis: Injuries of the Ear. 


Y l 
Inaugural ceremony of inter- 
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ce, THE FUTURE OF PREVENTIVE - 
© 0 > INOCULATIONS* 
e . H. J. PARISH 


` M.D. Edin., F.R.C.P.E:, D.P.H. . 


CLINICAL RESEAROH DIRECTOR, WELLCOME PHYSIOLOGICAL 
RESEARCH LABORATORIES, BECKENHAM, KENT 


Wits the discovery of the sulphonamides, penicillin, 
and other antibiotics, followed with amazing rapidity 
by the extension of chemotherapy into so many medical 


fields, it is well that we should take stock of our knowledge™ 


of immunology, itself the product of little more than. half 


a century of research. Chemotherapy has so much to its - 


credit, almost overnight, that we naturally ask whether 
immunology, or at least its, practical application, will 
not soon be outmoded and replaced. It is agreed of course 
that immunology has already made major contributions 


to our understanding of disease processes and to the . 


control of such infections as diphtheria and tetanus. 

= When we survey the whole range and trend of modern 
serology we are impressed at the outset by the differences 
between antitoxic and antibacterial immunity. Antitoxic 
immunity is measurable and is readily induced, either 
passively with antitoxic sera (e.g., diphtheria antitoxin) 
or actively with toxoids or their derivatives. By contrast, 
antibacterial immunity, which incidentally is less capable 
of exact definition, is measurable by less accurate or less 
useful tests, which are qualitative rather than quanti- 
tative ; it is much less certainly acquired either passively 


with so-called antibacterial sera (e.g,, anti-meningococcus 


serum), or actively with various types of vaccine (e.g., 
7.4.B< or pertussis). Where immunological achievement 
has been conspicuous—..e., in the field of the antitoxins 
and the toxoids—chemotherapy has contributed rela- 
tively little. In the antibacterial field the story is differ- 
ent ; the contributions of chemotherapy are considerable, 


whereas many sera and other preparations are obsolete 
-or at-least obsolescent. As regards the filtrable viruses 


chemotherapy is so far not impressive, and antiviral 
sera and virus vaccines (e.g., typhus, yellow fever, 
influenza, and vaccinia) are likely to remain a promising 
line. of investigation and research for the immunologist. 

Whatever the ultimate fate of sera and vaccines, the 
mechanism of resistance to infection will always arouse 
interest. Immunology is essentially a study of the 
struggle between the pathogenic powers of bacteria or 
viruses on the one hand, and the defensive forces of the 


‘subject on the other, its practical aim being to devise 


methods by which susceptibility can be transformed 
into resistance. |. i 

Immunity has been classified as either innate or 
acquired, but many authorities now recommend that the 
innate or inborn condition should be termed non-suscep- 
.tibility, and that the term immunity should be restricted, 
to grades of resistance acquired in response to a specific 
stimulus. 7 | 
S INNATE NON-SUSCEPTIBILITY E 

There is no immediate prospect of finding out any 
means of influencing the natural refractory state of mem- 
-bers of a race or species to an infection—e.g., the resistance 
‘of man to canine distemper, or of the dog and cat to 
measles. In some instances the non-susceptibility is 
partial or relative rather than complete or absolute ; 
man is seldom infected with avian tuberculosis, and 
‘tetanus rarely occurs in dogs and goats. Mice are rela- 
‘tively insusceptible to diphtheria toxin. Before we can. 
influence a process we must understand its mechanism. 
Unfortunately little is known about the mechanism 
‘of differences in susceptibility between species or 
between individuals of the same species, but variations 


* Presidential address to the section of epidemiology and State 
medicine of the Royal Society of Medicine on May 23. 
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in genetic pattern appear to be a factor. For an animal 


to be susceptible there must be mutual affinity between _ 


bacterial products and the body cells. As Bigger has 
expressed it, the key (the bacterial product) must fit ` 
the lock (the cell protoplasm). . | 


ACQUIRED IMMUNITY OR IMMUNITY PROPER 
Natural Immunity : 


What of the future of natural immunity—for example, 
the type conferred from mother to infant through the 
placental yessels, or in the colostrum or milk? The 
human infant acts as the passive recipient of the maternal 
immune substances, which are unfortunately eliminated 
from the tissues, at the most in a few months.f We have 
here congenital passive immunity, a noteworthy feature 
of which is its temporary character. More-could certainly 
be done to influence this immunity, which may be of 
considerable value in the control of infectious diseases 
in the first year of life. Diphtheria is not a major risk 
at this period; nevertheless the official returns of the 
Ministry of Health show that there have been cases of 
diphtheria, some of them fatal, in infants under 1 year, 
and some at least should be preventable. In more than 
one area in Great Britain mothers are Schick-tested 
during pregnancy, the positive reactors being actively 
immunised against diphtheria in the hope that the 
infant will thereby be passively protected for the first 


‘few months of life. Mothers must be actively, and not 


passively, immunised for transmission to be successful ; 
human antitoxic serum is transmitted through the 
placenta to the offspring, but horse antitoxin, injected into 
a woman to confer on her a passive immunity, ‘is not 
transmitted (Chesney 1945). 

Congenital passive immunity merits more detailed 
study than it has received, and the difficulties of obtaining 
specimens of blood for. antitoxin estimations from young _ 
infants should not be permitted to act as a deterrent to 
this research. -Investigations could include the further 
question of the active immunisability—by artificial 
means such as toxoid—of infants who have received 
passive immunity from their Schick-negative mothers. 
Work on these lines has recently been started by Dr. K. J. 
Randall, of Guy’s Hospital, in collaboration with my 
colleague, Mr. A. T. Glenny. __ | 

Natural immunity may be induced actively after | 
birth by natural or uncontrolled exposure to the causal 
agent of the disease—either through overt illness or 
through latent or silent infection without clinical signs 
of illness. It would be agreed generally that uncontrolled - 
exposure to bacteria and viruses is likely to decrease 
with further developments in preventive medicine This 
year we can look back with pride on a century of achieve- 
ment in public health, but much remains to be done. 


- To give but one or two examples of the problems ahead, 


we have still to pay attention to air hygiene in our public 
vehicles and lecture halls and to our kitchen and restau- 
rant hygiene. Our food-handlers are inadequately trained 


-and supervised, and our standards of cleanliness in dish- 


washing in this country leave much to be desired 


' (Hutchinson 1947). When these and other defects in our 


social organisation have been righted, there will be a 
decline in infectious disease but pari passu a drop in | 
levels of circulating antibody and of natural resistance 

to infection. There will probably be fewer carriers, 
nasal and faucial as well as intestinal. To give one 
example of the present trend, in Canadian towns where 
every child has been immunised against diphtheria the 
carrier-rate of Corynebacterium diphtherie has fallen, and 
in a recent survey of London school-children, nearly 
two-thirds of whom were inoculated, the carrier-rate 


¢ In the mother there may be a similar loss of antibodies, but this 
would normally be made good by further production. The 
infant’s antibody-producing mechanism is still untrained, 
however, and the loss is not counteracted. 


M 
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was considerably less than 1%, compared with an 
estimated carrier-rate of 2-5% before immunisation 
(Lancet 1947a). Thus, the theoretical possibility that, 
as a result of immunisation, susceptible persons would 
come more frequently into contact with carriers of the 
infection may not be realised in practice. We shall 
therefore have to pay more attention in future to periodic 
reimmunisation after a first course, if circulating antibody 
titres are to be maintained at a safe level. 


| Artificial Immunity 

This, like natural immunity, may be passive or active. 
In the passive variety some other individual (usually a 
horse, sometimes a human) is the active productive agent 


and donor, and protective substances are supplied — 


_ ready-made to the recipient. These foreign substances 
are excreted rapidly, particularly if donor and recipient 
belong to different genera. For this reason passive 
immunisation is likely to be largely superseded. In scarlet 
fever the method is less used than formerly, and in 


diphtheria the extension of active immunisation has ` 


reduced the necessity for the emergency use of serum. 
-~ Where serum has to be used prophylactically, combined 
active and passive immunisation is preferable to the 
older practice of giving antitoxic serum alone; the 
resulting immunity is more lasting. Diphtheria prophy- 
lactic A.P.T. (alum -precipitated toxoid) is an appropriate 
prophylactic for giving with serum in view of its insolu- 
bility’ and its consequently long-continued antigenic 
stimulus. The effect of diphtheria prophylactic T.A.F. 
(toxoid-antitoxin floccules), when used for a similar 
purpose, has not yet been examined on scientific lines, 
and it.is not known at present whether its immunising 
power is blanketed to too great an extent by the antitoxin. 

The sera which are most used in the passive prophylaxis 
of virus diseases are obtained from human convalescents 
and not from horses or other animals which have received 
-~ injections of viruses. Though the exact manner in which 
such sera act is unknown, it is believed that their main 
function is to prevent the specific virus—e.g., that of 
measles—from entering the tissue cells. A virus does not 
multiply unless it- penetrates into a tissue cell, and 
obviously, if penetration is prevented, the individual 
may be protected from infection. The virus is not 
destroyed or inactivated by antiviral serum. -It follows 
that sera of this category can only be effective in the 
prophylaxis or abortion of disease, and that their value 
in treatment is highly questionable. 

Unfortunately, homologous-serum hepatitis may follow 
the use of convalescent or adult serum. This trouble 
may ensue several weeks after injection and may be 
fatal; it is almost certainly due to one or more viruses, 
but not the virus of infective hepatitis, as was formerly 
supposed. At present this complication is a serious 


drawback to the use of human serum ; but with extension . 


of our knowledge of viruses and their transmission the 
safety of every batch of human serum should one day 
be assured. We may perhaps go further: it is possible 
that passive immunisation will in future be effectively 


replaced by more durable active measures, supplemented | 


in an emergency by some new viricidal chemotherapy. 
Active artificial immunity has been induced by inten- 
tional exposure to the disease or its germ—a method 
which- has fortunately been abandoned in its original 
form, though attenuated bacteria and viruses still have 
a vogue. B.C.G., and vaccinia, yellow-fever, and some 
dog-distemper virus vaccines belong to this group. Apart 
from living vaccines, bacteria killed by different methods 
(heat or chemicals) are sometimes used as antigens. 
Toxins (‘‘ endotoxins °—a bad term which includes 
somatic antigens) are liberated as a result of disintegra- 
tion of the bacteria in the animal body, and antibodies 
may result. Endotoxins may also be set free, before 


injection, through autolysis in old cultures or from | 


ground, since we can measure their potency ; 


- considered ; 


mechanical disintegration of the bacterial bodies. by 
physical means, such as repeated freezing and thawing, . 
long grinding in a ball mill, or subjection to supersonic 
vibration. Little is known abont the essential antigenic | 


. constituents of. various types of vaccine or about the 


corresponding antibodies. We talk vaguely abóut anti- 
bacterial sera, and these appear to act by neutralising 
the virulence of the organisms and rendering - them 
susceptible to phagocytosis. In future much more atten- 
tion will have to be given to antibacterial immunity, 
of which our knowledge is rudimentary. Progress seemed. 
possible when the late Sir Almroth Wright published ‘his | 


~ work on the opsonic index, but the initial promise has not 


been fulfilled, and the index is seldom mentioned today. 

There is another important group of antigens which 
produce active immunity—namely, toxins and toxoids— 
products obtained from the causal organisms of certain 
infections. Later I shall briefly consider some possible 
improvements in their use. 

The biochemist has naturally taken up the study of 
the defence mechanism against bacterial invasion. 
Antibodies are developed in response to the antigenic 
power of bacteria owing to their content of foreign 
protein, and these antibodies have acquired the specific. 
power of entering into combination with any specific 
antigen which they may eventually encounter. The 
structure of the bacterial antigen, and often a particular 
carbohydrate group, determines the nature and specificity 
of the antibodies ; and, when the two combine, the 
results of the union may have manifold- manifestations. 
in vitro. In vivo the object of the combination is simply 
protection against the harmful effects of the bacterium 
or its products. So far so good, but further research is. 
necessary before this line of study can provide us with 
pure antigens and antibodies. 

The need for pure antigens in immunological work is. 
perhaps insufficiently appreciated outside the laboratories 
concerned. -Many variables are at present a source of 
anxiety to us, whether we are preparing vaccines or 
toxins and ‘toxoids. We are on particularly uncertain ’ 
ground in .connexion with the essential constituents of 
vaccines. For example, why are certain strains better 
than others? Is it really important in preparing 
whooping-cough vaccine that the Bordet-Gengou medium 
should be prepared with human blood in preference to. 
horse blood ? Is washing harmful to vaccines; and, if 
so, what antigens are removed by the process, and how 
do they differ, if at all, from those present within the 
bacterial cells? — 

In considering toxins and toxoids we are on firmer 
but 
unknown factors constantly add to our problems. The 
diphtheria bacillus produces a typical exotoxin, which 
has little to do with the autolysis of the organisms. ‘The 
Shiga dysentery bacillus is also classified as a producer 


of exotoxin, but the filtrates are highly toxic only after 


the cultures have aged and considerable autolysis has. 
taken place. The tetanus bacillus secretes a potent 
toxin, and one does not tend to take into account the 
bacillary bodies ; yet these bodies have lar © quantities 
of the specific toxin adherent to them, e those of 
the diphtheria bacillus. Such differences are realised 
and have had some influence over the methods of 
producing toxin. 

But these are not the only factors which have to be 
toxins and toxoids prepared from the same- 
strain of bacillus show differences which may be quali- 
tative as well as quantitative. As an instance of qua lita- 
tive variation, Mr. Glenny has immunised groups of 
horses with three perfringens toxins of about the same 
combining power. The same strain was used throughout, 
but two of the toxoids were prepared on one type of 
culture medium and the third on a different type; over 
long periods all three toxins behaved differently and 
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produced:in the horses widely different antitoxic valyes ` 


of about 500, 375, and 250 units. (It may be of interest | 


that, if anything, the stronger toxins produced the worst 
immunity.) We do not know the ox planation of these 
diserepancies. | 

Clearly we ‘must have collaboration between immuno- 
logist, bacteriologist, and biochemist, so that in future we 
can have antigens of known composition and capabilities. 

The use of purer antigens and antibodies would assist 
the practical control of those deviations in the defence 
mechanism which we term allergy. The allergic phenom- 
enon is essentially an antigen-antibody reaction 
whereby: the body responds to contact with a previously 
harmless substance as if it were a powerful poison. The 


" non-specific material in a product should be reduced ‘as. 


far as possible, since unwanted proteins sensitise. Pro- 
gress is being made continuously ; for example, a purified 
diphtheria toxoid adsorbed on to a suspension of a 
measured amount of pure aluminium phosphate has 


- been introduced by Holt (1947) and used clinically by 


Bousfield (1947). It is uncertain, however, whether the 
added labour and expense of the process of manufacture 
can be justified for general use (Barr and Glenny 1947a). 
Not- only should preparations of this type reduce sensi- 
tisation ; their higher Lf should also ensure better and 
more durable immunity. 

Processes of purification are not confined to antigens, 
and it is necessary to mention the enzyme treatment 
(refining) of serum. Some 40-60% of patients used to 
develop serum-sickness ; but today, with refined serum, 
the incidence ‘is considerably under 5%. 
manifestations are so mild that the superintendents of 


hospitals for infectious diseases complain of the difficulty | 


of finding suitable seram rashes for demonstration to their 
students. Other methods of concentration, besides the use 
of proteolytic enzymes—e.g., the Harms (1946) tricresol 
ammonium-sulphate process—are being investigated to 
eliminate a minimum of the neutralising antibodies and 
a maximum of useless protein. 


| LATEST TRENDS, IN PROPHYLAXIS 
Diphtheria 


The full primary course of A.P.T. R of two spaced . 
doses given intramuscularly, preferably between the 


6th and 12th months of life. More emphasis than hitherto 


is now being laid on the first injection, which should be 


large ; 0-5 ml. (25 Lf doses) of a.P.T. would be preferable 


to 0-2 ml. (10 Lf doses) from -the standpoint of the 


development of protection. 
Inasmuch as Barr and Glenny (1945) have shown that 
guineapig titres of circulating antitoxin are higher after 


two doses. spaced by 3 months than after two doses. 


aced by l month, provided the first dose of prophylactic 
afforda’ an adequate stimulus (0-5 ml. of A.P.T. answers 


- this requirement), it appears safe and desirable in human | 


immunisation to increase the interval between first and 


second doses from 4 weeks to 3 or even 6 months. Though 


it may be inconvenient to begin immunisation as early as 
the 6th month, the full course of primary inoculations 
should always be completed by the 12th. The usual 
second dose is 0-5 ml. 

Today the ‘ boosting ” dose is recognised as a very 
important factor in conferring and maintaining 4 safe 
immunity. Such doses might well be given after shorter 
intervals than hitherto in the early years of life. It is 


- suggested that the third dose (0-2 ml. of a.P.T. should be 


sufficient) should be given at 2 or 3 years, and not some 
2 years later at the time of entry to school. In any event 


@ dose of 0-2 ml. should certainly be injected at the 


beginning of school life. 

One advantage of reinjection at 2-3 years and again at 
5 years instead of at 5 years and at 8 or 9 years is that 
antitoxin titres should be greater under the new scheme 
at age-periods when the incidence of diphtheria is high 
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in an unimmunised community. A second important 
point is that the younger the person the less likely is 
any reaction. ` 

Older children and adults should not receive injections 
of a.P.T. without a preliminary Schick test, which must . 
include the control injection. Persons.who give a very 
marked pseudo-response usually have large amounts - 


.of circulating antitoxin in their serum and should not 


receive injections of prophylactic at all; if they are so 
injected they may react severely, necessitating absence 


‘from work for several days. 


Wishart and Reid (1947) have, like dureros, laid 
emphasis .on “‘ boosting ” doses of toxoid. They recom- 
mend that the first boosting dose be given within 6-12 . 
months after the- primary course, followed by further 
doses at intervals of 3—4 years. ` 
regarded as effective for adults as well as for school 
populations, but in adults “ apart from emergencies, 
screening for reactors by means of the reaction test is 
desirable.” 

The control of such infections as diphtheria, tetanus 
and gas-gangrene is based on the principles of the primary, 
secondary, and intermediate stimulus responses discov- 


. ered by Glenny. My colleagues Mr. Glenny and Miss Barr 


have recently measured the antitoxic values of immunised 
animals for long periods after injections had ceased, and 
have obtained. some results which cannot be fully 
explained on the basis of primary and secondary response. . 
They allow me to quote the following from their paper 
(Barr and Glenny 1947b) : 


es First, it is possible SO to immunise an animal that 
the production of antitoxin continues almost indefinitely ; 
and secondly, the injection of an antigen into a potentially 
‘ immune animal may give rise to two types of response in 
the same animal, the secondary response being often 
followed by what we may describe, for want of a better 
term, as a delayed Dig ares The rapid rise in antitoxic 
=- value during the first 10 days after a second injection is 
followed by a fall for about 2 months, after which the 
antitoxic titre may steadily rise again for. several months.” 


The need for antigens with “ delayed action ’’.is thus 
clear. The maintenance of an antibody at a more or less 
uniform level in the circulation may be explained on the 
grounds that the curve of formation is continuing to’ 
counteract the curve of excretion—that the curves are 
“< cancelling each other out.” 

How are antibodies formed? Mr. Glenny suggests . 
very tentatively that two types of cells are responsible. 
First, there are relatively temporary cells which give 


‘rise during their existence to the antitoxin corresponding ~ 
As these. . 


to the ordinary secondary stimulus response. 
cells disappear there is a relatively rapid loss of antibody, 
for the amount excreted is not made good by increased 
formation. Secondly, with a larger dose of antigen or 
with a different type of antigen some more permanent, 
cells are stimulated and’ more lasting antibody is pro- 


‘duced.. Excretion and loss occur as before, but there is 


further formation of antibody—a “‘ delayed response ” 
possibly—which will counteract this loss.: This hypothesis 
appears to fit the observed immunological facts. 


Combined Active Immunisation against Diphtheria and i 


Other Diseases 

The use of combined prophylactics—e.g., diphtheria, 
tetanus, and 1T.A.B.—has received most attention in 
France, especially in the army, where there has been 
some disregard of the severity of reactions. Recently, 
combined preparations, especially diphtheria and per- 
tussis, and diphtheria and tetanus prophylactics, are 


being more extensively used in America, and the former 


mixture is also available in this country. Care must 
be taken that, in making any combination, a deleterious 
effect is not produced by one or other constituent, but 
the general idea of combining antigens is good, since it 
promises to reduce the number of needle punctures and 


A dose of 3-4 Lf is 
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- thus make active immunisation more acceptable to the: 
public. 


Scarlet Fever 

It is, I think, certain that Jarier fee: toxin will not 
now be replaced by a satisfactory toxoid preparation 
for the prophylaxis of scarlet fever. The disadvantages 
. of a toxin preparation, which is also specially unpredict- 
able in its immunising power in each case, will thus 
continue, and scarlet-fever prophylactic is likely to have 
only a limited usefulness. 


Staphylococcal Infections . 

The general impression is that the preparation called 
staphylococcus toxoid is more useful than vaccine in 
superficial skin infections, and that the results are good 
in perhaps 70% of cases. The effective immunity may 
be short-lived and apparently bears little relation to the 
antitoxin content of the serum, and persons who are 
prone to boils, &c., should probably receive “ boosting ” 
injections of toxoid every year. 

Some clinicians combine staphylococcus toxoid and 
penicillin in the treatment of boils and carbuncles. 


Tetanus 


. In Great Britain plain toxoid has given excellent results . 


in human immunisation, and there appears to be no 
need to. substitute the alum -precipitated _ preparation 
which has been widely used in America. 

Since injections of tetanus toxoid cause so little 
disturbance, there is a potent argument for giving every 
child' some measure of active protection in infancy, 
possibly along with diphtheria prophylactic. If the 
practice were general, extensive use of tetanus antitoxic 
serum in the casualty dopar oni of hospitals could be 
drastically curtailed. 

During the war antitoxin was generally given, as an 
additional safeguard, to men of the British Forces who 
had already been actively immunised with tetanus 
toxoid. In the American Army, on the other hand, the 
wounded received an additional “‘ boosting ° dose of 
toxoid with a minimum of delay, but no antitoxin. Both 
these methods of prophylaxis—i.e., (1) the passive 
method for men previously actively immunised, and 
(2) the active method throughout—were pre-eminently 


` satisfactory and reduced the incidence of tetanus to a: 


negligible figure. 

It is not generally appreciated that tetanus toxoid 
was one of the outstanding successes of the war, and as 
a major contribution to preventive medicine ranked 

second only to chemotherapy with penicillin and the 
- sulphonamides. 
administration of antitoxin. It is so effective and 
innocuous that its use in combination with other antigens 
will probably be extended. - | 


Gas Gangrene 

The clinical trial of gas-gangrene toxoids in Great 
Britain and in America is most promising. Mr. Glenny, 
Miss Barr, and I are now preparing a report for publica- 
tion on our investigations with a combined tetanus, 
welch, and odematiens toxoid. The inclusion of gas- 
gangrene toxoids in any ‘‘ blunderbuss’’ mixture will 
doubtless receive ‘serious consideration: when the time 
comes. p 
; _ DISEASES CONTROLLED BY VACCINES 


Typhoid and Paratyphoid Fevers.—The value of T.a.B. 
vaccine was confirmed by the-experiences of the military 
medical services during both world wars. Enteric infec- 
tions certainly occurred from time to time among the 
inoculated, but efficient vaccination and revaccination 
materially reduced the risks. Advances will continue to 
be made, especially in connexion with the selection of 
appropriate strains in the' correct antigenic phase, and 
their growth on the most suitable medium. The intro- 
duction of the alcohol-treatment and alcohol-preservation 
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of T.A.B. vaccine by Felix is worthy of special mention. 


It was found that, whereas phenol tended to destroy 


Vi antigens, alcohol left them unimpaired. Unfortunately 
the Vi component of the new vaccine is somewhat 
unstable at room temperature ; hence special care is 
necessary to obtain optimal conditions of storage—i.e., 
at 2-4°C. This-is a serious drawback, and possibly, 
for this and other reasons, vaccines, as known today, 
will one day be replaced: by antigens issued in the dried 
and therefore stabilised form. 

It is hoped that before long a more satisfactory form 
of chemotherapy will be found for the enteric fevers. 
Progress is being made in research on antibiotics which 
control infections due to gram-negative bacteria, the 


group relatively resistant to penicillin. 


Cholera.—The future of cholera vaccine is uncertain. 
According to the published figures the incidence of 
cholera has been low among the inoculated, but the case- 
mortality is less influenced. Though the value of the 
results is difficult to assess, there is presumptiv e evidence 
in favour of vaccination. 

Whooping-cough.—There is still no satisfactory labora- 
tory test for the antigenicity of whooping-cough vaccine, 
and the clinical results which have been reported of its — 
use in prophylaxis are very contradictory. At best this 
vaccine is a relatively weak antigen; but, as it offers at 


present the only hope of protection, its continued use 


might be justified in view of the present incidence of 
whooping-cough in young children. _ 

Other Diseases.—I have purposely omitted considera- 
tion of many other vaccines—e.g., staphylococcus, 
streptococcus, pheumococcus, gonococcus, and pestis.— 
because chemotherapy has been so effective in’ the anti- 
bacterial field that many such vaccines, formerly regarded 
as of some value and sometimes as important, are now 
obsolescent or obsolete. 


VIRUS DISEASES 


Research on the chemotherapy of virus diseases has 
been singularly unproductive, but sooner or later drugs 
will doubtless be found which will open a new era in 
their prevention and cure. For the present, therefore, 
we must try to improve the vaccines and sera which are 
our main weapons of control. 

Smallpox.—Multiple-pressure vaccination will undoubt- 
edly replace the scratch method, since it has the following 
main advantages: (1) complete absence of pain during 
vaccination ; (2) less general ‘‘ messiness *’ and less risk 
of septic infection ; and (3) less severe and less painful 
reactions, and smaller scars. Vaccine lymph has certain 
disadvantages in its bacterial content and in its instability 


and I think it may some day be replaced by some form 


of cultivated vaccine. Results with the latter to date 
have been poor, ‘but. this may have been due to an 
insufficient concentration of virus in the material used. 

Rabies.—During recent years there.has been consider- 
able criticism of Pasteur’s prophylactic inoculations for 
rabies. The use of attenuated and also of chemically 
treated vaccines—developments from the original Pasteur 
method—will doubtless continue, but the position is not. 
wholly satisfactory. Perhaps more attention should be 
given in future to the proper selection of strains `of 
“ fixed virus,” since there is evidence of variation in the 
antigenicity of vaccines. 

Measles.—Possibly some day the use of don valesoent 
serum, gamma-globulin, &c., for passive protection will 
be replaced by some virus vaccine which will afford. a 
practical method of stimulating active immunity. 

Mumps.—tThere is some promise of the development. 
of a virus vaccine, but it is unlikely to be used extensively. 

Typhus and Yellow Fever—Both these diseases show 
the value of. the egg method of cultivating suitable 
strains of virus for vaccine production. But the successful 
attack on the insect vectors of the vituses has already 
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‘reduced the need for inoculations with the vaccines in 
ertain areas. Further advances along these lines are 
_ certain ; so eventually both diseases should be eliminated. 
Influenza. —This disease illustrates the difficulty which 
-arises when there are many strains of virus responsible 
' for infection and when the immunity induced is short- 
lived. Vaccines prepared by the egg method produce a 
, rise in antibody | titre to the homologous strain, but 
correc timing of immunisation as regards the date of 
outbreak of an epidemic‘appears to be the most important 
factor in producing good results. An alternative proposal 
‘is to wait till an epidemic has started, determine the 
virus type, and then inoculate all volunteers. The dis- 
advantage of this method is that at least a fortnight 
would elapse after inoculation before antibodies might 
b expected to reach a useful level—too late to confer 
protection in the early weeks of the outbreak. , 
_ Progress in controlling influenza is likely to be slow. 
- Common Cold.—At the last meeting of the section of 
: epidemiology at Salisbury (British Medical Journal 1947, 
Lancet 1947c) we listened to a series of most interesting 
papers on what is being done to defeat this all too common 
and very baffling nuisance. I cannot add to the account 
of the research which was so > ably. presented at Harvard 
Hospital. | 
| "HOPES: FOR THE FUTURE 
| ‘T have raige over a wide field and indicated the 
extent of our knowledge—with all our pride of achieve- 
‘ment, only, I fear, the rudiments of a vast new science 
ra which the immunologist, bacteriologist, and biochemist 
has each to offer his specialised contribution. We are 
‘progressing towards purer and’ better-defined antigens 
and antibodies, and shall understand more precisely 
what each preparation can do and how it does it. 
= Will injections still be required ? I think so, for the 
administration of antigens by other routes has not been 
promising ; abserption from the’ alimentary tract or 
from the skin has been notoriously variable in amount 
and unreliable. But, with purer preparations, injections 
need not be so painful and inconvenient as they sometimes 
are at present, and there should be less sensitisation and 
allergy. (For a novel method of giving mnjechons without 
needles see Lancet 1947b.) 

With the advent of better toxoids and vaccines we 
shall inevitably advance in our knowledge of immunisa- 
tion methods—I refer to the optimal dosage and interval 
between injections. The ideal of course is a single injection. 
which will immunise quickly and painlessly against all. 
the acute infections (if, indeed, in our utopia there will still 
be such horrors as pathogenic organisms or their toxins). 

But, without -looking too far ahead and indulging in 
Wellsian fantasies, let us assume that we shall still have 
antigens which will require a primary course and possibly 
also “ boosting”’ doses. Our information about these 
preparations will be more detailed, and-we should be 
able to select appropriate antigenic mixtures for every 
purpose. - We shall know that a certain type of toxoid 
will produce: a brisk secondary response, which will not 
be well maintained—a type of antigen to be avoided. 
Other antigens again will give, besides the ordinary 
secondary response, the “delayed response” which 
Glenny and Barr have recently described ; the character 
and duration of this response will also vary with different 
preparations, and we must avoid vaccines or toxoids 
which give only temporary “‘ delayed responses.” Our 
fundamental requirement will be to obtain a fully effective 
degree of active immunity in a relatively short time and 
to maintain that immunity indefinitely. 

I am not sure about the future of the “ boosting ” 
dose. At the most only a very small stimulus will be 
necessary, since the antibody-producing cells will have 
received exceptional training, and we shall know many 
precise details of their mechanism of production. 


I am fully aware of my inadequacies as a. prophet. 
All my training has involved the exercise of scientific 
caution, and I have found it difficult to let my imagination: 
run riot and go beyond the known facts. But one thing 
is certain—there will be many major advances within the 
next few years. : 
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MENINGITIS as the presenting feature of leptospirosis 
has not often been recorded in this country, though very 
shortly after the recognition of Leptospira icterohæmor- 
rhagiæ as the causal organism of Weil’s disease by the 
Japanese (Inada et al. 1916) French clinicians observed 
that meningitis might be a striking feature of the clinical 
picture, especially in the milder anicteric forms (Costa 
and Troisier 1916). To such anicteric cases exhibiting 
meningitis the name spirochétose méningée pure was 
later given (Harvier and Wilm 1931)... 

More recently, de Lavergne and Accoyer (1937), in 
France, have reported, among their cases of Weil’s disease, ~ 
a high incidence of pure meningitis as a result of bathing. 
In Holland the observations of the French clinicians were 
readily confirmed (Kramer 1936, Schaffner and Walch- | 
Sorgdrager 1936, Minkenhof 1937). Of 365 cases of Weil’s 
disease examined bacteriologically in the Institute of 
Tropical Hygiene, Amsterdam, up to the end of 1937, 129 
were reported as being anicteric, and 30 of these had signs of 
meningitis (Walch- Sorgdrager 1939). To this condition 
Walch-Sorgdrager has given = name meningitis 
leptospirosa. 

In 1926-45 10 patients with Weil’s disease were 
admitted to the Radcliffe Infirmary: 6 of them gave a 
definite history of immersion in the river during the 
preceding two weeks, 5 by voluntary bathing during the 
summer months, and 1, a child aged four years, by 
accidentally falling into the water in February. In 
3 others there had probably been contact with rat 
excreta: one was scratched by a rat which ran up his 
leg; one worked in hedgerow ditches; and the third 
was a farmer.‘ The remaining patient, a dispenser, 
gave no history of contamination. 

Typically, Weil’s disease is shaeneterieed by fever, 
prostration, frontal headache, suffusion of the eyes, 
epistaxis, limb pains, jaundice, and evidence of renal 
damage, the diagnosis being confirmed by a rising serum- 
agglutination titre to L. icterohemorrhagie, by the demon- 
stration of leptospire in blood, urine, or conjunctival 
secretion, or by muscle biopsy (Sheldon 1945). 
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Most of these criteria were present in these 10 patients ; 
9 had obvious renal damage, only 3 were anicteric ; and 
7 had either a rising serum-agglutination titre or demon- 
` strable spirochetes. The 3 patients in whom the diagnosis 
was not confirmed serologically or microscopically were, 
perhaps, clinically the most typical of the series. There 
was a history of recent bathing in the river, they were 
jaundiced, and they showed evidence. of severe renal 
damage, with proteinuria, urinary casts, and nitrogen 
retention. When these patients were seen the serum- 
agglutination test was not available. Two patients were 
over 50 years of age and both died. A third, aged 28, 
also died. The cause of death in every case was acute 
uremia. 
It was the presenting sign, was quickly followed by 
jaundice and other typical findings, and was due not toa 
meningitis but to a subarachnoid hemorrhage. 


PRESENT SERIES 


Between July 27 and Sept. 13, 1946, 5 patients with 
Weil’s disease were admitted to the Radcliffe Infirmary. 
They presented a very different clinical picture—a 
mild benign meningitis in many ways indistinguishable 
from other varieties of abacterial meningitis, but having 
certain characteristic features. 


. Case 1.—A schoolboy, aged 9, who had been bathing in 
the river during the previous fortnight, was admitted on 
July 27, 1946, with five days’ history of headache, vomiting, 
sore throat, and epistaxis. He had fever, suffusion of eyes, 
photophobia, inflamed tonsils, and neck rigidity, but no 
jaundice. All limb reflexes present. Urine: trace of 
albumin. Blood-urea 28 mg. per 100 ml. Blood-connt : 
white cells 10,000 per c.mm. (polymorphs 46%, lymphocytes 
54%). Cerebrospinal fluid (c.s.F.): normal pressure, 300 
cells per c.mm. (polymorphs 88%, lymphocytes 12%) 3 ; 
culture sterile. Agglutination positive 1/1000 to L. ictero- 
hemorrhagic on July 31 and Aug. 8, Uninterrupted recovery. 


Case 2.—A schoolboy, aged 13, who had been bathing in 
the river, was admitted on July 28, 1946, with four days’ 
histoty of severe headache, vomiting, and abdominal pain. 
Fever, photophobia, suffusion of eyes, injection of optic 
fundi, inflamed tonsils, and tenderness under right costal 
margin; no jaundice; no neck rigidity. Reflexes present. 
Urine : cloud of albumin. Blood-urea 42 mg., serum-bilirubin 
0-4 mg. per 100 ml. o.s.F.: normal pressure, 46 cells per 
c.mm. (lymphocytes 92%, polymorphs 8%); chlorides and 
protein normal; culture sterile. Agglutination positive 
- 1/10 to L. icterohæmorrhagiæ on Aug. l, and positive 1/1000 
on Aug. 7. Symptom-free after three days ; ; relapse during 
third week. 


Case 3.—A motor mechanic, aged 15, who had been bathing 
in the river, was admitted on July 27, 1946, with five days’ 
history of headache, sore throat, vomiting, and pains in the 
legs. There was fever, gross suffusion of eyes, injection of 
optic fundi and papillcedema ; tenderness under right costal 
margin; all limb reflexes absent; no neck rigidity; no 
jaundice ; no muscle tenderness. Urine: trace of albumin. 
Blood-urea 32 mg., serum-bilirubin 0-7 mg. per 100 ml. c.s.F. : 
normal pressure, no cells, culture sterile, chlorides and pro- 
tein normal. White cells 6000 per c.mm. (polymorphs 64% ). 
Agglutination positive 1/10 on Aug. l; positive 1/1000 on 
Aug. 7; positive 1/10,000 on Aug. 9. Apyrexial in four 
days. Relapse during third week. 


Case 4.—A cook in the A.T.S., aged 19, who worked in rat- 
infested surroundings and had not been bathing, was admitted 
on Aug. 3, 1946, with four days’ history of headache, photo- 
phebia, vomiting, and abdominal pain. Fever, drowsiness, 
photophobia, and neck rigidity ; no eye signs; no jaundice ; 
limh reflexes absent: fundi normal. ` Urine: trace of albumin. 
Blood-urea 35 mg. per 100:ml. c. S.F. : increased pressure, 
330 cells per c.mm. (polymorphs 42%, lymphocytes 58%) ; 
protein normal ; culture sterile. Agglutination positive 1/10. on 
Aug. 7; positive 1/1000 on Aug. 15. Uninterrupted recovery. 


Gace 5.—An airman, aged 23, on agricultural leave from 
a farm where there were many rats, and who had not been 
bathing, was admitted on Sept. 13, 1946, with four days’ 
history of headache, photophobia, and vomiting. Fever, 
suffusion of eyes, photophobia, and neck rigidity; limb 
reflexes present. Urine: cloud of albumin. Blood-urea 


Neck rigidity was noted in one patient only. | 


36mg. per 100 ml. White cells 9000 per c.mm. (differential 
count normal). c.s.F. under increased pressure, 230 cells 
per c.mm. (polymorphs 20%, lymphocytes 80°,); protein and 
chloride normal; culture sterile. Agglutination positive 1/1000 
on Sept. 13; positive 1/2000 on Sept. 25. Uninterrupted 
recovery. ` 

It will be seen that all five patients were young. - In 
every case contact with rats or their excreta could be 
demonstrated, the three youngest having a recent history of 
river bathing and the two adults running occupational risks. 

The onset in every case was sudden, with headache and 
pyrexia. The fever lasted an average of eight days, during 
which time headache, vomiting, and photophobia were the 
main symptoms, yet the mind was clear and the patient 
entirely codperative. Two patients complained of right- 
sided upper abdominal pain, and one had epistaxis. 
Faucial inflammation was an early symptom in the 
bathers but was absent in the other two patients, This 
finding may be of etiological significance. 

Clinical examination on admission to hospital within 
a week of onset did not reveal any pathognomonic signs 
except suffusion of the conjunctive, which was very 
pronounced in the severer cases. This suffusion, with 
the photophobia and severe headache, presented a 
picture of considerable distress. Suffusion of the optic 
fundus was noted in two cases, one of which also had 
well-marked papilledema. Slight neck rigidity was 
present in most cases, but Kernig’s sign was not elicited. 


' Arm and leg reflexes were absent in the more severe 


cases, the plantar reflexes being flexor. The pulse-rate 
was raised in proportion to the temperature, and the 
blood-pressure was normal or subnormal. The liver was 
not clinically enlarged, but in two cases there was 
tenderness and pain under the right costal margin. 
Jaundice was never present, and the spleen was not 
palpable. Tenderness of the limb muscles was demon- 
strated in only one patient. Two had a 24-hour relapse 
at the end of the third week, with a return of eye signs 
and a transient rise in temperature. 

Investigation revealed considerable abnormality in the 
c.s.F., but the high levels of serum-bilirubin and blood- 
urea ‘and the neutrophil PeHCOOY FORE. of the textbook 
Weil’s disease were absent. 

The c.s.F. was clear, colourless: and under slightly 
raised pressure (150-200 mm. of fluid). On microscopical 
examination the number of cells was 50-300 per ¢.mm, 
and comprised polymorphonuclear cells and lymphocytes 
in greatly varying proportions. The protein level was 
not raised, the amounts of chlorides and glucose were 
unchanged, and the fluid was sterile on ordinary culture 
media. 

There was a slight proteins in all: patients, but the 
urine did not contain cells or casts. The blood-urea 
level in the five cases was within the upper limits of 
normality in the early stages, falling in two cases much 
lower during convalescence. Liver-function tests revealed 
no'abnormality. 

The blood-serum gave thè following agglutination 
reactions against suspensions of J. iclerohémorrhagie 
in four cases: ] in 10 at the end of the first week of illness, 
rising to 1 in 1000 a week later, and in one case to 1 in 
10,000 during a third-week relapse. In the fifth case 
there was a positive agglutination of 1 in 1000 after 
four days’ illness, rising to 1 in 2000 ten days later. The 
microscopical living-culture method described by Gardner 
(1947) was used in ‘all instances. 

Though symptoms were moderately severe, at no time 
were the patients seriously il, and all recovered com- 
pletely without specific treatment of any kind. 


DISCUSSION 


Involvement of the nervous system in the classical 
icteric form of Weil’s disease is well recognised, meningitis 
being a not infrequent feature. Other affections of the 
nervous system, excluding the pathological changes in 
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ihe eye mentioned below, are rare. Involvement of the 


. lower limbs, variously described as polyneuritis, flaccid. 


paralysis, or transverse myelitis, has occasionally been 
recorded (Joosten 1936, Klieneberger 1918, Hegler 1936, 
Mortensen 1940, Creyx et al. -1935, Labbé et al. 1935, 
Fontan et al. 1938). Brachial neuritis is listed by 
, Walch-Sorgdrager (1939) as a complication, and sciatic 
neuritis with paralysis of the external ocular muscles 
by Japanese authors. A. case of progressive paralysis 
complicating Weil’s disease was reported from the Dutch 
, East Indies by Luyke Roskott (1934). Weil’s disease 


presenting as a subarachnoid hemorrhage (see above) — 


has not previously been recorded. 

In Great Britain. meningitis complicating the typical 
disease has often been noted, and a case of chronic 
- Meningitis due to Weil’s disease was described by Murga- 
troyd (1937), but the so-called meningitis leptospirosa 
has seldom been recorded. 


Immersion 


In this country the contraction of Weil’s disease has 


_ been attributed mostly to occupational hazards, such as 
working in sewers, cleaning fish, coalmining, and agricul- 
tural labouring, but recently the importance of bathing, 
especially in young persons, has been rightly emphasised 
(Robertson 1938, Gardner 1943, Stewart and Witts 1944, 
Gardner and Wylie 1946). 
-On the Continent, especially in Holland, where con- 
taminated waterways abound, immersion, both voluntary 
and involuntary, is well recognised as an important 
etiological factor not only in the classical Weil’s disease 
but also, even more commonly, in meningitis leptospirosa. 
Thus in Holland 60% of the cases of Weil’s disease of 
all kinds have been reported as following swimming, 
| and a further 18% as a sequel to accidental immersion. 
 Schüffner and Walch-Sorgdrager (1936) have published 
figures to show the high incidence of infection in those 
who fell accidentally into the Amsterdam canals (1 in 
15) compared with those who bathed in the public baths 
(l in 23,000). The former figure relates to those unfor- 
_tunates who were notified to the police and who were 
presumably more or less incapable of helping themselves 
ather because of drunkenness, suicidal or homicidal 
ntent, -or inability to swim. There must have been 
many persons who fell accidentally into the canals, who 


rambled out without police assistance and did not come: 


under medical certification at a later date for Weil’s 
disease. It does appear, therefore, that the unconscious 
œ semi-conscious person, inhaling and swallowing much 
Water, is specially liable to contract the disease. Such 
an infection is probably massive and the portal of entry 
multiple, via bronchi, - alveoli, and gastro-intestinal 
tact. That ingestion of infected water can cause Weil’s 
disease is substantiated by the great epidemic in Lisbon 
(Jorge 1932). ` 
The relationship of infection to immersion in water is 
‘ven more striking in meningitis leptospirosa. Walch- 
‘Sorgdrager (1939) reported that of 39 cases 26 followed 
swimming and a further 4 followed involuntary immersion. 
In the present 6 cases the 3 young boys each gave a 
history of bathing in the river during the previous 
fortnight. According to Continental reports of meningitis 
tospirosa, most of the patients were young: 25 out 
of 37 in one series were under twenty years of age; 
66% were males. | 
_ It seems clear, therefore, that meningitis leptospirosa 
‘closely associated with bathing, and that young males 
are the chief victims. | 
Nez-ineidence 
Classical Weil’s disease is characterised by a greater 
Ieidence among’ men than women, and this has been 
attributed to the occupational factor. The predominance 
of males among those who contract either the icteric 
X the meningeal form after immersion in water can 
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reasonably be explained by the fact that drunkenness is © 
often an indirect cause. So far as bathing is concerned, 
again the young boy rather than the young girl is more 
likely to bathe in. contaminated rivers and canals. 
He is also more likely to. indulge in playful “ ducking,” 
in swimming under water, and in using strokes such as 
the crawl and sidestroke in which thè head is repeatedly 


‘immersed. This may perhaps facilitate the entry 
` of the spirochete into the body. 


In this respect it is - 
noteworthy that the three boys in this series who had been 
bathing all had signs or symptoms of faucial inflammation 
whereas the other two patients presented no such evidence. | 
However, a similar difference in sex-incidence is found in 


canine leptospirosis, where these factors.do not appear to 


be significant. : | 


Portal of Entry ae eee. 

These facts raise the. question of the portal of entry 
of the infecting agent, and the influence exerted by such 
entry on the ultimate clinical picture. | . 

It is well known that leptospirs can gain access to the 
body through abrasions of the skin, and this js considered 
to be the portal of entry in most cases of typical Weil’s 
disease, especially those associated with occupational 
risks. The ability of virulent leptospire to enter the 
blood-stream rapidly after penetration of the tissues is 
accepted. Schiffner (1939) has demonstrated that the 
organisms can be recovered from the cardiac blood of 


guineapigs a very few minutes after intraperitoneal. 


inoculation, and recent experimental work done by one - 
of us (Wylie 1946a and b) points strongly to the impor- 
tance of the vascular lesion, which arises first and is 
faithfully reflected by the subsequent development of 
renal damage. = | 

That an unusual portal of entry of pathogenic micro- 
organisms can influence the clinical picture which 
finally develops is demonstrable in the epidemiology of 
acute anterior poliomyelitis. In this condition the 
common form of the disease affecting limbs and trunk 
tends to follow infection either by the gastro-intestinal 
tract (Kessel et al. 1941, Sabin 1942, Bedson: 1943) or 
by droplet spray and spread via the olfactory neurones 
(Flexner and- Lewis 1909a and b), the former route 
having gained increasing attention in recent years. 
This picture contrasts strongly with the bulbar variety 
of the disease which sometimes follows tonsillectomy and 
adenoidectomy (Aycock 1941, Francis et al. 1942). 
` The fact that bathing often produces an entirely 
different clinical picture if leptospire gain access to the 
body suggests that the conjunctival sac and the mucosa 
of the mouth and nose may serve as the site of penetra- 
tion for the leptospire. . . 
` It has been shown in laboratory animals that lepto- 
spire can penetrate the intact conjunctiva (van Thiel 
1937, Uhlenhuth and Fromme 1915) and can be rapidly 
carried in the blood-stream to liver and kidneys. 
Leptospirse have -also been recovered from the con- 
junctival secretions after intraperitoneal and , other 
inoculations (Rinaldi 1934, Hertel 1917), and the impor- 
tance of this as ‘a means of spread of infection in the 
human subject is emphasised. 
Eye Changes 

The eye changes in Weil’s disease are interesting and, 
apart from the suffusion, have not often been reported 
in this country. This conjunctival suffusion is the most 
constant finding both in the icteric and in the meningeal 
forms; it is often accompanied by photophobia, and 
both may relapse for a few days during the 3rd week. 


- In two of our cases there was present on the fourth day 


of illness a considerable suffusion of the optic fundus, 
accompanied in one by papilledema. This is, according 
to the literature, an unusual finding in the acute phase 
of the disease, especially in the pure meningeal form. 
An early suffusion of the fundus has been reeorded 
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by Moret (1917) in one case of Weil’s disease with jaundice. 
Likewise papilledema at this stage is unusual.. A 
so-called optic neuritis, especially associated with 
iritis, is well recognised by Continental clinicians, who 
emphasise its late appearance, usually in the 3rd—7th 
week (Weekers and Firket 1917, Will 1917, Lecomte 
and Joltrois 1923, Venco 1933, Tsutsui 1933, Branbergen 
1933, Guillaumat 1938). 
- mistiness of vision, lasts one or two weeks, 
clears without residual atrophy. Venco attributes these 
comparatively benign characteristics to the fact that it is 
æ perineuritis rather than a neuritis, and that the inflam- 
mation spreads from the meninges in the perineural 
tissues. 
it appears to be an extreme rarity. Levy-Valensi et al. 
(1939) and de Séze et al. (1939) each report one case 
of late onset. Branbergen mentions a third case in which 
the optic neuritis developed on the 4th day, in the 
presence of a high c.s.F. pressure. In our case the C.S.F. 
was under normal pressure and contained no cells. 

Other eye changes are more rare. Hemorrhage into any 
part of the eye, especially retina and choroid, may be part 
of the generalised hemorrhagic tendency (Venco 1933, Bran- 
bergen 1933). Conjunctivitis (Branbergen 1933), keratitis 
(Stewart and Witts 1944), pain on pressing the eyeball (Venco 
1933, Troisier and Boquien 1933), irregularity of the pupils 
(Debray and Jonesco 1926, Troisier and Boquien 1933), and 
ocular herpes (Weekers and Firket 1917) have occasionally 
. been described. According to Weekers and Firket, affections 
of the iris in leptospirosis icterohemorrhagica are not 
uncommon, a simple congestion occurring in 7 out of 50 cases, 
iritis and iridocyclitis in 6, iritis and optic neuritis in 2, and 
iritis and retrobulbar neuritis in 1. 

Cerebrospinal Fluid 

In three of our five cases lymphocytes predominated 
in the c.s.F. on the 5th, 6th, and 7th days of the illness 
and polymorphs predominated on the 7th day in one 
case. Costa and Troisier (1916) have noted that the cell- 
content of the c.s.F. may vary according to the stage 
of the disease: at first no cells may be evident, but 
later polymorphs appear, and are finally superseded by 
a lymphocytic pleocytosis. Such a picture is also seen 
in tuberculous meningitis, acute benign lymphocytic 
choriomeningitis (Blackfan 1941), and acute anterior 
poliomyelitis. 


Histopathology 

Little is known of the histopathology of meningitis 
leptospirosa, since the condition is never fatal. Presum- 
. ably leptospirze may be present in the meninges in fatal 
cases of the generalised disease, as described by Kaneko 
and Okuda (1917). Round-cell infiltration of the Virchow- 
Robinson perivascular interstices may also be one of 
the histological characteristics, as described by Drägert 
(1934) and Troisier (1932) in experimental leptospirosis 
in rabbits. 

SUMMARY 


Meningitis leptospirosa is reviewed and illustrated with 
five cases, and the clinical picture is contrasted with that 
of the better-known manifestations of Weil’s disease. 

Attention is drawn to the eye signs, and the published 
work is briefly reviewed. 

_It is suggested that leptospirze may gain access to the 
blood-stream via the conjunctiva, nasal mucosa, and 
fauces in bathing, and that such an entry may predispose 
to the meningeal form of the disease. 

It is felt that meningitis leptospirosa is fairly common 
in this country, but that the absence of jaundice, hemor- 
rhages, and severe renal damage may lead to the diagnosis 
being overlooked. 

We are indebted to the honorary physicians to the Radcliffe 
Infirmary for allowing us access to their cases ; to Prof. A. D. 
Gardner, Prof. L. J. Witts, Dr. F. G. Hobson, and Dr. A. Q. 
Wells for much helpful criticism ; 
of pathology and biochemistry for the special investigations. 
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In the case of dicoumarol poisoning reported here, 
apparently successful treatment with blood-transfusions 
and vitamin K was followed by a relapse 3'/, months 
Such a relapse 
does not seem to have been described before. 


A woman of 41 with tetany, later recognised as due to 
hyperventilation, was ordered ‘a.tT.10’ (dihydrotachysterol)} 
but by mistake was given dicoumarol, which in Sweden is 
called ‘A.P? She took 0-50 g. daily in the first week, and 
0-75 g. daily for the next two weeks, a total of 14 g. in three 
weeks. She complained of headache, dizziness, and tiredness 
while taking the drug, and during the last week she bled from 
the nose and had microscopic hematuria. The day before 
admission to hospital she developed severe epigastric pain, 
vomited some bloodstained mucus, and was sent in as & case 
of perforated duodenal ulcer. 


On admission her general condition was poor, tem perature 
normal, complexion pale, and pulse weak and rapid. She was 
delirious and screamed with pain, which seemed to come on 
in spasms. She was bleeding from the vagina. 


The urine contained red cells and a heavy cloud of albumin ; : 
non-protein nitrogen 0-22 g. per 100 c.cm. Red-cell count 
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2,000, 000 per Gmm -Hb 50%; no leucocytosis ; Quick’s 
index *'` (Q.1.) less than 1; : clotting- time longer than 45 min. 


‘Radiography revealed much free flnid in the peritoneal 


cavity; intravenous pyelogram normal. 
The patient thus showed most of the signs seen in experi- 
mental dicoumarol poisoning in animals (Bingham et al. 1941). 


She contiriued to bleed at intervals for nearly three weeks from | 


the gums, nose, gastro-intestinal and urinary tracts, and 
uterus, and into the peritoneal cavity, sometimes profusely, 
but there. were no cutaneous or subcutaneous petechial 
hemorrhages. 

Treatment Repeated transfusions of fresh blood were 
given. during the first seven days. In addition, 200-400 mg. 
of sodium 2-méthyl-1, 4-naphthahydroquinone diphosphate 
was given by mouth “daily for fifteen days, supplemented 
during the last seven days with 10-30 mg. intravenously. 

Progress.—The effect on the bleeding was transient, and 


the Q.1. remained below 20 for the first twelve days, except. 


for a single estimation on the fourth day (see fig. 1), The 
patient gradually recovered but still complained of headache, 
feeling unwell, and vertigo on standing up. She could not 
walk. Calorie tests showed increased reactions bilaterally of 
the same type as those seen in increased intracranial pressure. 
Neurological examination was negative, and the inability to 


walk was thought to be hysterical. All symptoms disappeared 


after two. hypnotic séances. | 

On discharge from hospital the Q.1. was 78 and had been 
about 80 four times during the previous three weeks after all 
treatment had been discontinued. 

Relapse.—Nine weeks later the patient returned to hospital. 
For three or four weeks she had complained of fatigue, apathy, 
decreasing power of concentration, and loss of memory. In 
the last two weeks fresh bleeding had started from the nose, 
gums, and vagina. 
cutaneous hemorrhages, but no evidence of bleeding from 
the gastro-intestinal or urinary tracts. The Q.1. was 20, 
and severe bleeding was continuing (see fig. 2). 

To get clearer evidence of the value of the different remedies, 
treatment during the first week consisted of blood- transfusions 
only. The Q.1. rose some hours after a transfusion to 30 but 
fell rapidly to a constant level of about 10. Bleeding continued 
throughout the week, sometimes severely, with a short cessa- 
tion immediately after the transfusions. During this week 
the variations in bleeding-time and coagulation-time showed 
no significant relation to alterations in the q.1. curve (see fig. 3). 

Treatment with vitamin K was now begun again. Since 
medication by mouth had had little effect the first time, the 
vitamin was now administered intravenously, 50 mg. twice 
a day. In addition, the blood-transfusions were continued 


‘ for four days. The morning value of the Q.1. rose from 13 to 


18, 32, 54, 84, and the values in the morning were always 
higher than those of the previous night. Fig. 3 shows that, 
after vitamin-K therapy was begun, the rapid increase of 
Q.1. after a blood-transfusion was not followed by so rapid 
a fall as. before: A fall is still there, but it is followed by a 
new elevation during the night. This is in accordance with 
the experiences of Lehmann (1942) that the effect, of vitamin K 
is slower but more lasting than that of blood-transfusions. 
Contrary to Lehmann’s observations, a comparison between 
the effects of oral and intravenous vitamin K indicates that 
the intravenous route is superior. 

After the start of vitamin-K therapy the bleeding soon 
ceased, and within a week the Q.1. was over 100. Three months 
after the end of all treatment the blood findings were still 
normal. 

Disturbances of gait, clearly of hysterical origin, developed 
during convalescence, but disappeared with psychotherapy. 


DISCUSSION 
- Bingham et al. (1941) and Butt et al. (1941) have shown 


that transfusions of fresh plasma and blood inhibit the 


effect of dicoumarol in man and animals, and Prandoni 
and Wright (1942) and Butt et al. (1941) that banked 
blood is of no use as an inhibitor. 

The value of vitamin K has been variously assessed. 
Some workers (Bingham et al. 1941, Butt et al. 1941, 
Prandoni and Wright 1942, Quick 1942), using 2-methyl- 


1, 4-naphthaquinone, noted no benefit, whereas Lehmann 


(1942), after giving doses of 100-200 mg. of sodium 


bd Quick’s index indicates percentage of normal plasma-prothrombin 
level (normal 100). 


a 


There were also cutaneous and sub- 


-2-methyl-1, 4-naphthahydroquinone disulphate by mouth, 


claims a rapid fall in the prothrombin-time, starting 
from three to twelve hours after the initial dose, with 
maximal. effect in the following three or four days. 
Bruzelius (1945) shows that the action of dicoumarol . 
can be counteracted with vitamin K given by mouth 
in adequate doses.. In Jansen’s opinion, vitamin K 
has an inhibitory effect only where the response ‘to 
dicoumarol has been unusually strong. 

Prandoni and Wright (1942) found no apparent 


correlation between the incidence of hemorrhage and 


the amount of dicoumarol administered, and comparable 


rises in prothrombin-time and clotting-time were obtained 


in both bleeding and non-bleeding patients. Bruzelius 
(1945) says that, in 28 out of 80 cases with manifest . 
bleeding, this was not closely related to the peak in 
prothrombin-time. The same lack of correlation was 
observed in the present case. Though a small amount of 
occult bleeding might have been overlooked, clinical 
signs and blood examination revealed no significant 
bleeding during periods when the prothrombin-time was 
the same or even longer than at other periods when 
there was severe hemorrhage. Bleeding did not stop 
until the eighteenth day, when the Q. 1. had been 80 for 
three days. — 

No liver damage was demonstrable by blood examina- 
tion or by liver-function tests—ì.e., routine blood 
investigations, citric acid and phosphatase contents, 
Takata reaction, and hippuric-acid test. This is in line 
with the findings of the workers cited above. The urine 
contained albumin on the first day, as already mentioned, 
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Fig. I—Blood findings during treatment of dicoumarol poisoning. 
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but after that only red cells; 
remained normal, | 

The suspicion that the patient had taken more 
dicoumarol was not borne out; she still had all the 
remaining tablets from the first prescription, and the 
drug is unobtainable without one. The condition there- 
fore appears to be a late result of previous dicoumarol 
medication. In this connexion it is worth noting that 
the fæces showed nothing abnormal in the intestinal 
flora. Such late complications seem not to have been 
described before. 
reaction in two patients, one of whom had liver disease. 


non-protein nitrogen 


In the present case there was no evidence of liver or 


kidney disease, apart from the transient albuminuria 
-at the onset. Blood examination showed anemia, a 
normal platelet-count, an increased bleeding-time, and 
a fairly normal clotting-time (see fig. 2). : 
Three other cases of dicoumarol poisoning in general 
practice have been reported in Sweden, and the unpub- 
lished cases are increasing. Abramson (1943) has reported 
serious bleeding from a gastric ulcer in a woman of 47 
after the administration of 2!/,g. of dicoumarol in nine 
days. Fahraeus (1943) reports a death from gastric 
bleeding after 0-25 g. of dicoumarol had been given daily 
for ten days, and very severe bleeding in a woman of 
22 who had received 6'/, g. of dicoumarol in eighteen 
days for a suspected thrombosis after parturition. In 
these three cases the drug was given without estimating 
the prothrombin-time. Control estimations of the Q.1., 
the necessity of which is emphasised in every paper, is 
however no absolute guarantee against complications, 
as Lehmann (1942) and Bruzelius (1945) point out. 
Though in’ most cases such complications are easily 
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Fig. 2—Blood findings during relapse. 


I have, however, heard of a similar 


dealt with, Bruzelius reports fatalities even among cases 
closely observed in hospital. 


It seems that dicoumarol should be given only in 


hospitals where there are facilities for estimating the 
prothrombin-time and then only for urgent indications. 
The official civil and army medical committees in Sweden 


‘have also reached this conclusion and have issued a warn- 


ing against the use of this remedy in general practice.. 
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SUMMARY 


A case of dicoumarol poisoning is reported in a woman 
who had taken 14 g. of dicoumarol in three weeks. There 
was severe hemorrhage from almost all mucous mem- 
branes and into the peritoneal cavity, but no evidence 
of liver or renal damage was obtained. With repeated 
blood-transfusions and vitamin K ‘by mouth the bleeding 
ceased in 18 days. oe E Boag A 

A relapse occurred 3!/, months later with further 
bleeding. Blood-transfusion alone had no lasting effect, 
but with vitamin K intravenously recovery was rapid. 

No relation between hemorrhage and prothrombin- 
time, bleeding-time, or clotting-time was established on 


` either occasion. 
It seems advisable that hæmorrhage or other signs of 


poisoning after dicoumarol treatment should be treated 
with repeated transfusions of fresh blood and large doses 

of vitamin K intravenously. | 
After dicoumarol- therapy a careful watch should be 
kept for late sequel. 
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“. |. The imagination of the public has been captured by 
accounts of such drugs as the sulphonamides, penicillin and 
streptomycin. Fantastic notions concerning the mode of 
action of such substances are prevalent, and it is in the 
public interest that their indiscriminate use be prevented, 
even when supplies are available. Misleading stories con- 
cerning the treatment of hemolytic disease of the new-born 
. .. have appeared in the press and have had wide currency. 


There is incredible gullibility concerning the value of worthless ` 


or even dangerous patent medicines, which sell for millions of 
pounds each year, and there is considerable. public ignorance 
and superstition concerning sun-bathing, infectious diseases, 
indigestion, the use of laxatives, eye-strain, muscular develop- 
ment, kidney trouble, and the use of cosmetics and tooth- 


‘pastes, to mention only a few topics taken at random. - The 


wider correct teaching of the elementary biology of the 
human body and its normal working would go far to overcome 


these troubles, and would sooner or later lead to a sounder 


attitude towards a healthy body and its mind.”—Editorial 
in Nature, Sept. 13, p. 346. z 
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RATE of absorption is a decisive factor in therapeutic 
hormonal activity. Its importance is well demonstrated 
with steroid hormones, especially cestrogenic hormone. 
(strone 1-2 mg. or more injected into an infantile rat 
is quickly inactivated (Zondek 1934a and b); 1-2 hours 


after the injection only 1-2% of the original active 


substance can be recovered from the body by total 
extraction. The inactivation is effected in the liver 
by the enzyme estrinase (Zondek 1934a and b, Zondek 
and Sklow 1941, 1942, Zondek and Finkelstein 1945). 
To prolong the hormonal action it is necessary to prevent 
the .rapid absorption of hormone from the site of the 
injection. Esters can be used to achieve this result. 
When benzoate, acetate, or propionate ester of cestrone 
is injected into an animal, the injected material remains 
at the site of injection for a considerable time,. being 
absorbed from it relatively slowly (Zondek 1934a and b, 
Dingemanse and Laqueur 1937, Zondek and Sulman 
1939), and: the process of inactivation is correspond- 
ingly prolonged. Comparisons of durations of cstrus 
induced by. free hormone and by hormone ester are 
instructive in this respect. Whereas oestrone 0-01 mg. 
elicits costrus lasting four days, estrone benzoate 0-01 mg. 
elicits. oestrus lasting eighteen days (Sklow 1943). Absorp- 
tion, is slowest if pellets of crystalline hormone are 
implanted into: the body (Deanesly and Parkes 1937), 
the daily amount absorbed then being only 1-5% of the 
amount implanted. The hormone pellets are implanted 
subcutaneously in the back or thigh. 

In my investigations on the influence of hormone 
pellets in climacteric disturbances, amenorrhma, and 
sterility, unsatisfactory results followed subcutaneous 
implantation.. The efficacy of this method varied from 
case to case, probably because the pellets implanted in 
subcutaneous tissue were readily encapsulated, and thus 
rendered ineffective, by fibrous growth, whose intensity 
varies in different people. In experiments I showed that 
the activity of estrogenic hormone was greatly increased 
when the hormone was injected near its target organ— 
i.e., in the vaginal mucosa. The dose of cestrone required 
to elicit cstrus- by the intra- 
vaginal route is only a fifth of 


and intramuscular routes. 

Zondek and Bromberg (1945) 
have implanted hormone pellets 
intravaginally in about 200 
cases, comprising climacteric 
disturbances, ovarian dysfunction, 
amenorrhea, sterility, and endo- 
crine allergy. The clinical results 
will be described elsewhere in 
detail. The method of implanta- 
tionis described here. 

Advantages.—Intravaginal 
implantation has the fokowuig 
advantages: 


(1) Absorption is much smoother 
than in the case of subcutaneous 
implantation, probably because the 
blood-supply of the vatina is superior 
to that’ of subcutaneous tissue. 

(2) The effective activity of pellets 
implanted submucously in the vagina 
is 5-6 times as great as that of 
pellets implanted subcutaneously. 
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(3) Expulsion of pellets, such as occurs sometimes in 
subcutaneous implantation, is very rare, 


Technique.—After disinfection of the vulva and vagina 
with an antiseptic cream of 1-5% parachloroxylenol, 
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‘ Dettol,’ or ‘ Bazylan,’ a weal is produced- in the posterior 


wall of the vagina 2-3 cm. above the introitus vagine by 
injection of 1-2 c.cm. of a 0-5% procaine and adrenaline 
solution. A Kocher clamp is attached to the weal so 
that the posterior vaginal wall can easily be drawn 
forward. Then the submucosa over the Kocher clamp 
is infiltrated with procaine, a total of 5-10.c.cm. being 
given (fig. 1). About 1-2 cm. above the Kocher clamp a 
Sosa clamp is applied, and a cross incision, 1 cm. long, 
is made into the vaginal mucosa with scissors. The 
superior and inferior mucosal borders are then each 
fixed with Kocher clamps (fig. 2) and slightly stretched 
apart. The vaginal mucosa is lifted from the fascia with 
a bent clamp, a procedure which is greatly facilitated by 
the infiltration with procaine and adrenaline. A hollow 
space is thus formed, in which two or three pellets can 
readily be implanted at different points. The implantation 
is made with a glass tube about 3 mm. in diameter: in 
which. the pellets lie. They are expelled from the tube in 
the correct location with the help of an inner rod (fig. 3). 
The wound is closed with two or three catgut stitches. 
The patient is kept under observation in the clinic for half 
an hour for possible after-effects of procaine and adrena- 
line and is released at the end of this time with.advice to 
rest for a day or two. In rare cases in which bleeding 
has taken place we have inserted a vaginal tampon. 
Resulis.—The clinical effects become evident only 
after three or four weeks. The duration of the action 
depends on the amount of hormone implanted. In 
women at the menopause, for example, the symptoms 


_ of the climacteric were completely suppressed for seven 


months by implantation of 20 mg. of cestradiol,.and for 
ten months by implantation of 50 mg. Women can 
be carried through the entire difficult period of the 
climacteric by two or three implantations. Da 

Pellets of cstrogenic hormone, progesterone, and 
testosterone have been implanted by us intravaginally. 
Other steroid hormones—e.g., desoxycorticosterone 


acetate in women with Addison’s disease—can be 
implanted successfully in the same way. 

Manufacture of Pellets. —The pellets were produced: as 
follows : 


10-25 mg. of hormone, without the addition of any binding 
substance, was pressed by hand in a brass-tube. box 2:5 mm, 


Fig. i—Site of implantation on posterior vaginal wall, and injection of. rocne and adrenaline. 
Fig. 2—Application of Kocher clamps. 
Fig. 3—Insertion of pellets. 


- posterior vaginal wall. 
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in diameter with a brass piston. The pellets produced in this 
way had a diameter of 2-5 mm. and a thickness of 1-3 mm. 
The pellets were sterilised by dry heating at 100°C for 
twenty-four hours. 


- SUMMARY 


The intravaginal implantation of hormone pellets is 
described. They are implanted submucously between 
the vaginal mucosa and the vaginorectal fascia in the 
Submucous implantation has 
the following advantages in- comparison with sub- 
cutaneous implantation : smoother absorption; 5-6-fold 


greater effectivity; and less risk of local infections or 


expulsion of the pellet. 


I am indebted to Dr. B. J. Brent, of Roche-Organon Inc., 
Nutley, New Jersey, for a generous supply of the steroid 
hormones used in the preparation of the pellets, and to 
Mr. J. Tamari for the preparation of the pellets. 
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INTERNAL PNEUMONOLYSIS 
RESULTS IN 393 CASES 
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RESIDENT SURGICAL OFFICER, PAPWORTH VILLAGE 
l SETTLEMENT , ys 

INTERNAL pneumonolysis is now recognised as an 
essential part of the treatment of pulmonary tuberculosis 
by artificial pneumothorax, and it must be used in a large 
proportion of cases if selective collapse is to be attained. 
Moreover, only by selective collapse can permanent cure 
be confidently expected. . | 
~  Thoracoscopy has been my routine procedure since 
1936 in all cases in which adhesions are visible on 
radiography, or in which a cavity remains patent or the 
sputum contains tubercle bacilli in spite of radiologically 
good collapse. It is only by thoracoscopy and direct 
visualisation of the adhesions that their divisibility can 
be assessed, the X-ray picture alone being of little value 
except to show that collapse is inadequate. What appear 
on radiography to be formidable adhesions are often 
easily divisible. The operation of thoracoscopy alone is 
free from risk and. complications and in only a very few 
cases in which adhesions are divided do complications 
occur which are directly attributable to operation. | 

I have reviewed a series of 511 operations on 431 
patients (including 40 cases of bilateral pneumothorax) 
that I have performed in one institution. In 272 patients 
a completely selective collapse was obtained, with the 
lung free from the mediastinum above the arch of 
the aorta ; in 77 cases the collapse was selective, but the 
lung was adherent to the mediastinum; in 44 cases 
satisfactory collapse could not be obtained. The adhesions 
were found to be impossible to divide in 38 cases. 

The results and complications, up to discharge from 
sanatorium, are presented of all cases. There was no 
selection of cases; no pneumothorax was abandoned 
without thoracoscopy if there was a pocket of air large 
enough for the insertion of the trocar. Though many 
cases were extremely easy, some were very bad risks, with 
expanding tension cavities, extensive disease of the 
lung, or multiple adhesions in cases with contralateral 
disease in which all other forms of collapse therapy were 
contra-indicated. 
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In all recent cases the operation has been performed 
within three weeks of the induction of the pneumothorax. 
This is before the usual time for a pleural effusion to 
develop and has led to a well-marked reduction of pleural 
effusions. The operation is no more difficult at this time, 
hemorrhage is no more likely to occur, and early opera- 
tion may forestall a pleural effusion which would make 
division of adhesions difficult if not impossible. 

Operation was completed in one session in 364 cases, 
in two sessions in 57 cases, in three sessions in 7 cases, 
and in four sessions in l case. In 38 cases thoracoscopy 
only was performed, no adhesions could be divided, and 
these oases are not included in this review. | 


The results according to sputum tests were as follows: - 


Sputum On admission On discharge 
TB+ fe — 343 44 . 
TB— ‘6 si si 36 336- 
Unrecorded. . p) ai 14 13 


Analysis of those cases in which the sputum contained 
tubercle bacilli on discharge shows (1) a definite source 
in the other lung in 23 cases; (2) a thick-walled cavity 
in a completely free lung in 8 cases; (3) incomplete 
collapse owing to undivided adhesions in 8 cases; and 
(4) obliteration of the artificial pneumothorax in 5 cases. 


The resulis of cavity closure were as follows : | 
After discharge 


Cavity Before operation 
Visible on radiography . 372 40 
Invisible ne Š 15 342 
Doubtful .. sh a 6 ll 


In the 372 cases in which a cavity was visible 12 
patients were discharged to another sanatorium within 
two weeks of operation ; the lung appeared on radiography 
to be free in 7 cases; the pneumothorax became 
obliterated or was abandoned in 8 cases; and collapse 
was insufficient owing to undivided adhesions in 9 cases. 

Pyrexia was noted after internal pneumonolysis. in 
259 cases, as follows : | 


l No. of cases 
- Temperature never above 99°F oe iq 172 
af over 99°F for 1-3 days 176 
99 | 9 93 99 4—7 99 > Ss 46 
l » over T7 ,, a 37 


9> »9 39 


Hemorrhage was never serious and was only noted in 
42 cases. In only 1 case did it lead to obliteration of the 


pneumothorax. ; 


Obliterative Pleurisy.—The artificial pneumothorax- 
became obliterated in 5 cases: 1 after hæmorrhage; 3 
owing to the lung re-expanding rapidly and becoming 
adherent ; and 1 after a pleural effusion. 

Pleural Effusion.—In 207 cases there was no pleural 
effusion. A small transient effusion was seen in 87 cages, 
and sufficient effusion to require aspiration was present 
in 106 cases. A trace of fluid was present on discharge in 
33 patients, and an effusion covering the diaphragm 
in 80 cases. Analysis of those cases with an appreciable 
effusion on discharge gave the following results : 

29 patients had an effusion before operation 
31 appeared in the lst month after 


12 79 99 99 2nd 9? 99 + 

14 9 99 39? 3rd >? >t >» 

19 sy ,„ 4-6 months 5 : 
3 y » ovr ô ,, i 


In 27 cases the date of the effusion was not established. 


Empyema developed in 26 cases, and the caùse of each 
was investigated, giving the following results : 


9 empyemas were due to the perforation of 
cavity. 

In 1 case fluid was present before operation. 

In 1 case tubercles were seen on the pleura at operation. 

In l case a tuberculous empyema followed hemothorax. 

In 1 case operation followed spontaneous rupture of an 
adhesion. 

In 9 cases no definite cause could be found. 


a tension 
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‘The tension cavities, collapse of which was clearly 


demonstrated on radiography, perforated within a week 
of operation in 6 cases, three months after operation in 2 
cases, and eight months after operation in 1 case. In the 


last case autopsy revealed a perforation at the lower: 


margin of the cavity, whereas adhesions had been 
divided at the apex. In the 9 cases in which there was 
no definite cause fluid developed within a month of 
operation in 3 cases, in two months in 3 cases, in four 
months in 2 cases, and in six months in 1 case. 


COMMENT 


It must be borne in mind that internal oeudna 
is a mechanical procedure intended to produce selective 
collapse of the lung, and its value must be judged by its 
success in achieving this object, in conjunction with the 


complications directly attributable to the operation. 


Whether pneumothorax is successful in curing the 
patient depends on the type and extent of the disease in 
the lungs and on the subsequent management of the 
pneumothorax.” Complications that develop more than 
two months after-operation can very seldom be attributed 
to the operation. The incidence of these complications 
in pneumothorax in which adhesions have not been 
divided must also be remembered. Thus in 74 consecutive 
cases of- pneumothorax in the same sanatorium during 
1935, in which no adhesions had been divided, a pleural 
effusion was present on discharge in 23 cases, and an 
empyema in 4 cases. . 
SUMMARY 


An ansolestaa series of 393 cases is reviewed in which 
the induction of artificial pneumothorax was combined 
with thoracoscopy and the division of adhesions (internal 
pneumonolysis). 

Results, judged by sputum tests and closure of cavities, 
were excelient. 

Hemorrhage was never serious and was noted in only 
42 cases. In only 1 case did it lead to obliteration of the 
pneumothorax. 

Obliterative pleurisy developed in only 5 cases,-and 
empyema in 26. In 106 cases there was a pleural effusion 
requiring aspiration. 

The incidence of complications compares favourably 


with that following artificial pneumothorax without 


pneumonolysis. 
The success of the combiied operation depends on the 


type and extent of the disease in the lungs and on the | 


subsequent management of the pneumothorax. 


ADRENALECTOMY AND PROSTATIC 
CARCINOMA 


REPORT OF THREE CASES 


H. T. Cox 
M.D. Camb., F.R.C.S.E. 
WITHINGTON HOSPITAL, MANCHESTER 


ORCHIDECTOMY is of proved value in the treatment of 
prostatic carcinoma. The testes and the adrenal cortex 
have a similar embryological origin, and the male 
hormones they produce are similar in composition. 
It was therefore obvious that the next step in the treat- 
ment was a trial of adrenalectomy. But it was equally 


SURGEON, 


clear that the reduction of male hormone by adrenalec- 


tomy constituted, especially in the age-group of prostatic 
carcinoma, a hazardous operation, “inseparable from a 
subsequent serious disturbance of metabolism and only 
to be resorted to after a failure of simpler- methods. 

The following case-records and pathological findings 
of three cases treated by adrenalectomy are therefore of 
interest. Adrenalectomy was done in each case as a 


last resort, late in the course of the disease, after initial — 


success but final failure with cstrogen therapy. 


l 
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Case 1.—Age 45. 
(Previously reported.!) 

Carcinoma of prostate, type 11. Admitted with compression 
paraplegia due to spinal secondaries. Power of walking 
restored by administration of stilbcestrol. Nearly three years 
later readmitted with severe cervical and dorsal pain. Radio- 
graphy showed extensive secondaries in skull, cervical, dorsal, 
and lumbar spine, and pelvis. Urinary 17-ketosteraid out- 


Survival peried 2 years 10 months. 


.put in 24 hours 6-2 mg. Left adrenalectomy in September, 


1945, by lumbar approach. A narrow costo-iliac space 
necessitated subperiosteal resection of ribs lland12. Patient 
survived operation a few hours only. 


Case 2.—Age 49. Survival period 3 years 10 months. . 

Admitted in January, 1943, with four days’ history of over- 
flow incontinence due to prostatic obstruction. Blood-urea 
64 mg. per 100 ml. Decompression and transurethral resection 
with“ cold punch.” Pathological report : carcinoma type II ? ; 
weight 9 g. Acid serum- phosphatase 2-9 units per 100 ml, 
Radiography of spine: “ no evidence of secondary deposits.” 
Normal micturition restored. Patient discharged on stilb- 
eestrol 15 mg. daily. 

Attendance regular, but patient uncodperative in taking 
stilbcestrol, occasionally omitting it altogether for two months 
at atime. Completely symptom-free ; urine clear; micturi- 
tion once at night, normal by day. This state continued 
until January, 1945, when radiography showed secondary 
deposits in pelvis only, November, 1945 : 
thigh and lumbar and sacral regions. Acid serum-phosphatase 
29 units per 100 ml. Radiography showed increasing secondary 
deposits in pelvis and lumbar spine. No secondaries in skull. 
Patient now agreed to take tablets regularly, though averse 


_ to large’ doses, and was given dienwstro] 5 mg. b.d. Ten 
days later pain was completely relieved but acid serum- 


phosphatase had risen to 72 units-per 100 ml. From January 
to May, 1946, acid serum-phosphatase 39, 33, 56, 125 units 
per 100 ml. in spite of change to stilbcestrol 30 mg. daily. 
Radiography in May, 1946, showed further extension of 
secondaries in pelvis and spine. 


In view ‘of radiological findings dnd of high acid. serum- 


phosphatase on a substantial œstrogen dosage, patient was 
admitted for adrenalectomy. The 24-hour urinary excretion 
of 17-ketosteroids immediately before operation’ 6:3 mg. 
Left adrenal was completely removed on June J, 1946, under 
local and light general anesthesia (Dr. Ruth Widdows) by 
the lumbar approach after subperiosteal resection of the 12th 
rib. Fourteen days after operation acid serum-phosphatase 
was .114 units per 100 ml. Twenty-one days. after operation 
24-hour urinary excretion of 17-ketosteroids had risen to 
8-1 mg. Patient refused operation on right adrenal and was 
discharged on diencestrol 30 mg. daily. 

Readmitted in October, 1946. Emaciation extreme ; 
patient so weak he could not stand. Pains absent. Said he 
had been taking tablets regularly. Acid serum- phosphatase 
266 mg. per 100 ml. Twenty-four hour urinary excretion 
of 17-ketosteroids 11-7 mg. Radiography showed further 
increase in secondary deposits, now heavily scattered through- 


‘out dorsal and lumbar spine and pelvis. Patient went out 
| agains advice and died on Nov. 22, 1946. : | 


17-KETOSTEROID EXCRETION 


| Preoperative : 6:3 mg. in 24 hours. 
Postoperative : 
24th day: 8-1 mg. in 24 hours. 
129th 39 : l1- 7 9? 99 99 39 


In. this case unilateral adrenalectomy completely 
failed to arrest the downward progress of the disease and 
was followed by a rise in 17-ketosteroid excretion. 


Case 3.—Age 65. Survival period 2 years 9 months. 


Admitted in February, 1944, with a history of eighteen | 


months’ dysuria. Stilbcestrol given elsewhere. Residual 
urine 10 oz. Transurethral resection with ‘‘cold punch.” 
Pathological report: weight 10 g. Carcinoma type 1.4 Acid 
serum-phosphatase 4:6 units per 100 ml. Radiography: no 
evidence of secondary deposits in spine or pelvis. - Discharged 
on stilbcestrol 30 mg. daily. 

Patient remained symptom-free. Urine clear; micturition 
2-3 times between 10 P.M. and 10 A.M., normal by day. Acid 
serum-phosphatase 2'4 units per 100 ml. After nineteen 


severe pain in right | 


months diencestrol 10 mg. substituted for stilbcestrol because | 


——— 


1. Cox, H. T. 


_ Brit. med. J. 1946, ii, 191. 
2. Muir, E. G. 


-B 
Lancet, 1934, i, 667. 
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of nausea produced by latter. Wife attended outpatient 
department in March, 1946, and said patient had been 
perfectly fit until three months previously, when he began 
` to fall down—he fell down six times—and noted an uncon- 
trollable tendency for his legs to slither. Four days previously 
the use had completely left them, in association with severe 
_ lower dorsal pain. 

Readmitted March, 1946. Paraplegia with sensory loss up 
to D7 with typical signs of upper-motor-neurone lesion. 
-Acid serum-phosphatase 2 units per 100 ml. Urinary 17- 
ketosteroids for 24 hours 6-3 mg. Radiography: coned 
films over mid-dorsal area show early but definite secondary 
deposits in bodies of dorsal 4 and 5. No evidence of 
secondaries elsewhere. 

Left adrenalectomy was done under local and light general 
anesthesia (Dr. Widdows). Removal of the whole adrenal 
was difficult because of extreme friability. 'Three-quarters 
was removed surgically and the remaining quarter thoroughly 
diathermised with a diathermy needle for surface and deep 
coagulation. 7th day: complete relief of pain; leg move- 
ments present. 2lst day: rapid improvement; patient 
can now flex legs to bring heels to buttocks and put on his 
socks; flex thighs with knees extended to raise heels 6 in. 
from bed ; turn over in bed by himself and sit up on edge of 
bed. 50th day: patient can stand and walk 15 yards with 
assistance. 80th day : power of leg movements diminishing ; 
_lower dorsal pain present. 95th day: complete.paraplegia, 
with no trace of leg movements ; lower dorsal pain ; pressure 
sore over sacrum. | 

The improvement and the rolapse were associated with a 
fall and riso in 17-ketosteroid excretion respectively : 


_ 17-KETOSTEROID EXCRETION 
Preoperative : 6-3 mg. in 24 hours. 


Postoperative ; 
. 4th day: 4:2 mg. in 24 hours. 
10th ,, : 58 is oe » ” 
43rd eer 6-5 3») » ë o») ” 


Patient consented to operation on right adrenal. A four- 
fifths right partial adrenalectomy was done in July, 1946. 
14th day : patient can now flex right leg to bring heel 18 in. 
from buttock; can flex left leg but less than right. 19th 
day: some further improvement in leg movements, but 
patient cannot turn over in bed or sit up. 40th day: again 
complete paraplegia, with no trace of leg movements ; flexion 
contractures developing rapidly; pressure sore now large 
and deep. 

Patient continued in this state until taken home on Oct. 30, 
1946. 

; 17-KETOSTEROID EXCRETION | 


Postoperative : 
4th day : 1:0 mg. in 24 hours. 
50th 9 ë 1:6 29> eo ?? 
66th oe 1'8 99 39» 99 9 


Since readmission ‘patient had been on a daily dose of 


dienestrol 30 mg. Substitution therapy was required after 
operation on right adrenal, 

Pathological examination of excised adrenals with routine 
methods-of staining showed no abnormality. 


In this case, in contrast to case 2, unilateral 
adrenalectomy was followed by an initial fall in 17-keto- 
steroid excretion and a dramatic if temporary clinical 
improvement. There were four phases—two periods of 
postoperative improvement, both followed by a relapse. 
The first three phases were associated with a parallel 
change in 17-ketosteroid figures. The final relapse took 
place on a low 17-ketosteroid figure.' This may have 
been influenced by the patient’s poor general condition 
and by the extent of his pressure sore, but it was probably 
due to the continued growth of metastases, which by this 
time had become accustomed to the reduced androgen 
level. | 

It seems that the operation of adrenalectomy on present 
evidence may be dismissed as a practical measure. But 
the remissions and relapses, with determining changes in 
urinary 17-ketosteroids, clearly demonstate the sensi- 
tivity of the prostatic carcinoma in this case to 
ketosteroids of adrenal origin. 

I would like to thank Dr. E. C. Butterworth, of the 


department of pathology, University of Manchester, for the 
17-ketosteroid estimations. . l 
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Reviews of Books 


Recent Advances in Public Health 
J. L. BURN, M.D., D.HY., D.P.H., medical officer of health 
and school medical officer, Salford. London: J. & A. 
Churchill. 1947. Pp. 409. 25s. — 


THIs new volume in the ‘‘ Recent Advances” series 
deals in some detail with the more interesting modern 
developments in social medicine, notably the care of the 
unmarried mother and her child, the premature infant, 
the diabetic child in a hostel, the aged, and the mal- 
adjusted ; with the new approach to rehabilitation, con- 
tact tracing in venereal disease, refuse disposal in blocks 
of flats, the problem family, orthodontics, health centres, 
and smoke pollution; and with the place of the almoner, 
the health visitor, the home help, and the nursery nurse. 
Despite the care evidently taken in its preparation the 
book is not easy to read; the many choppy paragraphs 
sometimes lack sequence ; there is much repetition, and 
the heavy type headings are so numerous as to distract 
the eye. But Dr. Burn will be thanked for collating 


much valuable information. _ | 


Management in Obstetric Complications 


Editor: CLIFFORD B. LULL, M.D. London: J. B. 
Lippincott. 1946. Pp. 235. 24s. i 


THIS small book consists of a collection of nine papers 
by different authors, and was written to meet the 
demand of a large number of doctors who had withdrawn 
from maternity practice but who, owing to the exigencies 
of war, have been forced to resume the care of obstetric 
cases. Professor Greenhill’s 25 pages on the surgical 
complications of pregnancy are outstandingly helpful to 
those engaged in either general or specialist practice. 
Kellogg and Hertig have presented a fair account of 
recent work on the toxemias of pregnancy, but in the 
main their long chapter deals with theory. James Gilmore, 
writing on abortion, and David Findley, on the third 
stage of labour, give practical advice though Findley 
advocates packing the uterus—a measure condemned by 
most British obstetricians. The remaining sections. are 
sound and orthodox, and contain many valuable practical 
hints based on the extensive experience of the authors. 
The book is well produced and in parts well illustrated. 


Dust and Its Effects on the Respiratory System 


GEORGE H. GILL, A.M.I.MEOH.E. London: H. K. Lewis. 
1947. Pp. 50. 5s. 


PUBLISHED work on the effects of dusts on the lungs 
spreads over several sciences, such as mineralogy, 
chemistry, and physics, in addition to the medical 
sciences of anatomy, physiology, and pathology. Most 
of the articles and books on the subject are written in 
technical language which is not easily understood by 
laymen. Moreover, many people, apart from experts, 
are interested in the pneumoconioses, and for these 
Mr. George Gill has distilled the essential facts. His 
50-page handbook omits no really important fact, and 
it is written in a clear direct style with good evidence 
that he has a firm grasp of the subject. Though he is not 
a medical man the medical aspects are set down with 
remarkable brevity and sureness of touch. His style is 
rather more technical when discussing dust estimations 
and analyses—these are obviously his special interest— 
but on the whole the book is well balanced. Even the 
experts will learn something from it. 


Pharmakologie (Basle: Schwabe. 1947. Pp. 744. 
Sw. fr. 48).—The first Danish edition of this book by Prof. 
Knud O. Moller appeared in 1941; the third much revised 
edition from which this volume is translated came out in 1946. 
This Swiss edition is well printed and written in straight- 
forward German—a commendable feat. Prefessor Moller is 
an internationally known pharmacologist, and his basic idea 
in this book is “‘ rational pharmacotherapy.” It is intended 
for the practising physician, and well fulfils its purpose. 
Unfortunately such German products as ‘ Periston,’ ‘ Per- 
vitin, and ‘ Sontochin,’ on which one had hoped to find 
extensive information, are mentioned only briefly. 
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Early Rising After peaton 


ANIMALS éat and drink what they like when they 
can get it; they lie down when they are tired or 


`- sick, and get up when they are rested or feel better. 
; Man, left alone, would do the same, but as a patient 


` he is seldom left to his natural inclinations ; 


he is 


- subjected to a discipline based on the assumption 


a ae E eee eS a ee 


that (medical) men know better than nature. HUNTER 
and his contemporaries were naturalists and craftsmen ; 

the post-Listerian surgeons were very conscious of 
being scientists. Darwin had left them the picture 


of man in process of change from lowly origins to- 


something higher. Lister had grafted on to this 
the vision of man, the Galahad, fighting his way 
through a dark forest peopled by germs that attacked 
him from without owing to the failure of Providence 
to provide a sterile world, and from within because 
evolution had not yet rid him of that cesspool, the 
colon. .BURDON-SANDERSON and the experimental 


: physiologists. had shown them the, wonders of inflam- 


mation and. repair that followed their operations. 
Here were mistakes of nature that they could mitigate 
if not undo; and efforts of nature that they could help 
and supervise. The patient must be prepared for 
a sterile operation by being rendered as sterile as 


painting his: skin with antiseptics, withholding food 


and fluids, and repeatedly washing out his stomach 
and. colon could make him.’ He must be rested 


. afterwards, lest his foolish natural instincts should 


for those with pyloric stenosis ? 


jeopardise the processes of repair. 
Much of this outworn science persists in the popular 


‘medicine of today, and the hoardings of our cities 


are colourful with posters advertising health salts 
and fruit salines, producing each year their patent- 
medicine millionaires and their crop of gut-conscious 
hypochondriacs. Much of it taints ‘the surgical 


-practice of all but the most enlightened centres. 


In how many hospitals are patients given ordinary 
diet till the operation? In how many are ‘the 


unconstipated allowed to open their bowels naturally ? 


In how many is preoperative gastric lavage reserved 
In how many are 
tomorrow’s victims. allowed a good night’s rest free 
from smarting antiseptics and sweaty compresses ? 
In how many are the patients allowed to get out, of 
bed-when they ask to do so? At the beginning of 
the century rest after all operations was the rule 


—three weeks in bed and three months’ abstinence . 


from games after appendicitis; double that after 
laparotomy. There were rebels even then. Forty 
years ago ALFRED FRIPP was making men walk back 
to the wards after removal of a cartilage and R. P. 
ROWLANDS was urging his patients to move about 
the bed as soon as they recovered from the anesthetic 
and to get up when they felt like it. But such 
pioneers made little headway till the first world war 
produced a generation of surgeons trained in observa- 
tion and thinking in terms of function. .These men, 
between the two wars, replaced orthodox Listerism 
by a respect for the natural resistance to infection 
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of healthy tissues, they abandoned pre- and post- 
operative régimes based on. crude ideas of inner 
cleanliness, and they shortened. progressively the 
périod of recumbency after operation. 

A campaign for immediate postoperative ambulation 
has arisen in the last few years.1. In the United States 
LEITHAUSER ? has published a book on early ambu- 
lation, quoting a series of several hundred patients 
whose average stay in hospital was 1'9 days after- 
interval appendicectomy and 2°19 days after the 
operation for acute appendicitis. In 1944 American 
physicians, surgeons, obstetricians, and psychiatrists 
joined in condemning the abuse of rest. POWERS è 
was then allowing his patients to.get up the day after 
major abdominal operations. Lately Pocock and 
Karg * in South Africa have raised the question 
once more in an account of 629 cases in which early 
rising after operation was the- routine. This is 
not a crusade suddenly conceived but the voicing 
in an extreme and perhaps exaggerated. form’ of a 
tendency that has been manifest for a quarter of a 
century. With improvement in surgical methods 
and technique deaths from hemorrhage and “ shock ”’ . 
disappeared, leaving “‘ postanzsthetic pneumonia” 
and peritonitis or ileus as the chief causes of death 
after operation. The chest complications were traced 
to three causes—the inhalation of septic particles, 
atelectasis, and thrombo-embolic infarction, for only - 
the first of which the anesthetist could be blamed, . 
the second and third being caused above all by 
immobility. Peritonitis and ileus were also found to 
be favoured by immobility, particularly by immobility 
in the Fowler position. ' More people die in bed 
than anywhere else, and surgeons came to realise that 
bed is not merely the site but the cause of ‘a high 
proportion of postoperative morbidity and mortality. — 
There' remained one compelling reason for keeping ~ 
patients in bed after operation, to take the strain 
off the wound ; but this too proved fallacious. The 
greatest strain to which a recently sutured abdominal 
wall or inguinal canal can be put is in trying to 
defecate into a bed-pan; the next is in coughing. 
Compared with these the effort of sliding over the 
bed on to a commode; and the easy breathing of the 
sitting position in a chair, are rest indeed. For 
rest in the Hiltonian sense is not immobility but 
eased function. Discerning surgeons therefore try to 
reduce the amount to which an operation interferes ` 
with the even. tenor of a patient’s life. Before it, 
they expend time and trouble in correcting deficiencies 
where they are corrigible and making the patient 
otherwise fit for his ordeal; but they teach him to 
look on it not as an ordeal but an incident which 
should be allowed to upset him as little as possible. 
They instruct him in the breathing and leg exercises 
that he must do as. soon as he is round from the 
anesthetic. On D-day minus one they allow him 
normal meals with plenty to drink, they let him open 
his bowels naturally, and they give him a’ good. 
night’s rest. After the operation he is told that he 
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may take any position in the bed he likes, that he 


may leave it to pass water and open his bowels, and 
that he should get up and walk as soon as he feels 


1. See leading article, Lancet, 1944, ii, 790. 

2. Leithauser, D. J. Early Ambulation and Related Procedures in 
Surgical Management, Springfield, Ill., ang. gonion; 1946. 

3. Powers, J. H. . Amer. med. ASS. 1944, 0 

4. Pocock, W.A., Kark, W. S. Afr. med. J. July 12, 1947, p. 473. 
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able to do so. Most men, when they realise that 
recumbency must be paid for in wasted muscles and 
prolonged convalescence, get up on the fourth or 
fifth day ; few do. so earlier of their own accord. < 
The real issue is whether it is better to encourage 
patients to get up early and allow them to choose 
their own time to do so, or to force them to get up on 
or soon after the day of the operation whether they 
like it or not. It is clear that the sooner a patient 
returns to his normal habits of posture and loco- 
motion the less will his morale suffer, the less will 
his muscles waste, the less will he risk pulmonary 
and cardiovascular complications. Two arguments 
‘only raise doubts about the wisdom of immediate 
ambulation. The first is that such a policy, while 
it favours the function of the body as a whole, denies 
rest to a recently injured part, the site of the operation. 
The early stages of healing by first intention demand 
the apposition of healthy surfaces, the sealing off of 
blood-vessels and lymph-channels, and the early 
bridging of the gap by fibroblasts. Any shearing 
strain will hinder these processes, will tend to prolong 
or start oozing of blood or lymph, and to that extent 
will favour wound infection. Pocock and Karx’s 
series show a remarkable freedom from such com- 
plications, and the 23 cases of wound sepsis-which they 
discuss in detail would have occurred with any form 
of treatment. Most surgeons, however, can remember 
_ instances where perfectly clean wounds have become 
infected, apparently as the result of too early a 
strain on the suture line ; after four days an incision 
should be safe. The second and more cogent argu- 
ment is that immediate ambulation is against nature. 
Patients develop a fanatical loyalty to those who 
. look after them. The cancer shark, brought to book, 
can always put in the witness-box a patient who, 
though she has secondaries that can be seen across 
the court and is clearly within a few weeks of death, 
will yet swear that she has been cured by him and 
now feels better than she has done for ten years. Even 
so will 90% of the patients of the immediate ambulator 
swear by his plan. But really they hate it. They 
have not the moral courage to stand out against the 
hot-gospelling of the massed bands of surgeons, 
sisters, and students, and the claque of decoy patients ; 
but they have not the slightest wish to get up, and 
left to their own inclinations they would lie back 
thankfully against the pillows until at least the fourth 


day. 
The Clinical Pathologist 
In these days of increasing specialisation the rise of 


the clinica] pathologist is an interesting phenomenon. 
Clinical pathology, in the words of the Association of 


Clinical Pathologists,1 ‘‘includes the application of - 


laboratory methods of all kinds—bacteriological, bio- 
chemical, hematological, and histological—to clinical 
problems.” Bacteriology and morbid anatomy have 
been separate fields of study for a generation or more. 
The application of chemical methods of investigation 
in medicine has so widened in the last twenty-five 


years that a separate biochemical laboratory has - 


become essential in every large hospital. Haematology 
is a slightly later growth, to which medicine, cytology, 
and physiological chemistry have all contributed. 
The normal process of subdivision of studies'was thus 


1. Lancet, Aug. 9, p. 219. 
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continuing, when there appeared on the scene the / 


clinical pathologist, bringing the techniques of all 
four ‘pathological laboratories to the bedside, 
sometimes undertaking the full care of patients as 
well. The new specialty thus combined several 
existing fields. A detailed history of this development, 
with some analysis of the factors that brought it 
about, would: be of great interest. Was it led by 


and — 


clinicians who strove to combine their clinical approach — 


with first-hand knowledge of laboratory methods, or 
by laboratory-trained. workers who wanted to come 
more closely to grips with bedside problems ? How 
far have clinical pathologists come to assume the full 
care of patients? If they have done so, was it 
because the physicians were too slow to grasp and use 
the newer methods of the laboratory, or for reasons 
of convenience in hospital or in practice ? How came 
it that the clinical pathologist undertook to combine 


‘the diverse techniques of all four laboratories, each 


already enough to occupy a group of specialists ? 
Was the coöperation—-the give-and-take of knowledge 
and advice—between physicians on the one hand and 
morbid anatomists, biochemists, and bacteriologists 
on the other so imperfect that the benefits of the 


laboratory in diagnosis and treatment could be brought 


to the patient only by the creation of a new genus 
of less highly differentiated specialist, who could 
approach the bedside in his own right and not 
merely by invitation ?. Or was it simply that morbid 
anatomists, biochemists, and bacteriologists were few 
and expensive, so that a demand arose in smaller 
hospitals for combination forms ? 


Answers to these questions would help us to see 


more clearly what the rôle of the clinical pathologists 
should be in the National Health Service and what 
therefore should be their selection and training. We 
outlined recently t the programme of training envis- 
aged by the Association of Clinical Pathologists, but 
without a clearer view of their.function in the general 
structure we hesitate to criticise it. To remark that 
three years of laboratory training cannot possibly 
make a man expert in all the four laboratory tech- 
niques is almost too obvious ; 
only for acquiring elementary routine methods, and 
an introduction to the four fields. We can point out, 
however, that while the programme allows six months, 
or perhaps a year, as a house-physician in a general 
medical ward, which is unquestionably sound, it also 


requires the acquisition of an M.D. or an M.R.C.P.- 


Now M.D. regulations vary so widely that no-one can 
generalise about them, but M.R.c.P.’s are not readily 
acquired by people who-have had only six to twelve 
months’ clinical experience—and properly should not 
be acquirable by those so green, however bright. 
This requirement suggests that the clinical patho- 
logists seek their recruits from the most forward of 
our budding physicians; which were well for a few 


of the leaders, but is hardly practicable for the ° 


majority of the more modest trainees, whose chief 
work will lie in the smaller hospitals and the outposts 
of the laboratory system. If, as seems likely, these 
four-in-one intermediaries between the’ pure labora- 
tory workers and the clinicians will constitute the 
majority of the clinical pathologists, the training 
should surely be adapted to their duties and capacities. 
It seems short-sighted to design an ideal training for 
future leaders of a specialty ; they can be relied on 


that time is enough > 
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to plan their own training, and, by virtue of the 
qualities: that will make them leaders, they wil- 
usually do it. in various and unexpected ways. 

In view of the uncertainty that must continue for 
some time yet about the rôle of clinical pathologists — 
in the National Health Service, the numbers required, “ 
and their relation to the specialists in the separate 
branches of their subject, the association seems wise 
in its decision to disapprove of the establishment of a 
pene of clinical pathologists at the present time. 


Cushing 


MASTER surgeon and inspirer of a surgical tradition, 
father of modern neurosurgery, experimental investi- 
gator, historian, and accomplished writer, HARVEY 
CUSHING made an enduring impression on medicine. 
He did this chiefly through his pupils and through his 
writings. His output of original work, and of observa- 
tions and conclusions from a rich experience, has 
rarely been surpassed ; yet his death in 1939, soon 
after his seventieth birthday, deprived us of more 
that. would have come. To complete the record, his 
biography has been eagerly awaited, and Professor 
Fuiton’s book! justifies expectations, affording 
further insight into the. character and dynamic 
personality which inspired so much affection and 


respect, and the qualities that made both for pre; . 


eminence in neurosurgery and for so much influence 
outside it. The method adopted is to let CusHING 
tell his own story through extracts from his letters 
and other writings, many of which would otherwise 
be inaccessible ; and their abundance may deter the 
casual reader by making the book longer than 
it would otherwise have been. But all who seek 
inspiration from the lives of great men will find here 
much to think'about. At this time of reorganisation, 
moreover, it is salutary to have the views of an 
outstanding individualist on such topics as the whole- 
time system (which he rejected), the appointment of 
specialists to general chairs, the harm done by saddling ` 
clinicians with administration, the value of experi- 
mental work apart from its results, and the tendency 
to produce specialists by too narrow a training. 

_ Cerebral surgery started in London, at the National 
Hospital, Queen Square, and Vicror HORSLEY, 
twelve years CUSHING’s senior, must always be 
regarded as its founder. But though Horsey had 
successes and made important innovations, he never 
broke away from the technique of general surgery, 
which is unsuited to the brain ; .and he later admitted, 
with commendable candour, that surgical technique 
was: lagging behind neurological diagnosis. CUSHING 
likewise encountered difficulties when he started work 
at the turn of the century ; but he had, in remarkable 
degree, the attributes needed by the surgical pioneer. 
His determination to succeed was strengthened by 
early associations, for as a young man he was fortunate 
in coming under the influence of the famous Big 
Four—WeEtLcH, OSLER, HALSTED, and KELLY—who 
had been called to the key chairs in the new Johns 
Hopkins Hospital. His training in general surgery 
continued for. several years after his course was set in 
neurological surgery, and from HALsTED he learned 
the slow and careful methods which he later applied 
so’ successfully to the brain. Again fate was kind 


1. Harvey Cushing. By JoHuHN F. FULTON. Oxford: Blackwell. 
1946. Pp. 754. 30s. 7 


CUSHING 


-work to brain tumours. 
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to him when, during his year of travel, he found 
himself in physiological laboratories in Berne, and — 
under SHERRINGTON in Liverpool, investigating, as it 
happened, the two basic problems of cerebral surgery 
—increased intracranial pressure and cerebral localisa- 
tion. On returning to Baltimore he kept alive the 
spirit of investigation by starting the Hunterian 
surgical laboratory at Johns Hopkins, and for ten 
years he himself did animal experiments. Experi- 
mental work developed, and was necessary to, his 


= inquiring mind, and it formed a guiding principle 


throughout his clinical career : every patient, he said, 
provided two questions—firstly what can be learnt ` 
from him, and secondly what can be done for him. 
With characteristic thoroughness he approached 
neurosurgery from every angle—physiological, patho- © 
logical, neurological, and surgical. Seeing the need 
for a new technique and for concentration of effort, 
he gave up general surgery and later restricted his 
The results he was able 
to show justified his perseverance, and established 
the need for pure specialism. And so it came about 
that cerebral surgery, 


FERRIER as an offshoot of neurology, began its main 
advance through the combination of neurologist and 


_ surgeon in one person, free to develop independently 


of the traditions of either. The fact that CUSHING 
had to rely on his own clinical diagnosis contributed 
much to his mastery of his subject; and in time 
he identified various. syndromes and repaid his debt 
to neurology by adding to what is now sometimes 
called surgical neurology. In acquiring much of this 
knowledge he was, of course, greatly helped by 
familiarity with living pathology, as seen at opera- 
tion, as well as by necropsies, which he always insisted 


on attending (and sometimes performing) to discover 


the reasons for his failures. 

It was a bold step for CusHina, when easier paths 
were open ‘to him, to enter a field which everyone 
thought unpromising except the optimistic HORSLEY. 
It was characteristic of his enterprising spirit. But 
without his quality of self-criticism (which made him a ` 
good investigator) he could not have crowned his work 
by reducing the operation mortality for brain tumours 
from nearly 100% to less than 10%. His leader- 
ship in neurosurgery was established by what he did ; 
nevertheless it was the way he did it, his thoroughness 
in all things, that accounts for much of his influence 
on surgery as a whole—an influence all the more 
remarkable because he was generally known for 
operating very slowly and carefully at a time when 
speed was still regarded as one of the principal attain- 
ments of a surgeon. The high standard of clinical . 
work fostered in those undertaking long hazardous 


‘operations, and the precise technique essential in 


dealing with vital structures, were impressed on his 
entire hospital staff through his example. Abhorring 
highér examinations, he believed only in apprentice- 
ship, and he was at times a hard master. But the 
men from his clinic, first at Johns Hopkins and then 


at the Peter Bent Brigham, have passed on his methods 


and ideas to succeeding generations all over the world. 

The evolution of neurosurgery, as outlined in this 
biography, illustrates the need for specialties as 
growing-points of medicine. Their independent deve- 
lopment facilitates clinical and technical advances, 


which had started at the © 
‘instigation of Huauiines Jackson and Davip 
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which in return are often adopted widely for the 
common good. CUSHING always insisted, however, 
that the freshness of these young branches must not 
obscure the primary function of general medicine 
and surgery, with its rôle of support and linkage, 
both in training and in treatment. The necessary 
balance in outlook is one that can be achieved only 
through inspired clinical leadership, not by administra- 
tion, and CUSHING’s own life is an example of that 
inspiration. He showed that the specialist can and 
should have an influence far beyond his own sphere, 
and should add to the strength of the parent stock, 
instead of taking it away. And incidentally his 
qualities of mind and heart made him what he always 
wanted to be—a good doctor to his patients. 


Annotations 


‘CARE OF THE CHILD AFTER POLIOMYELITIS 


WHEN children leave hospital after a bout of polio- 
myelitis, nicely booted and callipered, is there any more 
to be done? The parents can be told that there is a 
chance of further recovery of muscle power up to 18 
months after the onset of paralysis; and that, later on, 
an arthrodesis, transplantation of tendons, or sympa- 
thectomy may diminish the patient’s disability. It is 
also worth discussing how they themselves propose to 


treat the child in his daily life, for much depends on this.. 


It is sensible to guide a crippled child towards intel- 
lectual and artistic activities, but the over-ambitious 
parent should be reminded that, though her offspring 
may ‘become a Roosevelt, he can easily be strained 
beyond his capacity and be additionally disabled by 
anxiety ; or, particularly at a boarding-school, he may 
develop a disproportionate envy of his athletic colleagues 
which may haunt him beyond his schooldays. Physical 
recreation should be discussed with the parents, for it 
is common to meet crippled children, or adults crippled 
in early life, whose incapacity has never been questioned 
because of their outward appearance, so they finally 
do not know what they cannot do, what they are afraid 
to do, and what they have never acquired the habit of 
doing. Exercise also has important social and symbolic 
values, apart from its physical benefits, and there are 
dangers in a purely intellectual life. 

Many normal children feel insecure, and a lower-limb 
palsy may turn a phantasy of insecurity into reality. 
Confidence can be restored by games in which balance is 
controlled mainly by other muscles than those of the 
legs. Diving involves poise in the air by means of trunk 
and neck muscles. The legs are of minor importance, 
particularly in diving off a spring-board, and any child 
who can hop or jump a few inches can enjoy this sport. 
Bicycling in fairly flat country can be performed by a 
child with one or even half an active leg, provided that 
a light machine, with a three-speed gear and a fixed 
wheel, is used. Horse-riding, for those who can afford it, 
is more a matter of balance than of leg-grip and is 
within the capacity of many apparently disabled older 
children. The physical exercise of power is also missed 
unnecessarily by some of these children. If shoulder 
muscles are weak, a golf shot of fair length can still be 
made with wrists and forearms. Municipal golf-courses 
and artisans’ clubs are scattered over Britain, though 
more thickly in the north. Six or seven years is probably 
the best age for a child to learn to swim, but four-year- 
olds can be taught, even if their legs are paralysed. 
Leg action is essential in the breast-stroke but of minor 
importance in the crawl, and swimmers such as Arne Borg 
obtained nine-tenths of their propulsive power from 
the arms. An exertise suitable for those with one weak 
upper or lower limb is jujitsu. One of the principles of 
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this art is that the opponent, though rendered incapable 
of doing injury, should not himself be injured. Its 
moral value is considerable, and instructors can be 
found in clubs in most large towns. The overt aim in all 
these activities should be that of achievement rather 
than competition, for failure in competition is more 
likely to dishearten the partially paralysed than the fit. 

‘Esthetics must not be neglected. A case of polio- 
myelitis should be reviewed at intervals, when perhaps 
a walking-iron which was helpful and unobjectionable 
on rough fields may be discarded while going to school 
through town streets under the eye of other children. 
A night splint alone may be sufficient to prevent a drop- 
foot from contracting after the first year of the disease. 
An early promotion to long trousers can make a small 
boy the envy of his friends and hide a withered limb of 
which he is more conscious than he seems. A padded 
stocking or padded shoulders for a fourteen-year-old 
girl are more justifiable artifices than lipstick. One 
cannot dogmatise about individuals of different character 
who resemble one another only in having weakness of 
one or more muscle groups. But it may be said that 


.the mental effects of poliomyelitis often outweigh the 


physical and are no less amenable to prevention and 
treatment. . | 
DANGERS OF GLOVE POWDER 


TaLc granuloma is now a recognised late complication 
of operation wounds, though few surgeons would be 


, prepared to diagnose it clinically. A more serious result 


of contamination of the peritoneum with glove powder 


‘has been described by Roberts+—granuloma of the 


fallopian tubes, producing sterility. This disastrous 
result of an otherwise uncomplicated operation had not 
previously been recognised because the symptoms are 
not very severe and may take several years to appear ; 
and when the tubes are examined histologically the 
similarity to tuberculous granuloma is close enough to 
confuse the diagnosis. Several of the tubal lesions 
described by Roberts had previously been diagnosed as 
tuberculous, and only the detection of doubly refractive 
material in the sections revealed their true nature. 
Roberts has raised the question whether some cases 
diagnosed histologically as tuberculous endometritis may 
not also be silicious granuloma, since the tale may pass 
via the fimbriated ends of the fallopian tubes to the 
endometrium. 

The. long latent period between the original operation 
and the detection of the granulomata is well illustrated 
by the history of the seven cases reported by Roberts. © 
Each patient had had a previous appendicectomy. Two 
patients came under observation on account of swelling 


- of the scar, one 12 and the other 11 years after operation. 


The scars excised resembled keloids, and were nodular 
on section. Histologically the mass in- each case was 
composed of multiple follicles containing giant and 
endotheloid cells. Numerous small anisotropic particles 
were demonstrated with the polarising microscope. 
These were intimately related to the giant cells, which 
were in the main grouped around them, and their 
silicious nature was established by microchemical 
methods. The five other cases in Roberts's series all 
had granulomatous changes in the fallopian tubes, and 
histological examination revealed the same intimate 
relationship of anisotropic particles to giant cells, the 
particles sometimes being actually inside the cells. 
Appendicectomy had been performed in these cases 
2, 17, 10, 8, and 11 years before the pelvic operations. 
Only one of the patients had become pregnant after the 
appendix operation, and this single pregnancy had 
ended in abortion. All the women were married and 
were. apparently sterile. Their symptoms suggested a 
low-grade pelvic inflammation. 


1. Roberts, G. B.S. Brit. J. Surg. 1947, 34, 417. 


been looking for an efficient substitute. 


samples have proved completely sterile. 


. oven for 25 hours. 
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Further “evidence of the irritating effect of glove. 


powder on the peritoneum appears in the experimental 
work on. dogs done by Lee and Lehman ? in the. United 
States. Small quantities of powder from the surface of 


rubber gloves introduced into the peritoneal cavity - 


produced a violent peritoneal reaction with dense 
adhesions between the coils of gut. These writers think 
it dangerous to use tale on surgical gloves, so they have 
They have 
chosen a commercially prepared dusting powder derived 
from corn starch, which is ‘treated by physical and 


~ chemical means so that it no longer tends to agglutinate 


in the autoclave and thus lose its lubricating power, as 
do many other physiologically safe powders. The flow 


‘and fineness of the powder are unimpaired by auto- 


claving, and its complete absorption from the peritoneum 
has been proved experimentally. A brief clinical trial 
has demonstrated its practical efficiency, and autoclaved 
An alternative 
powder has been prepared by Correll and Wise? from 
gelatin flour. They have rendered the gelatin relatively 
insoluble in water and at thé same time amenable to 


‘proteolytic digestion in vitro by subjecting the finely 


ground flour to a temperature of 145°C in an electric 
The denatured powder has proved a 
satisfactory lubricant. 


toneal cavity of rats it produced no granulomata, and it 


. was completely. absorbed by the end of 4-5 weeks. 


Surgeons should be aware of-the potential dangers of 
tale powder and be willing to give a trial to substitutes. 
In the meantime surplus powder should be washed off 


the outside of gloves before operations begin ; nurses 


should ‘be careful not to load the finger tips with excess 
powder which may escape if the glove is punctured ; 
and if a puncture is suspected the gloves should certainly 


- be changed before the hand is used to manipulate the 


contents of the peritoneal cavity. 


CAUDAL ANALGESIA IN CHILDBIRTH 


To the obstetric anesthetist asked to assess the value 
of a new technique the fundamental question is—does 
the new method effectively relieve pain without increasing 


the risk to mother or child? This can be answered only 


by the statistical analysis of a large series of cases, and 
this has now been done for caudal analgesia‘ with 
‘ Metycaine,’ as introduced early in 1942 by Edwards 


-and Hingson.® Analgesia by this method can be started 


early in labour and maintained throughout delivery, and 
where necessary continued for postpartum repair. 

In 2516 deliveries conducted at the Philadelphia 
Lying-in Unit of the Pennsylvania Hospital caudal 
analgesia produced complete relief from pain in 90-4% 


of the mothers ; in only 5:3% was no alleviation obtained. - 
_ On the other hand, there was a drop in systolic blood- 


pressure of more than 25 mm. Hg in a third of the 
mothers. Whether this implies any added risk to mother 
or child can be determined ‘only from a controlled com- 
parison. Ideally, the control group should be drawn 


from a concurrent series of deliveries differing only in ` 


the method of analgesia employed. Since this was 
impracticable comparisons were made with a series of 
1024 cases delivered in the previous spring and summer. 
The two groups were very similar in all the main factors 


likely to influence maternal and child mortality—age, 


parity, previous health, and so on—and it was thought 
unlikely that time trends, such as seasonal swings in 
epidemic disease or new therapeutic advances, invali- 
dated the comparisons. The outlet forceps rate was 
rather higher among the caudal group (68%) than 
among the controls (56%), but less blood was lost and 
the incidence of pyrexia and subinvolution was lower in 
2. Lee, C. M., Lehman, E. P. Surg. Gynec. Coua 1047, 84, 689. 


3. Correll, J. T., Wise, E. C. Science, tl a 
lins D., Phillips, F. R., Oliver, D. S. Publ. Hlth Rep., 


5. Edwards, W. B., Hings 
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to 86%. 


on, R. A. Amer. J. Surg. 1942, 57, 459., 
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the group given caudal analgesia. Only 2: ‘5% of the 
infants in the caudal-analgesia group required respiratory 
stimulants, compared with 8:7% among the controls, 
whose mothers had usually received inhalational anes- 
thetics such as nitrous oxide and ether. 

The most striking finding was the reduction in | still. 
birth and neonatal (up to one week) death-rates : in the 
caudal-analgesia group the stillbirth-rate was 9-1 per 
1000 live births, compared with 24:8 per 1000 in the 
control group, while the neonatal death-rates were 11-5 
and 20-8 per 1000 live births. These differences could 
not be explained by any differing incidence of prema- 
turity—incidentally, caudal analgesia seemed less harmful 
to the premature infant—and they were. unlikely to have 
occurred by chance. The authors-of the report calculate 
that the employment of this method in all deliveries in 
the United States with the same results would halve the 
present annual loss of 125,000 viable infants! It would, 
of course, be impracticable to use caudal analgesia for | 
domiciliary confinements, but this careful and compre- 
hensive American account should be seen by all concerned 
with lessening the pain and hazard of labour conducted 
in hospital or maternity home. 
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CONVALESCENT HOMES _ 


UNDER the National Health Service Act the definition 
of a hospital includes “ any institution for the reception 
and treatment of persons during convalescence or persons 
requiring medical rehabilitation.” . This is a very wide | 
definition and,there has been much speculation on how 
it would be construed, especially in relation to con- 
valescent homes. 

It is now ee that the homes ‘owed and 
managed by the Birmingham Hospitals Saturday Fund 
have, with one exception, been excluded from the 
operation of the Act. The criterion has been the amount 
of treatment given, and apparently the Minister has — 
decided that these homes do not give enough to warrant 
their inclusion in the National Health Service: All of 
them have a matron and an assistant matron who are 
State-registered nurses, and some of them have a few 
assistant nurses as well; but the Birmingham Hospital 
Saturday Fund argued that these are really administra- _ 
tive staff. Their nursing qualifications are required, 


only in an occasional emergency such as an accident . 


or an unexpected relapse, and in either of these events 
the patient is much in the same position as an ordinary 
member of the public, being nursed in the home if the 
illness is trivial or sent to hospital if it is serious: the 
staff of the homes do not undertake any serious treatment. 
Again, though the homes. have an honorary medical 


_ officer, who is available if required, he is more comparable 


to the family doctor than to the resident physician in ~ 
a hospital. 

“This decision will be of great interest to all those 
responsible for the management of convalescent homes. ` 


CLINICAL CYANOSIS 


THE clinical assessment of the degree of cyanosis is 
notoriously difficult, even to the observer with an artistic 
eye, and the clinical detection of slight cyanosis is no 
easier. According to Lundsgaard and Van Slyke,} 
cyanosis will not be detectable until 5 g. of reduced 
hemoglobin is present in 100 ml. of capillary blood, 
which corresponds to an arterial oxygen saturation of 
80% Stadie,2 however, found that the correlation 
between arterial oxygen saturation and clinical assess- 
ments of cyanosis varied considerably. For instance, in 
12 patients with ‘‘ moderate cyanosis’”’ the saturation 
ranged from 65% to 91%, while in 12 patients with 
“ marked cyanosis” the saturation ranged from 56% 
Comroe and Botelho ? have now measured the 
1. Lundsgaard, C., Van Slyke, D. D. Medicine, Baltimore, 1923, 2,1. 


2. Stadie, W. C J. exp. Med. 1919, 30, 215. 
3. Comroe, J. H., Botelho, S. Amer. J. med. Sci. 1947, 214, 1. 
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highest arterial oxygen saturation at which 127 observers 
(105 medical. students and 22 physicians) could detect 
cyanosis in 20 healthy young men. Each experiment 
lasted for half an hour, during which time the subject 
Was m different concentrations of oxygen to breathe 
(100%, 12%, 10%, 8%; and room air). The observers 
were unaware when the alterations were made, and they 
were asked to note every half-minute whether the 
subject’s colour was ‘“‘ normal,” “ slightly or questionably 
cyanotic,” or ‘‘ definitely cyanotic.’ The results are 
interesting in more ways than one. When the arterial 
oxygen saturation was 96-100 Zo» a quarter of the 
diagnoses -were “ slight cyanosis”; and a quarter of 
the students and an eighth of the physicians also noted 
slight cyanosis when the arterial oxygen saturation was 
reduced to 71-75%. At a saturation of 81-84% about 
half the observers diagnosed ‘‘ definite cyanosis.” Indi- 
vidual observers varied fairly widely in the saturations at 
. which they noted definite cyanosis in consecutive trials 
on the same subject, and there were differences of opinion 
in simultaneous assessments by different observers of 
one subject. For instance, in one subject ‘“‘ definite 
cyanosis ” was diagnosed by one physician when the 
arterial oxygen saturation was 94%, whereas another 
physician did not make this diagnosis until the saturation 
had fallen to 71%. The observers who participated 
in many experiments were no more consistent than those 
who took part in only two, and “ the physicians as a 
group were no more consistent or able observers than 
were the inexperienced students.” 
Arterial anoxzemia is the indication for the adminis- 
tration of oxygen, and it is clear that wherever possible 
this invaluable and often life-saving procedure should 
be carefully controlled by estimations of the arterial 
oxygen level, bearing in mind that high concentrations can 
be dangerous. This does not, however, mean that oxygen 
should be withheld simply because there is no laboratory 
handy. The sound rule is: when in doubt give oxygen. 


THE PRACTITIONER’S RESPONSIBILITY 

THE annual report of the Medical Defence Union,’ 
presented to the annual meeting last Wednesday, 
reminds members of many old and some new risks to 
_ which they may be exposed in their daily work. It 
` emphasises the significance of the High Court decision 
in the case of Dodd v. Wilson. In 1945 a firm marketing 
drugs urged veterinary surgeons to use one of their 
preparations, described as corynebacterium toxoid, in 
the treatment of summer mastitis in dairy cattle; and 
assurances were given by the managing director that this 
toxoid was harmless. Two dairy herds were inoculated 
by veterinary surgeons, and 60 cows subsequently 


became seriously ill. The farmers sued the veterinary. 


surgeons, who joined as co-defendants the suppliers of 
the toxoid; and they in their turn joined the manu- 
. facturers. Mr. Justice Hallett said that if the veterinary 
surgeons had recommended the toxoid, supplied it, charged 
` for it, and left the farmers to administer it they would 
undoubtedly have been liable. If they had rendered 
a bill charging for the toxoid and for their services as 
separate items they would also have been liable. 
judge did not see how their liability was diminished 
by their having themselves. injected the toxoid. He 
maintained that there was an implied condition in the 


contract between the two parties that the substance. 


to be used for inoculation should be reasonably fit for 
the purpose. This condition, he observed, had not been 
met; and the farmer could therefore recover damages 
from the veterinary surgeons, the veterinary surgeons 
could recover from the suppliers, and the suppliers 
from the manufacturers. ‘‘ A proposal,” concludes the 
report, ‘“‘ has been made that a form of disclaimer of 
4. Comroe, J. H., Dripps, R. D., Dumke, P. R., Deming, M. J. Amer. 
med. Ass. 1945, 128, 710 (see Lancet, 1945, i, 137) 


5. Annual report. for 1946-47. . From the offices of the union at 49, 
Bedford Square, London, W.C.L. 
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warranty would afford TE to practitione TS, ‘but 


this would be impracticable and cumbersome and cannot 
be seriously considered as a remedy for the new state 
of affairs that appears to exist.” 


During the past year 1872 new members have joined Í 


the Medical Defence Union, bringing the total membership 
to 31,002, and the council has now decided to recommend 
the extension of protection to members overseas and 
the opening of membership to dental practitioners at 
home or abroad. 


` ISOTOPES FOR MEDICAL RESEARCH 
THE supplies of radio-active isotopes for research work 
in this country have hitherto been depressingly small. 
Progress with our own atomic piles, 
ones sufficient for the production. of isotopes, has so far 


even the smal . 


been slow, though Prof. J. D. Cockcroft! told the . 


British Association on Aug. 28 that a small graphite 
pile, which would be used for basic measurements in 
nuclear physics, has now been finished at Harwell, and 
a higher-power graphite pile, operated at about 1800 kw., 
is being built there. The larger of these two will ultimately 


produce radio-active isotopes. The reasons why we have ` 


not been getting isotopes from the U.S.A. 
be mainly political and not economic. 
in Britain will gratefully welcome President Truman’s 
announcement on Sept. 3 that the U.S. government is 
to allow all countries to draw on their supplies of isotopes 
for medical and biological purposes. The Medical 
Research Council will presumably have to persuade 
the Treasury to release some dollars for this important 
purpose. There should then be a simple mechanism— 
not involving elaborate proposals—by which workers 
who need isotopes for tracer studies or therapeutic 
purposes can obtain them. Since some of the more useful 
isotopes, such as radio-phosphorus, are short-lived, 
they must be obtainable, especially for treatment, on 
demand. | 

The first shipment under this generous offer was made 
on Sept. 5, when 20 millicuries of P}, was despatched 


are said to 


by the Isotopes Branch, U.S. Atomic Energy Commission, 


of Oak Ridge, Tennessee, to the Australian consul- 
general at San Francisco for delivery by air to Melbourne. 


Governments whose research-workers require isotopes 
must nominate a representative in the United States 


to undertake payment and receive shipments. 


INTERNATIONAL SURGICAL CONGRESS 

Tue congress of the International Society of Surgery 
which opened in London this week ‘is the 12th to be held 
since the society was founded in 1902. Normally they 
are triennial, but this is the first since 1938, when the 
society met.in Brussels. The lapse of so many painful 
years gives added warmth to the welcome which the 
profession in this country gives to the new president, 
Dr. Léopold Mayer of Brussels, and our other colleagues 
who have come from abroad. H.M. the King, as patron, 


sent a message of good wishes which was read at the ` 


inaugural session on Monday, when Sir Alfred Webb- 


Johnson, P.R.C.S., opened the congress. At the same 
session Dr. Mayer addressed the delegates, and in the 
evening he held a reception at the Savoy Hotel. Among 


the many distinguished visitors we are glad to see the 
president of the 1938 congress, Prof. Rudolph Matas, 
who at the age of 87 has flown to London from New 
Orleans. | 


THE INDEX and title-page to Vol. I, 1947, which was 
completed with THE LANCET of June 28, is published 
with our present issue. A copy will be sent gratis 
to subscribers on receipt of a postcard addressed to 


the Manager of THE LANCET, 7, Adam Street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive indexes, regularly as published 


should do so now. 


x .1. Times, Aug. 29, p. 2. 
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“INTERNATIONAL CONFERENCE OF PHYSICIANS 


ON Sept. 10 a dinner was held at Guildhall by as 
Royal College of Physicians for the delegates of the 
conference.. Mr.. CHURCHILL was the guest of honour, 
and in proposing the toast of The Medical Profession he 
warmly ome our foreign friends back to the banks 
of the Thames. =~ 


. MR. CHURCHILL’S SPEECH 


"a We are proud,” he said, “to do our best to entertain 
you in the City of London amid the ruins we have 
not yet been able to repair and in this ancient hall 


which bears in every aspect the scars of honourable 


and .victorious conflict. What a fearful journey we have 
all made since the meeting of the congress of physicians 
in London in 1913, and what a contrast is the shattered 
world of today to the hopeful but already anxious society 
of men and of nations which then represented our national 
and international life. And what a change we have in 
all the doubts and the confusions of the present time 
from the glittering structure of society which in so 
many lands had been built up in the course of centuries 
by so much toil and skill.” 


He recalled that in 1913 Lord Morley and Sir Edward 
.Grey spoke of the advance in science with unquestioning 
faith in ità wholly beneficent action. But today when 
mankind had. got hold of the most terrible agencies of 
destruction, and when many of its ablest and most 
brilliant. minds were working night and day on -the 
means of annihilation of the human race—or such 


| pornon of it as they might be temporarily opposed to 


‘a certain amount of discrimination must be mingled 
with our satisfaction at our triumphs over nature and of 
our piercing of her secrets.” 


“But tonight,” -he continued, “all our thoughts are 
turned to healing and not to destruction, and we can 
—unfeignedly and unreservedly rejoice at the progress of 
medicine and (if I may mention it here) of its close and 
friendly compahion surgery.” Owing to the forces of 


war medical science and surgical art had advanced . 


unceasingly hand in hand. The inventive genius of man- 
_ kind was stirred and spurred by suffering and emergency, 
and in the years of war the discoveries and applications 
of healing had stood forth with all the more brilliance 
against a dark and hideous background of hatred and 
chaos. The miseries of the population had given members 
of the medical profession unexampled opportunities of 
rendering service to their fellow mortals, and science, 
in many spheres so baleful, offered an ever-brightening 
outlook for the toil and devotion of those who followed 
the practice of medicine. There was no profession 
in which its members could feel a greater or deeper 
conviction of duty of lasting value to be done or a 
higher confidence in an expanding future. 
= Mr. Churchill had indeed felt from time to time that 
there ought to be a hagiology of medical science and 
that we ought to have saints’ days to mark the great 
' discoveries which have been made for all mankind. 
_“ Nature, like many of our modern statesmen, is prodigal 
of pain; and I should like to find a day when we can 
/ make holiday, ` a day of jubilation, when we can fête good 
St. Anssthesia—or chaste and pure St. Antisepsis. 
' I would not venture in any company so distinguished as 
this to pretend to any qualifications to judge who 
should: figure in this list, but if I had a vote I should 
. feel bound to celebrate among others St. Penicillin and 
St. M. & B., both invaluable figures to whom I was 
introduced during the war in good time by Lord Moran, 
and but for whose benediction I might be regarding your 
present troubles, if not otherwise preoceupied, from a 
more serene spners 


It seemed to him that the medical profession had 
endless worlds to conquer. An eminent American 
freethinker on being asked how he would have made the 
world different if he had been God had replied: I should 
have made health infectious instead of disease. ‘‘ I throw 
this out,” said Mr. Churchill, “ as a constructive sugges- 
tion—we are always asked in these days for constructive 


suggestions—as an alternative programme for your _ 
At any rate it would be a great 


future activities. 
reform in politics if wisdom could be made to spread 
as easily and as rapidly as folly.” Lord Moran had 
suggested for his discourse a comparison of the pro- 


fessions of medicine and politics, but “‘ medicfne requires `. 


the study and experience of a life-time, while everyone 


in a free country as part of his birthright knows all about | 


politics after leaving the infant school, and on every 
occasion when he is released from the asylum.” Finally 


‘Mr. Churchill urged the company to go forward with — 


ever brighter prospects and more fearful weapons 


against the sufferings and weaknesses which afflict ns 


here below, and with the “ greatest sense of. honour ” 


he proposed the health of The Medical Profession coupled. 
with the name of Lord Moran. 


LORD MORAN’S REPLY 


‘It was, as Lord Moran pointed out in his reply, . 


fitting that a toast addressed to 29 nations should be 
introduced by Mr. Churchill, for he was enthroned in 
the hearts of half the world. ‘‘ As you know,” Lord 
Moran continued, ‘ Mr. Churchill is a fellow of the 
, Royal College of Surgeons (in medicine we have a rather 
higher standard). And listening to his rather agnostic 
remarks about the infallibility of science I asked myself 
at once whether Mr. Churchill possessed the scientific 
mind without which no-one is admitted to the fellowship. 
What are the criteria? On a certain lower level prac- 
titioners of science have much in common, but on the 


highest level where thought becomes creative, where | 


talent is touched with genius, I think: the scientific 
mind is marked by two qualities: first it is blessed by 
its fertility of ideas, and secondly it is restless with an 
insatiable curiosity. If these two qualities are really 
essential to the creative mind Mr. 
qualified to be a fellow of the Royal Society.” 


As a patient, Lord Moran added with feeling, Mr. 
Churchill was inquisitive. In medical matters he liked 
to think out everything for himself, and therefore he 


knew more about it than any mere apothecary. But — 


was he exceptional in this as in so many other matters ? 
Lord Moran was doubtful whether the Government, for 
instance, got all the help they might from the knowledge 
and experience of the profession. When the Cabinet 
were in need of legal advice they turned to the law 
officers of the Crewn or the Lord Chanéellor; when 
they were in financial difficulties the governor of the 
Bank of England hurried to their elbow. But when 
Ministers were at a loss in some matter affecting the 
health of the people they adopted a different procedure : 
they sought advice from a committee of 30 or 40 people, 
such as the Negotiating Committee. He could not see 
the Governmént turning for advice on financial or legal 
matters to a committee of 30 or 40. Again the 
public had always acclaimed triumphs in arms, while 
greeting with comparative indifference the achieve- 
ments of the healing art. 
alone had saved more lives than had been ORN in all 
our battles. 


As a doctor, he had aauahe. & EEA for the 
social misfortunes of our times, and he found himself 


in agreement with Pascal that most of the evils of life 


Churchill is well . 


Yet Lister by his work l 


“¢ 
. 
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arise from man’s inability to sit still in a room. Thought 
was still the prerequisite to sound action. Ages of 
sedentary thinking men had done what had been worth 
doing in the world, and he regretted that owing to the 
increasing tyranny of routine leisure had gone out of the 
lives of men in the learned professions, so that they 


were in danger of losing their culture. Sir John Bland- 
Sutton had once said, ‘‘I divided my life into three 
parts: in the first I learned my profession, in the second ` 
I taught it, in the third I enjoy it.” Life was not long, . 
and men should make a truce with the busy world 
while they were still in it. 


Scientific Discussions 


SURGERY OF CONGENITAL HEART DISEASES 
The pediatric and cardiological sections met jointly 
on Sept. 9, with Sir MAURICE CASSIDY and Sir LEONARD 
PARSONS as chairmen. | 
Dr. Hreten Taussic (U.S.A.) spoke on cyanosis in 
relation to pulmonary stenosis.. Most cases possessing 


these features show the Fallot tetralogy, and it~ is 


important to distinguish this group from the Eisenmenger 
type in which there is a good pulmonary blood-flow 
but still persistent cyanosis. The degrees of pulmonary 
stenosis found’ in these lesions vary from complete 


_ atresia, which requires a patent ductus arteriosus for 


maintenance of life, to an indefinitely formed narrowing. 
The children suffering from this complaint àre persistently 
cyanosed, and to help their breathing they squat on 
their heels with the knees thrown forward. The systolic 


`- murmur associated with the condition is produced by 


the stenosis and not by overriding of the aorta on the 
interventricular septum. The radiological picture is 
fairly characteristic with marked concavity of the heart 
shadow in the region of the pulmonary conus. The 


heart is seldom enlarged and may even be small. The 


lung fields remain clear; there is no pulmonary con- 
gestion ; and pulsation at the hilum is absent. A right- 


sided aorta is found in nearly a quarter of all the examples p 


of the Fallot tetralogy. 

The essential of any operation, Dr. Taussig said, is 
to direct systemic arterial: blood into the pulmonary 
artery, so, that an adequate proportion of the blood- 
stream is oxygenated. Operation should be undertaken 


only if lung circulation is inadequate and if the systemic 


and pulmonary arteries can be used for or adapted to 
the anastomosis; also the size and structure of the 


heart must be such that it can adjust itself to the 


altered circulation. | 
Prof. A. BLatock (U.S. A.) said that the approach to 


~ the great vessels is made through the 8rd right interspace 


anteriorly and the pulmonary artery is dissected free. 
The mediastinum is then opened and the innominate 
artery is dissected and controlled proximally with a clamp. 
Next the subclavian branch is divided as high as possible 
and turned down to lie in position against the superior 
aspect of the pulmonary artery.. Then into this vessel 


a transverse opening is made and an anastomosis is 


formed.’ On’ releasing the clamps the systemic blood 
can enter’ along the pulmonary artery both ways, and 
this type: of anastomosis should be preferred to an 
end:to-end’ one, in which the new channel could only 
direct blood into‘one lung. The effects of the operation 
have proved‘ dramatic, particularly in children between 
the ages of 3‘and 9 years; in the course of 474 cases 
the mortality was surprisingly low, and almost three- 
quarters: of the patients could be claimed as excellent 
results. ' ‘Physical and mental improvement was apparent 
almost immediately. 

Dr. J.:-W. ‘BROWN (Grimsby) described many of the 
types of lesion encountered in patients with a pulmonary 
stenosis and illustrated: other instances of persistent 


cyanosis which were not necessarily due to pulmonary 


stenosis.' ‘Abnormalities ofthe aortic ring may lead to 
cyanosis, and in doubtful cases it is important to use 


-all specialised forms of investigation. 


Dr. C. CRAFOORD (Sweden) said that coarctation of 


the aorta.is probably much .commoner than has been 


supposed. The diagnosis depends on 2 most careful 
study of all the features of the condition, which are 
mainly referred to as hypertension above the stricture 
and hypotension below the narrowing. It is estimated 
that a quarter of the patients die before the age of 20, 
and half before 40; so a definite case can be made 
for operation in the young. Oscillography is very 
valuable in determining the blood-pressure of the limbs, 
and angiocardiography may help in locating and con- 
firming the site of the stricture. On radiography the 
absence of the aortic knuckle may be noted and also a 
large curving of the aorta to the right. Dilatation of 
the left subclavian artery may give a curve to the 
upper mediastinum. Two other features are indentation 
by the aorta and subclavian artery of the esophagus 
when observed with a barium swallow. Also, owing to. 
the extreme tortuosity and dilatation of the collateral 
intercostal vessels, erosion of the ribs is often seen. 
Crafoord’s operation, which he has performed on 22 
occasions, is based on the fact that the aorta can be 
clamped for a period up to half an hour, so long as an 
adequate cerebral circulation is maintained. The aorta 


is isolated, and after controlling the necessary vessels 


the stricture is excised and the ends brought together | 
by direct suture. ` 

Dr. Crafoord also deseribed his experience with 101 
occlusions of the ductus arteriosus in which his mortality 
was 2% and in which nearly all the cases were straight- 
forward as regards diagnosis. Ligature technique was- 
applied in 69 instances and actual division of the ductus 
with suture of the cut ends in 32. If recanalisation is 
to be avoided, careful selection should be made between- 
those cases in which division is required and those in 
which ligature will suffice. 

Dr. A. RAE GILCHRIST (Edinburgh) based his remarks 
on a study of 70 cases of patent ductus arteriosus. 
Fluoroscopy is important; it usually shows a faster 
and more vigorous heart than normal, and though the 
so-called ‘“‘ hilar dance ’’ is less common than supposed 
there is a definite “ hilar fling ” in the aortic and pulmo- 
nary region. He felt that all cases in childhood ‘should 
be submitted to operation unless there is any special 
‘reason to the contrary, but suggested waiting until 7 or 8 
years of age, because the ductus may close spontaneously 
about that time. The general improvement after 
operation is remarkable. 

Mr. O. S. TUBBS gave his experience with 33 cases 
of patent ductus arteriosus. Some. deaths had been 
occasioned, but these were mostly in patients with. 
infective endarteritis in the days before on Was. 
freely available. 

Mr. HOLMES SELLORS, having operated on 46 cases of: 
patent ductus arteriosus, suggested that while most cases 
present a straightforward clinical picture there may. 
sometimes be an associated lesion, which may account 
for some of the persistent murmurs otherwise attributed. 
to recanalisation. He recommended use of the stetho- 
scope directly on the heart during operation. The value 
of kymography in diagnosis was also discussed. 

Among speakers -in the discussion, Prof. CRIGHTON 
BRAMWELL (Manchester) spoke on the expectancy of 
life in cases of coarctation of the aorta. Many of his 
patients were. over 30 and he debated whether operation 
should be recommended for patients much over this age. 
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` Mr. Price THomas recorded 4 operations on coarctation of 
the aorta, and Dr. MAURICE CAMPBELL referred to a° 


gradual ascent of blood-pressure in this condition with 
increase of age. =< 


= INFECTIVE HEPATITIS 


The section of general medicine met on Sept. 11, with 
Lord. Moran in the chair. 

Dr. A. M. McFaruan (Cambridge) said that infective 
hepatitis could be identified in the writings of Hippocrates. 
Records of epidemics have attracted attention in many 
countries since 1745; and the disease was almost 
pandemic during the first and second world wars. 

Mortality statistics. are a poor guide to prevalence, 
owing to the low fatality-rate—about 0-2%. In Denmark, 
where the- condition has been notifiable for the past 


twenty years, there was a slow rise of incidence from’ 


1928 to a peak in 1933-34, and another slow rise to a 
peak in 1944. These long-term trends are superimposed 
on the seasonal trend with a low level in summer and a 
peak in winter, in parallel with the trends of diphtheria 
and scarlet fever. 

Statistics from eastern England and elsewhere indicate 
that the age-group most affected is 5-15 years, with a 
low rate below 5 and a decreasing rate above 15 years. 
Attack-rates in village epidemics are usually higher than 
in urban épidemics ; and the peak incidence is in an 
older age-group (10-15) in villages than in towns (5-10). 
This suggests an immunisation of town children; and 
there are indications of a low endemic prevalence in 


many towns. Immunity is usually conferred by a frank- 
icteric attack, and probably also by anicteric or sub- 


clinical attacks. Civilian epidemics have as a rule 
extended over 4-6 months; and the slow rise and fall 
or the straggling succession of cases suggests a relatively 
long incubation period; Okell and Pickles and many 
others have shown this period to be 25-35 days. The 
slow evolution of epidemics also suggests that spread 
is mainly by contact; and this surmise has been con- 
firmed in field investigations, where histories of case-to- 
case infection have been obtained in half or more of 
epidemic cases. Even in the more explosive outbreaks 
sometimes observed in villages contact is the probable 
mode of spread. Anicteric cases and carriers seem to be 
involved in the spread. 

The early stages of epidemics in institutions have been 
associated with upper respiratory infections and with 
measles.; this, together with the seasonal incidence, 
Flies can 


epidemics.. Water-borne epidemics have not been 
encountered ; and the few examples reported suggest 
that they occur only when drinking-water has been 
heavily polluted with infected fæces. The epidemiological 
evidence thus points to contact as the usual mode of 
spread; droplets or pharyngeal secretions may be 
sources of infection, as well as fæces, which have been 
shown to contain an infective agent. ° 

Homologous serum hepatitis differs from infective 
hepatitis- in several ways: the age-incidence does not 
fall off during adult. life ; the incubation is longer, being 
usually 2-3 months or more; and an attack does 
not confer immunity to infective hepatitis. Clinically, 
differentiation between the two is impossible. 

Prof. J. H. DIBLE recalled that only since the start of 
the late war, when a liver-biopsy technique was intro- 


duced, has the pathology of hepatitis been surely estab- 


lished. Histological examination shows necrosis of cells 
round the central vein of the lobule; some cells are 


- Jost, some swollen, some devoid of nuclei, and some bile- 


stained ; there is general dissolution at the centre of the 


lobule, with less change towards the periphery. There 


is also round-cell infiltration of the portal tract. 
reticular framework is well preserved. 


The 
Intranuclear 


-~ months after onset. 


inclusions may be found ; but these are to be seen in 
association with other conditions, and are probably not | 
significant. Mitotic division is unexpectedly absent ; 
but appearances sometimes suggest amitotic division. - 
The normal histological picture may be restored quickly, 
even where the lesion is severe. At times the outstanding 
feature is cellular infiltration of the portal tracts; to 
this picture Professor Dible gives the name “ zonal 
infiltration.” He suggests that the pathological basis of 
the jaundice is the gross alteration of the anatomical 
relationships in the lobule ; but the presence of bile thrombi 
in the finer interlobular canaliculi is evidence of an 
obstructive element. | 
Acute hepatitis may proceed to acute atrophy and 
death; to subacute atrophy, and death or nodular 
hyperplasia and cirrhosis; to residual fibrosis; or to 
complete restoration and recovery. There is no histo- 
logical distinction between the various forms of hepatitis ; 
the one lesion to be distinguished from hepatitis by 
biopsy is obstructive jaundice ; and to the experienced 
pathologist this ‘distinction is always clear. l 
‘Dr. F. O. MacCaALLU™M proposed that the virus giving 
rise to epidemic hepatitis should be known as “ hepatitis 
virus A,’ and that giving rise tọ homologous serum 
jaundice as “‘ hepatitis virus B.’’ Unfortunately no 
successful experimental animal has been found. Human- 
transmission experiments carried out by Dr. MacCallum . 
have shown the virus to be present in the fæces in the 
acute phase ; but there is no evidence of its presence at 
this stage in the nasopharynx. While with virus A the 
organism is absent from the nasopharynx and present 


in the fæces, urine, and serum, with virus-B infections it 


is present in the nasopharynx and absent from feces 
and serum (the presence of virus B in the urine has not been 
investigated). The hepatitis arising from arsenotherapy 
may possibly be caused by either virus A or virus B. 

Dr. M. JERSILD (Denmark) described a new and 
malignant type of hepatitis which has appeared within 
the last few years in Denmark. The patient is usually a 
middle-aged or elderly woman, whose first complaints, 
for two months or so, are anorexia and lassitude ; then 
nausea and vomiting develop, and later jaundice appears.. 
There may be an influenza-like illness at the onset, with 
fever and sometimes diarrhea ; but fever is not much in 
evidence during the rest of the illness. At any time the 
patient may have abdominal pain, either as a sense of 
oppression across the epigastrium or as an intense pain 
under the right costal margin. Icterus is often only 
moderate, and it may recede when the patient is rested 
in bed; but this does not affect the prognosis. Five or 
six months after the onset ascites, cdema, and ecchy- 
moses appear; and hepatic coma supervenes 10-12 
Macroscopically the liver is seen ‘to 
be reduced to about half the normal size ; on its surface 
islands of normal tissue project between areas of degenera- . 
tioa. The mortality-rate is 80%. ne a 

The long pre-icteric stage, the chronic progressive 
course, and the selectivity for women of a certain age- 
group (98% of cases are found in women) mark this as 
a different entity from other forms of hepatitis; and 
its occurrence at and after the menopause provokes 
speculation on the possible réle of sex hormones in its 
etiology. l 

Dr. E. R. CULLINAN spoke'of his experience in the 
Middle East during the war. In epidemics immediate 
diagnosis is possible only for those familiar with the 
symptoms; and the outstanding early symptom is 


` anorexia, which was reported by 93% of patients ; 


malaise and fever are among the other early manifesta- 
tions. Patients were fit for duty 4-5 weeks after their 
urine became free of bile; and though they might feel 
unwell for some months there was little evidence among 
them of chronic hepatitis. The mortality-rate was low 
—about 0-2%—but about 5% had a second attack, 
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which may have been due to reinfection. Infective hepa- 
titis without jaundice was rarely seen—in only 3:6% of 
cases. In December, 1942, the disease cost some regiments 
9% of their personnel and up to 33% of their officers. 

Other epidemiological observations were: racial 
susceptibility varied ; in the British Army officers were 
affected 41/, times more often than other ranks; one 
attack did not confer lasting immunity ; and the disease 
was infectious in the pre-icteric stage. No conditioning 
factor emerged as universally important; and contact 
-giving rise to infection might be brief and casual. The 
epidemiological puzzle, concluded Dr. Cullinan, remains 
unsolved. 

Dr. W. N. PICKLES (Aysgarth) expressed his conviction 
that infective hepatitis has long prevailed in country 
districts ; seventy years ago, in the Wensleydale district 
of Yorkshire, a man who otherwise practised as a cas- 
trator was principally known for his work as a jaundice- 
doctor; this suggests that the disease must have been 
fairly common. From cases observed in 1910 and: again 
since 1929 Dr. Pickles has concluded that spread As 
usually by droplets. 
= Dr. G. M. FINDLAY reported his experience in West 
Africa, where two major outbreaks were studied—one 
in) 1928 and the second in 1944. The greater mortality- 
rate in West Africans than in Europeans may perhaps 

_be associated with the West African’s poorer nutrition ; 
in more than half of those dying from any cause there is 
- some indication of cirrhosis. ‘‘ Homologous serum 
hepatitis” is an incorrect title, since infection may arise 
from the blood-cells. The . classification proposed by 
Dr. Findlay is: (1) infective hepatitis ; and (2) hematic 
hepatitis, (a) human and (b) equine.. 
- Dr. SHEILA SHERLOCK has during the last five years 
_ seen 9 cases of cirrhosis develop after acute hepatitis. 
The patients may be divided into three groups: 
-~ 1. With no symptoms. The biochemistry is normal. In the 
‘liver fibrosis is seen with destruction of the normal 
architecture. 
2. With symptoms of portal hypertension. 
3. With symptoms of liver-cell failure. 
Dr. LÁszLÉ FRIEDRICH (Hungary) described a modifi- 
cation of the liver-puncture - technique, employing a 
special needle and ‘ Citostat,’ a thrombin preparation. 
- The needle has a double lumen, one narrow and holding a 
thin wire, and the other wider. After aspiration through 
the wider lumen the wire is withdrawn and citostat 
solution injected through the narrow one. 


CONNEXIONS AND FUNCTIONS OF 
FRONTAL LOBES 


On Sept. 12, with Dr. GORDON HOLMES, F.R.S., in the 

chair, the sections of neurology and psychiatry held a 
joint discussion. 
- Prof. W. E. LE Gros CLARK, F.R.S. (Oxford), described 
the anatomical connexions of the frontal lobe, which 
for present purposes he took to be that part of the 
cerebral cortex anterior to the premotor cortex. Though 
the frontal cortex is commonly regarded as an “ associa- 
tion area,” a large part of it is now known to be a 
receptive or projection area. The dorsomedial. nucleus 
of the thalamus in man projects to most areas in the 
‘frontal lobe, while the nucleus submedius sends fibres 
to area 8. Further the dorsomedial nucleus is essentially 
a relay station for the transmission of impulses which 
have their origin in the hypothalamus. There are also 
direct efferent connexions from the frontal lobe to the 
hypothalamus. 

The cingulate-gyrus region receives hypothalamic 
‘ connexions from the mammillary body via the anterior 
nucleus of the thalamus, and the mammillary body 
receives the whole of the efferent tract from the hippo- 
campus. No long association tracts conduct forwards 
from the parietal and occipital lobes to the frontal lobe. 


‘ 
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Two long association tracts, however, pass backwards, 


* one from area 8 to area 18 in the occipital lobe, and 


the other from the orbital aspect of the frontal lobe to 
the temporal lobe (uncinate fasciculus). 


Turning to the frontal efferent connexions with 


subcortical centres, Prof. Le Gros Clark said that. the | 


corticostriate fibres originating in areas 8 and 24 form 
an important part of the system of descending connexions 
between suppressor areas of the cortex and the caudate 
nucleus.. 

Dr. W. Ruitcaig Russert (Oxford) recalled that 
Ferrier in the 1870’s maintained that removal of the 
frontal lobes causes a form of mental degradation. 
The famous American crowbar case of a century ago 


illustrated the gross frontal-lobe syndrome, and in. the 
late war similar effects were seen from severe wounds 
of the frontal lobes. Most cases of frontal-lobe wounds 


recover well, and he has found 85% in employment 
two years after wounding. Often, however, there is 
some change of personality. An important function of 
the frontal lobes seems to be the control and exploitation 
of the emotional reactions, not only in the direction of 
self-control but also for elaboration and building up 
of the human faculty of ‘‘ drive’? for sustained work 
and thought. Strong incentives are required for the 
full development of this mechanism. 

Frontal-lobe injuries in children may have a disastrous 
effect on mental development. In the mature adult, 
on the other hand, the frontal lobes have perhaps already 
done much of their work in moulding the pattern of 


behaviour, and removal of the prefrontal lobes by the 


operation of prefrontal lobotomy may affect the patient’s 
intelligence surprisingly little.. The benefits of this 
operation are generally attributed to direct injury to 
the frontothalamic connexions, but an alternative 
possibility is that it interferes with the complex mecha- 
nism of mental conflicts at the cortical level. The amount 
of injury to ‘‘ suppressor area ° connexions may play 
a part in the hyperactivity which may follow frontal- 
lobe injury. The time is now ripe, as Dr. Rylander 
has said, for investigation of the psychic results of injury 
to different parts of the frontal lobe. 

Dr. W. Mayer-Gross (Dumfries) analysed the effects 
of prefrontal leucotomy in 136 cases. Half were dis- 
charged from hospital after operation, and three-quarters 
of these were able to take up some useful employment. 
In the successful cases the patients themselves felt well, 
enjoyed life, and were full of self-confidence: They did 
not, however, make new friends; for they were selfish 
and lacked sympathy for others. The best results 
were obtained when the mental disease had been present 
for less than three years. He described a modification 


of the operation which aimed at isolating the ‘orbital 


part of the frontal lobe; the preliminary results in 50 
cases were at least as good as those seen after the more 
radical operation. 

Dr. G. RYLANDER (Sweden) described his studies on 
the effect of frontal lobectomy. He pointed out that 
many of the abnormalities abserved do not occur after 
excising other lobes of the brain. Youthfulness, inde- 
fatigability, restlessness, tactlessness, and loss of 
initiative are especially characteristic of people who have 
undergone frontal lobectomy. He analysed carefully 
five cases suitable for study and found that though the 
patients appeared to be well, happy, and c onfident 
there were often great changes in interests and persona- 
lity. Social and political interests may disappear. A 
nurse became indifferent to mistakes and lost all sym- 
pathy for her patients. The relatives may describe the 


patient as a different person or say that his soul seems 
to have been destroyed. 

Prof. K. HENNER (Czechoslovakia) described his studies 
of cerebellar signs in frontal-lobe disease, and attributed 
these to loss of the prefrontopontine tract. 


information about any Bornholmian. 
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Dr. A. MEYER gave an account of the present state of 
his anatomical studies based on the brains of patients 
who have died after prefrontal leucotomy. He stressed 
the absolute obligation to make full use of this unique 
material for this purpose. 

Dr. R. Messmy (France) has been working for many 
years on the effect of ablation of the prefrontal cortex in 
monkeys. He emphasised particularly the resulting over- 


‘sensitivity, which he attributes to loss of an inhibiting 


effect on the thalamus. 


“SOCIAL SURVEYS 


Dr. BERNARD Hart presided at a meeting on Sept. 11- 


of the sections of psychiatry and social medicine. 
Dr, C. P. BLACKER said that the earliest suryeys were 


‘delayed expressions of a growing awareness of the evils 


of urbanisation. Most local surveys are concerned with 


- health. Centrally initiated surveys may be single; or 


periodical, like a decennial census ; or continuous, like 
the notification of diseases. In most surveys of territory 
common to social medicine and psychiatry the three 
main objectives are to ascertain the incidence, differential 


incidence, and trend of the condition studied, its cause 


or causes, and its possible remedies ; and if surveys in 
different countries are to be comparable, terms must be 
comparable. The International Statistical Classification 


. of Diseases, Injuries, and Causes of Death, which is now 


being prepared, will be specially welcome to psychiatrists, 


he thinks, because of the confusion of diagnostic nomen- 


clature in this specialty. 

Dr. E. O. ‘Lewis described the survey he and his 
colleagues made some years ago of mental deficiency in 
England and Wales. 

The incidence was found to be about 8 per 1000 population, 
and the total number of mental defectives in the country 
about 300,000. The incidence was by no means uniform, 


that of rural areas being 60% higher than that of urban areas. 


Since many of the more intelligent and enterprising have 
flocked to the towns in the past hundred years, rural areas 
have lost much of their best human stock and have been left 
with those of lower intelligence who have inbred. This 
biological selective. process has proved more dysgenic than the 
poor conditions of life in large towns. Lower-grade defectives 


—imbeciles and idiots—are evenly distributed throughout the 
‘social classes, but the higher- grade type of defectives—the 


feeble-minded—are largely found in the poorer classes. More 
than 62% of feeble-minded children in the survey came from 


inferior homes; only 27% came from average homes and, 
_-11% from superior homes. 


-Feeble- minded families, said Dr. Lewis, are most often 


found in the poorest social class. They show a high 
incidence of diseases arising from chronic poverty and 
unhealthy home and industrial conditions. When these 
environmental factors have been remedied social medicine 
must turn its attention to the hard core of the problem 
—the nature and quality of the human material. 

Dr. ERIK STRÖMGREN (Denmark) described his ‘survey, 
completed in 1936, of the island of Bornholm. 

This island, belonging to Denmark, is south of Sweden, 
and its population was drawn originally from both countries. 
The people are largely isolated and speak with a distinctive 
accent which makes them easy to trace. The 46,000 inhabi- 
tants know each other fairly well, and it is easy to get 
Many families keep 


records of their ancestors. The island has its own general 


‘hospital, but for the last 100 years psychotic patients 


have always been sent, to the same mental hospital on 
Seeland. — 

Dr. Stirémgren began by making three studies of the mental 
health of the general population. In each case the mental 


-health of about 150 people and of their parents and siblings 


was investigated—some 427 people and 1927 siblings in all. 


Mental abnormality was found in 12-4% of the 427, psychosis 


in 2:8% , and mental defect in 3 1%. In siblings the incidence 
of mental abnormality was 5%, while 2% were or had been 
psychotic, and 0-7% were feeble-minded. If all the psychotics 
m the parental gonereven had been sterilised, the incidence 
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of insanity in the following generation would have been 15% 
instead of 1:9%. Mostof the children, however, had been born’ 
before the parental psychosis developed. : 

‘In a fourth study a census was taken of a small district 
with about 1000 inhabitants; and again the incidence of 
abnormality was 12% in all people over 20. 

In a fifth investigation an attempt was made to ascertain 
all the inhabitants who were, or had been, psychotic. Among 
the 46,000 population, 525 such people—or 1-15%—were 
found; 0:31% were in hospital, 0:40% were still psychotic 
but not in hospital, and 0-44% had recovered. If Bornholm 
is representative, there should have been 11,500 people in all 
Danish mental hospitals at the time ; and there were in fact 
11,000. Presumably, then, there were 14,000 psychotics in- 
Denmark who were not in hospital and 1600 who had 
recovered. 

In the sixth and final investigation he ascertained that, 
since 1890, there had been 900 cases of psychosis on Bornholm, 
20-30% of them being schizophrenics and 20% manic- 
depressives. ` 
Dr. Strömgren went on to discuss investigations carried 
out later by Dr. Fremming, and by the Danish Social 
Ministry. 

Dr. J. A. FRASER ROBERTS cipka the importance, 
in social surveys, of a suitable area, sound sampling 
methods, and exact execution. He hoped that psychi- 
atric classification will soon become uniform: it is the 


despair of statisticians. 


Dr. W. Mayer-Gross (Dumfries), on the contrary, 
felt that a definition is often a bandage covering an open 
wound ; and he feared that an international terminology 
might . have this obscuring effect. He is at present 


carrying out a survey, in a rural area of Scotland, of 


borderline cases—psychopaths and neurotics not recog- 
nised as such by the authorities, the family doctors, or 
even by themselves—who form such a large proportion 
of the unemployable and petty criminals. 

Prof. Jonn RYLE (Oxford) thought the time has come 
to have done with the historic type of survey ‘and to 
concentrate on scientific studies of a quantitative kind. 
In his department at Oxford they have gone to school, 
he said, to teach themselves’ methods. They have 
studied survey techniques with small groups, record 
cards, methods used in pilot surveys, ways of collabora- 
ting within the research unit, and descriptive methods. 

Dr. J. D. Kersuaw (Colchester) said that, as a pro- 
vincial medical officer of health, he found that social 
surveys tend to be centrally organised. While this | 
means that they can be detached and scientific and can 
afford expert services, it also means they often fail to 


appreciate sharp social differences within the area studied. 


Thus in. part of Lancashire cotton-weaving in one small 


‘town is traditionally a woman’s job, in another a man’s ; 


smaller towns. 


one town is inward-looking and stationary, another 
outward-looking and progressive; while the cultural 
activities of the area are mainly centred in one of the 
Often the field worker of the central 
organisation is not able to make the right sort of contact 
with the people. The local health department could 
sometimes say that a given area is not suitable for a 
given survey, or that a given technique is not suitable 
for the people. Local field workers, though they are not 
trained in special techniques and would need guidance, 
are in touch with the people, and should be used ; and a 
large mass of data available in reports and records could 
always be dug out. ‘He suggested that the first function 
of social-survey organisations should be to establish - 
two-way contact with local public-health bodies, and 
that these bodies should be able to ask the help of such 


organisations in answering special local problems. 


Mr. PATRICK SLATER discussed some aspects of 


Social Survey,” the organisation now attached to the 


Central Office of Information. In the course of routjne 
surveys, he said, it is found that 20-30% of people com- 
plain of “ nerves,” but suffer little incapacity; they 
have four consultations with their doctor for every 
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one day’s incapacity ; while those who do not suffer from 
“ nerves ” have one consultation for every three days’ 
incapacity. Statistics of this kind, he said, raise broad 
eee which might be studiet further. 


B.C.G. VACCINATION 


On Sept. 12 the sections of chest disease, pædiatrics, 
and social medicine held a joint discussion under the 
chairmanship of Sir WILSON JAMESON. 

Prof. W. H. TYTLER (Cardiff) remarked that Great 
Britain has the questionable distinction of being the only 
one of the major countries which has contributed little 
or nothing to B.C.G. vaccination. Perhaps our national 
scepticism has been to blame, especially in view of the 
lack of statistical analyses everywhere on the subject. 
The B.c.G. vaccine varies in its applicability to different 
groups ; the results in the North American and Canadian 
Indians have been striking, whereas those in children 
in New York have been less spectacular. It seems that 
where the incidence of tuberculosis is low, B.C.G. is 
less effective; for low incidence represents the residue 
of an immunised population. In Britain, though we might 
expect some advantage from the introduction of B.C.G. 
vaccination in childhood, it would not be dramatic ; 
and local abscess formation might give rise to prejudice. 
The plea for use in special cases is striking ; but here the 
field is smaller and the situation has changed lately. 
The incidence of the tuberculin-negative nurse is perhaps 
lower in Great Britain than in other countries and so is 
the incidence of active tuberculosis in nurses ; ` never- 
theless, B.C.G. vaccination is well worth trying even if 
the results will not be spectacular. 

Prof. ARVID WALLGREN (Stockholm) said that though 
early work on B.C.G. was unreliable, the vaccine is now 
safe and non-virulent and the new methods of injection 
are free from unpleasant consequences. The multiple- 
puncture route confers a shorter period of immunisation 
than the intradermal. Control by tuberculin tests is 
essential; there is no point in vaccinating a tuberculin- 
positive reactor. Tuberculin sensitivity disappears 
more quickly after B.C.G. than after natural infection, 
but there is no reliable method of distinguishing between 
the two. 

The criteria for estimating the value of vaccination, 
continued Professor Wallgren, are that the dose must 
' be adequate, that there must be a control group, that 
the risk of infection must be equal in the vaccinated 
and the controls, and that the numbers should be 
sufficient. He.believed that B.C.G. vaccination is most 
valuable in conquering primary infection in childhood. 
It should prevent primary and postprimary infections, 
and until we possess something more effective, it is 
likely to retain its place for this purpose. His advice 
to Great Britain was “ give it a fair trial.” 

Dr. J. HEIMBECK (N orway) said that the real question 
is whether the immunising effect of a natural primary 
infection can be improved on by B.C.G. The old German 
and Austrian figures showing almost universal child- 
hood infection are not true for Norway. He showed 
statistical tables of the Ullevaal nurse entrants who 
have been vaccinated, group by group, since 1927. 
They were all healthy women, aged about 20, living and 
working under the same conditions, and the incidence of 
. tuberculosis was greatest during the first year in hospital. 

Up to 1936 he has records of 1453 probationers, and the 
morbidity-rate per 1000 observation years for these was 
12-4 for tuberculin-positive nurses, 141-2 for the tuberculin- 
negative who had not been vaccinated, and 24:1 for 
tuberculin-negative nurses vaccinated with B.C.G. 

Prof. G. S. Wison, in the rôle of devil’s advocate, 
found it impossible to compare results from one country 
with another: B.C.G. might be successful in non-immunised 
people and not so successful in Great Britain. Despite 


.2 deaths, 


of inexperienced. general practitioners. 


22 years’ experience of the vaccine, very few workers 
have recorded carefully controlled tests. He cited four 
interesting sets of figures: (1) those of Rosenthal and 
his colleagues on infants in Chicago ; (2) those of Levine 
and others on infants in New York; (3) Heimbeck’s 
own statistics; and (4) Aronson and Palmer's work on 
North American Indian children and adults. None of 
these, however, provides conclusive statistical proof 
of the efficacy of B.c.c. Conditions of successful test- 
are that the culture should be used within a week; 

that the strain should as far as possible be of fixed 
virulence; that local inconveniences of inoculation 
(e.g., abscesses) should be eliminated; and that the 
vaccinated should be segregated for 6 weeks before 
and for 2-3 months after vaccination. This last criterion 
makes B.C.G. vaccination essentially different practice 
from all other forms of immunisation. None of these 
conditions is impracticable, but together they constitute 


‘a formidable problem. Nevertheless an adequate con- ` 


trolled experiment is the first essential. 

Furthermore the chance of an infant dying of tuber- 
culosis in this country, added Professor W ilson, js 
something like 1740 to 1 against, and if vaccination 
is to be carried out, he would be in favour of delaying it 
until the age of 6 months at least. For the vaccination of 
medical students and nurses, the gains must be commen- 
surate with the disadvantages. During the Pr ophit 
survey of nurses in this. country there were only ' 
while there are 4000 tuberculin-negative 
student nurse entrants per annum. 

Dr. J. Horm (Denmark) spoke of the rack of the Copen- 
hagen Serum Institute in the control of tuberculosis 
with B.C.G. Infant vaccination is carried out only under 
exceptional circumstances, and for the most part the 
inoculations are made during the school years and 
in early adult life. Vaccination, which is voluntary, 
has, he thinks, reduced tuberculosis morbidity to one- 
fourth. Generally the percentage of reactors from 6-8 
weeks afterwards is 97%, while 95% are still positive 
4 years afterwards. The great majority of the inocula- 
tions are carried out by the dispensary physicians: 
it has been found inadvisable to leave them in the hands 
The tuberculosis 
mortality in Denmark is now 32 per 100,000 population, 
which he believes is the lowest in the world. Teams of 
vaccinators are now being sent out from Denmark ‘to 
Poland, Hungary, and other parts of the Continent, 
and short courses of training are being given. Freshl 
prepared vaccine could be sent from Denmark to Great 
Britain by air. 

Dr. W. R. F. Corrs (Dublin) related his experiences 
with the vaccination of newborn babies at-the Rotunda 
Hospital. He has come to the conclusion that the infant 
should be isolated and tuberculin-tested twice. After 
that an interval of 6 weeks should be allowed before 

using B.C.G. The test question is, will the vaccine pre- 
vent fatal acute generalised tuberculosis ? He believes 
that it may. 

Dr. Parir ELLMAN agreed that tuberculosis tends to 
assume a different pattern in different countries and’ 
that this may account for the varying results with . 
B.C.G. In his opinion, however, the Scandinavian workers. 
have made out a good case for B.C.G. trials. Some con- 
sideration should also be given to the vole bacillus. 
The vaccine prepared from this organism is more stable 
and more potent than B.C.G. It is essential that one 
person should be responsible for preparation of ‘the 
vaccines, and the statistical records should be above 
reproach. The vaccination must be truly intradermal, 
and he has found no enthusiasm in Scandinavia for the 
scarification method. 

Dr. Davip NABARRO, who in the early days of B.C.G. — 
made some preliminary investigations at the Hospital | 
for Sick Children, Great Ormond Street, did not agree 
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‘present by penicillin aerosol inhalation and sulpha- 


with the view that the inoculations in infants should be 


postponed until towards the end of the first year. 
Dr. A. L. Jacoss urged its use at the school-leaving 
age, when primary infection is becoming common. 
Professor WALLGREN, in his reply, said that in Sweden 


newborn infants are vaccinated because at that age- 


there is more practical control of the situation ; but it 
is not an.easy task. The newborn infant is probably 
three or four times more resistant than children at a 
later age. The mortality from tuberculous meningitis 
is falling rapidly in Sweden, and he has not seen a case 
folowing B.c.G. vaccination. He thinks that immunity 


following vole-bacillus inoculation is at least not less 


than that after B.C.G.. In Sweden no segregation of the 
child during vaccination is needed, because the infecting 
adult is away in the sanatorium. One milligramme is 
regarded as the crucial test dose of tuberculin. 

Dr. HEtm™BEcK, also in reply, mentioned that a 
million people have now been voluntarily vaccinated in 
Scandinavia.’ This would never have been possible 
had there been any severe complications. Of the young 
people of Norway, 80-100% are now being vaccinated 
on leaving school. He is opposed to compulsory 
vaccination. | | 


PULMONARY HEART-FAILURE 


A combined meeting of the ‘sections of cardiology 
atid disorders of the chest was held on Sept. 10, with 


, Sir MAURICE CassIpy in the chair. 


Prof. Joun McMIcHAEL pointed out that acute failure 
of the right heart may result from pulmonary embolism, 
subacute failure from miliary pulmonary carcinomatosis, 
and chronic failure from primary pulmonary arterial 
hypertension, chronic pulmonary disease (emphysema, 
pneumoconiosis, or pulmonary fibrosis), or kyphoscoliosis. 
In 80% of cases of chronic lung disease the right ventricle 
is over 5 mm. thick—evidence of increased demand on the 


Tight. heart. Destruction of the pulmonary capillary bed 


is an unlikely causal factor because Cournand found 
pulmonary. arterial pressures unaltered after pneumon- 
ectomy, equivalent to occlusion of half the vascular bed. 
Furthermore, the pulmonary-artery pressure, determined 
by cardiac catheterisation recording right-ventricle 
pressure in systole, is elevated in emphysema but not 
so high as might be expected from studies of mitral 
stenosis. Although in emphysema the vital capacity is 
low and residual-air value high, the rise in pulmonary- 
artery pressure is not directly related to this rise in 
residual air. This suggests yet a further factor than lung 
destruction ; reduction of oxygen tension appears to be 
the key. Cardiac output is high in emphysema, except in 
the terminal stages of cor pulmonale when the mean 
arterial. pressure is falling, and rises further with the 
onset of venous congestion. By applying Starling’s law 
it seems probable that this early congestion in pulmonary 


heart-failure is compensatory. The clinical observation of 


a good peripheral pulse and warm hands in this condition 
supports the laboratory finding of a raised cardiac 
output. These patients are cyanosed and orthopneic 
if bronchospasm is present, but if the obstructive factor 
is overcome they may (even with a raised venous pressure) 
be able to lie flat without discomfort. The right-ventricle 
hypertrophy can be difficult to detect clinically, but a 
triple rhythm and pulmonary diastolic murmur may be 
heard. Radiologically the pulmonary artery is enlarged, 
and electrocardiography shows right-ventricle predomin- 
ance, sometimes fibrillation. The arm-tongue circulation- 
time is normal. Polycythemia is rare, but arterial 
saturation for oxygen may fall as low as 33%, whereas 
in low-output failure it is never below 80%. When these 
signs are present expectation of life is seldom longer 
than two months. It is important to direct treatment 
primarily to the lung condition, nursing in an oxygen 


- tent if necessary for weeks and treating infection if 


_ saturation ; 


' value and might precede death by eight years. 


diazine. Digitalis and venesection may be dangerous 
because they produce a fall in right-auricle pressure’ 
and output, the opposite effect to that in low-output 
failure. 

Studies of valvular pneumothorax show that raised 
pulmonary resistance is independent of the high output 
in failure. D. W. Richards has demonstrated that by 
inhaling 10% oxygen the right-auricle pressure in a 


‘normal man can be doubled without raising the cardiac 


output, suggesting that. the low oxygen tension in 
pulmonary- heart-failure is due to vasoconstriction. This 
is not a nervous vasoconstrictor mechanism but may be 
a local reaction of the lung vessels to oxygen lack. Such 
vasoconstriction could arise from. poor ventilation, well 
seen in kyphoscoliosis,,and may be the missing factor. 

Prof. J. LENEGRE (France) confirmed the value of 
right-ventricle pressure estimations by the Cournand 
method. In a study of 41 cases of chronic pulmonary 
disease the mean right-ventricle pressure rose propor- 
tionately to the degree of pulmonary decompensation. 
In looking for a clinical sign of pulmonary hypertension 
in lung disease he found that persistent dyspnea and 
cyanosis were not always accompanied by a rise in right- 
ventricle pressure but that right axis deviation in the 
electrocardiogram was a more reliable guide.. - 

Dr. W. D. W. Brooxs discussed the clinical aspects 
of pulmonary heart-failure. An accentuated pulmonary 
second heart sound is, he said, always found in chronic 
cor pulmonale. Increased radiological prominence of 
peripheral vessels in the lung fields is an early sign of 
pulmonary hypertension, while tomography and visualisa- 
tion of the pulmonary conus in the lordotic view are 
useful diagnostic measures. He noted a lack of X-ray 
correlation between the degree of emphysema and the 
cardiovascular changes, postulating obliteration of the 
pulmonary capillaries by endarteriolar sclerosis as a 
factor, possibly developmental in ori 

Dr. Pavut Woop listed the electrocardiographic 
changes characterising acute cor pulmonale as prominent 
Sl. and Q3 waves (85%), Q2 usually absent, T2 diphasic 
or sT2 depressed, T3 always negative, P2 dugmented 
(often transiently), rarely right bundle-branch block, and 
inversion of T waves maximal and persisting longest 
in right chest leads (cR1). In 100 cases of chronic pul- 
monary heart disease he found a prominent P2 wave in 
85%. Right axis deviation and low voltage curves were . 
common, with V leads usually normal and unipolar leads 
showing a vertical heart. In discussing factors producing 
the characteristic pulmonary P wave of Winternitz 
(1-5-3-5 mm. high; normal 1 mm.), he showed that a 
raised right-auricle pressure has no effect on the P wave ` 
and that the position of the heart does not contribute, 
because P is unaltered in the normal vertical heart. There 
may be some correlation with the arterial oxygen 
but the anoxic factor cannot be the sole 
cause, for P changes do'not occur in anemia. The 
prominent P wave is evidently of no prognostic 
Right- _ 
ventricle predominance may be present in emphysema- 
without a rise in right-auricle pressure. 

Prof. C. Lian (France) has found the circulation-time 
by the fluorescein method increased in pulmonary heart- 
failure, suggesting stasis in the pulmonary circulation. 

Dr. F. N. Witson (U.S.A.) attributed ers changes to 
rotation of the heart from right-ventricle dilatation 
(except in transient right bundle-branch block, due to 
high right-ventricle pressure), T changes to disturbance 
of recovery process of right-ventricle muscle, and P 
changes to variation in location of the pacemaker in the 
sinus node due to neurogenic stimuli. There is, he said, 
some correlation between heart-rate and the size of the 
P waves. By analogy with the high P waves in some 
congenital heart lesions he thought hypertrophy of the 
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right auricle might contribute. He quoted cases - of 
cor pulmonale where pulmonary hypertension was the 
sole finding, without terminal arterial changes. | l 

Professor LENÈGRE had found no constant relationship 
between right auricular pressures and big P waves. 

Dr. C. M. FLETCHER remarked that increased peripheral 
lung markings are an early radiological sign of silicosis, 
and doubted their value in the diagnosis of pulmonary 
heart-failure. Interpretation depends on radiographic 
technique. 

Dr. SVEN HAMMARSTRÖM (Sweden) observed that P 
waves increased with change of body posture from 


supine to erect and also after ergotamine, owing to pulse’ 


acceleration and to reduction of systolic blood-pressure. 

Professor McCMICHAEL, in reply to Dr. GUNNAR BIORCK 
(Sweden), said that digitalis increases output only in 
cases with terminal hypotension. Its effect is transient 
and rarely of clinical benefit. It should be given slowly 
by mouth. Professor Lian’s findings might, he thought, 
be explained by the variability of circulation-time with 


dosage used, depending on distal summation of concen- 


tration. 
PAIN 


Addressing the section of general medicine on Sept. 12, 
Prof. E. D. ADRIAN, 0.M. (Oxford), said that pain does not 
lend itself. to animal experimentation; and in man 

studies are restricted to the less severe forms inflicted 
by workers “‘ on themselves or their junior colleagues.” 

On the surface of the body the common factor asso- 
ciated with pain is the likelihood of damage; and the 
same is probably true of deep pain. But in this warning 
function pain is not fully effective; for it sometimes 
continues after the damage is done. - 

At the spinal level pain produces refiex effects : these 
are “the automatic brakes which operate when the 
danger-signal flashes.” At a higher level the central 
nervous system can remember and interpret such signals ; 
and by. the .so-called ‘‘ conditioned reflex” the exact 
situation .which produced pain can be subsequently 


avoided. Even low animals have this capacity ; and 


higher animals can produce generalisations and evolve 
complicated plans. Considered in this way pain has a 
greater survival value for man than for animals with 
smaller brains. It must, however, be admitted that many 
pains seem to do little but harm. 

Recent work on the nervous mechanism has led to the 
abandonment of ambitious attempts to distinguish 
epicritic from protopathic sensation ; and the tendency 
is now to think of sensory fibres and ‘endings without 
distinctions. The pain mechanism employs few if any 
of the larger nerve-fibres; it arises from the terminal 
filaments of the smaller fibres. The larger sensory 
fibres, subserving touch; pressure, and stretch, have a 


sensitive end-organ, but, as Sherrington showed thirty ` 


years ago, pain fibres have no special end-organs ; it is 
probable that these fibres become increasingly sensitive 
as their terminations are approached. Sharp distinc- 
_ tion between chemoreceptors and mechanoreceptors is 
unlikely. Arrival of impulses at the small freely ending 
fibres does not: cause pain unless the discharge reaches 
a certain intensity ; in a study of electrical shocks on 
the forearm Bishop showed that while no pain resulted 
from occasional single shocks, quickly repeated shocks 
of like strength caused pain. 

The message from an impulse reaches the spinal cord 
by many paths. Impulses for touch and pressure travel 
from end-points through the larger fibres; and these 
impulses are more informative because of the rapid and 
relatively private lines without much spatial or temporal 
summation. The pathway through the smaller fibres is 
slower; and since the effects can be added together by 
spatial and temporal summation, impulses can give rise 
to pain. At cord level pain is the signal for a modified 
pattern of activity, with the inhibition of movements 
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promoting pain and the promotion of movements 
diminishing it. Nearly all -impulses, even those from 
non-painful stimuli, have this effect to some extent. At 
a higher level the pain reaction is distinctive. It must 
command attention, and for this the signals need not be 
closely integrated with the rest of the sensory system: 
it is an emergency system only, and the chief, effect is 
generalised. Clearly, the general effect of pain on the 
cerebrum is less on the specific apparatus giving a map 
of external conditions than on the general level of 
activity. A feature of pain is that it can deflect attention 
from other .activity without previous experience or 
learning that pain is to be avoided. 

Dr. GRAHAM WEDDELL (Oxford), discussing cutaneous 
pain, emphasised that in normal skin “ pain ” endings 
interweave with their: neighbours so that a pinprick 
must stimulate the terminals from more than one nerve- 
fibre. This association with neighbouring fibres is most 
clearly demonstrated in skin from patients with partial 
nerve lesions, when degenerating fibres are seen inter- 
weaving with normal fibres. Moreover, skin from such 
patients shows that, particularly in regions where pain 
appreciation is poor (as for example on the back), the 
ramifications derived from a single fibre cover extensive 
areas. 2 

Dr. Weddell has concluded that these nets and ter- 
minals are “‘ pain ” endings, since in areas of skin from 
which pain only can be aroused they are the only neufal 
elements present. He emphasises that the nets and 
terminals from areas of skin in course of reinnervation, 
and from which pain alone can be elicited, are always 
isolated: interweaving is not present. Lately Dr. 
Weddell and his colleagues have shown that such isolation 
is found in skin from which pain of “ protopathic” 
quality can be evoked; and they have also observed 
that the lowering of the pain threshold commonly found 
in areas of skin during reinnervation is correlated with 
_abnormalities in the- isolated pain terminals. The - 
diminution in the number of pain spots commonly 
reported under these conditiohs is accounted for b 
reduction in the number of pain terminals. 

Bishop, by electrical stimulation of pain “‘ spots ° in 
normal skin, found that he could arouse other sensations 
by altering the nature of the stimulus. Dr. Weddell 
suggests that this may be because a pain “spot” in 
normal skin is not a single pain terminal but a complex 
of interweaving fibres and because the sensations aroused 
depend on the pattern formed by the impulses. 

Dr. J. H. KELLGREN (Manchester) said that deep pain 

-has a common quality differentiating it from superficial 
pain: it is characteristically aching, is not accurately 
localised, and is accompanied by deep tenderness. Lewis 
and Kellgren have shown that all structures deep to the 


skin give pain of similar quality which is referred upon a 


common segmental pattern and is accompanied by the 
same reflex phenomena, without distinction between 
pain from visceral and that from somatic structures. 
Structures deep to the skin vary in their pain sensi- 
tivity and their response to different stimuli: the sub- 
cutaneous fat is only slightly sensitive, but deep to this 
is a very sensitive layer of deep fascia, periosteum, and 
aponeurosis. Skeletal muscle is relatively insensitive to 
pricking or cutting, but very sensitive to massive stimula- | 
tion ; the periosteum, joints, and ligaments are sensitive 
to all stimuli, but articular cartilage and compact bone 
are insensitive. The parietal peritoneum and pleura, 
including both surfaces of the diaphragm, are sensitive 
to all forms of stimuli. The viscera vary greatly in 
sensitivity, and the roots of the mesenteries are very 
sensitive ; the solid and hollow organs of the abdomen 
are insensitive to cutting, burning, or clamping, but pain 
may occasionally be produced by massive stimulation. 
In disease of the relatively insensitive viscera pain 
may be produced by direct stimulation of nearby sensitive . 
structures, by stimulation of a large mass of viscus, 
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or by -hypersensitisation of the mesenteries . through 
inflammatory or chemical changes. . 

The deep. fascia,. aponeurosis, ‘and periosteum covering 
the trunk give rise to pain which may be localised within 
1 to 3 in.; less superficially, pain is not so accurately 
centred over the point stimulated ; and finally the deep- 
lying structures give rise to diffuse pain of segmental 
distribution. ‘The segmental pattern followed by deep 
pain in the abdomen differs from the segmental innerva- 
tion of the skin; and each segment has an anterior and 
posterior component roughly corresponding in distribu- 
tion with the areas where. the anterior and posterior 
spinal nerves pierce the deep fascia covering the trunk. 
Diffuse deep pain in the trunk is accompanied by a 
symptom-complex which includes muscular rigidity, 
visceral. disturbances, areas of skin tenderness, and 
referred deep tenderness. 

The “ deep tender spot,” which is the structure. from 
which the pain symptom- complex arises, must not be 
confused with referred tender spots. 
deep tender. spot causes increase of spontaneous pain, 
referred tenderness, and increase in rigidity and any 


visceral sensations that may be present ; and increase of . 


pressure causes a steép increase of pain. Pressure on 
referred tender points causes only more pain than is 
normally felt at these points. The points of referred 
tenderness are always found where maximal spontaneous 
‘pain is felt, while the deep tender spot often lies altogether 
outside the distribution of the pain. _ 

If the deep tender spot is anesthetised, the whole 
pain symptom-complex is abolished, but skin tenderness 
may persist. Local anesthesia may be invaluable in 
confirming a parietal source of pain, such as a deep 
tender spot in the spine or back muscles ;. but the test 
is reliable only when. pain is severe at the time of investi- 
gation and when relief is complete and dramatic. 

' Prof. HENRY COHEN (Liverpool) said that observations 
by Lemaire in 1926, since confirmed and extended, 
leave no doubt that visceral pain can be abolished, 
diminished, or differently located when the nerves of 
those somatic segments corresponding to the visceral 
nerve- “supply are anesthetised. In explanation of this 
effect it has been suggested that the impulses arising 
from a viscus cause pain by inducing peripheral changes, 
vascular or metabolic, which stimulate the sensory nerve- 
endings in the skin and deeper tissues, and that pain is 
then transmitted by the usual pathways. 

That this hypothesis is- untenable is indicated by two 
patients studied by Professor Cohen. Both had had the 
left arm amputated and suffered from a phantom; and 
both, when they later developed angina, located their 
anginal pain to the phantom. Moreover, in both patients 
anesthetisation of the brachial plexus, with careful 
avoidance of the sympathetic ganglia, led to abolition 


of the arm component of angina in mild attacks, and to- 


‘its lessening and later appearance in severe attacks. 


Professor Cohen holds that there is now overwhelming 


évidence that interruption of nerve paths between the 
periphery and the central nervous system from those 
somatic segments which are homologous with those of 
the diseased viscus abolishes or diminishes the pain, or 


| significantly modifies the time of its appearance. There 


is also to be considered the contrary influence—that of 
increased sensitivity of somatic tissues on visceral pain. 
Clinical -observation and experimental’ data indicate that 
this-increases the ease with which visceral pain is elicited. 

Clearly, two hypotheses must be considered : first, 
that visceral stimuli may lower the central threshold to 
peripheral stimuli or peripheral stimuli lower the central 
threshold to visceral impulses; or secondly, that the 
peripheral stimulus augments those from the viscera. A 
principle of summation of stimuli has been mooted, but 
the inevitable corollary for a tenable hypothesis has not 
been faced: this is that from the endings of all pain 
‘nerves, visceral and somatic, there normally arises a 
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Pressure on the’ 


constant regular stream of subliminal impulses which 
pass to the central nervous system. There is no conclusive 
evidence to corroborate this inference; but Sarah 
Towers has observed spontaneous rhythmic discharges . 


of 1 to 8 per sec. in pain fibres and terminals. Augmenta- . 


tion of pain impulses from a viscus will pass the threshold 
only if, alone or supplemented by those impulses 
normally arising from homosegmental somatic structures, 
they exceed the threshold value. By this hypothesis the 
effects of local anzesthesia and hyperesthesia are clarified. 
If, on the one hand, the normal. impulses streaming up 


the somatic pain nerves contribute significantly to the 


sum of the pain impulses necessary to pass the threshold, 
then nerve block will abolish the pain ; while if, on the 
other hand, the impulses arising from the viscus itself are ` 


-above threshold value, the block may diminish the 


intensity of pain or alter its maximal site or course of 
development, but will not abolish it. This hypothesis . 


‘has the additional merit of explaining the more frequent 


failure of subcutaneous ‘ Novocain ’ infiltration to lessen 
visceral pain, as contrasted with segmental nerve block. 
~ Prof. E. J. WAYNE (Sheffield), discussing cardiac pain, 
was satisfied that the pain of angina arises when the 
heart is to undertake heavier work in the absence of- 
an adequate oxygen-supply. The patient’s individual 
sensibility is, he said, an important factor ; this varies 
enormously but cannot be measured. The fact that a 
certain degree of cardiac ischemia leads to pain in some © 
but not in others affects the statistics on the subject. It 
is nonsense to make a distinction between coronary 
occlusion and angina of effort ; for in most patients with 
angina there is occlusion. Professor Wayne suggests that 
cases may be known by the terms “ angina of effort,” - 

“ acute myocardial. infarction,” or “‘ coronary insuffi- 
ciency.” 

Angina of effort is best studied by the exercise- -tolerance 
test. The importance of anæmia and of thyrotoxicosis 
in pain production should not be overlooked. 
patients have an enhanced capacity for effort immediately, 
after an attack. In treatment it is worth remembering 
that paravertebral injections of alcohol leave some 
patients with a constant intractable neuritis or neuralgia. 
The outstanding problem now is the nature of the 
changes in the coronary vessels giving rise to coronary 
insufficiency. 

Prof. G. W. PICKERING expressed his belief that 
gastric pain results from acidity of the stomach’s contents ; - 
it is, he thinks, a purely chemical stimulus. The generally — 
accepted hypothesis is that this pain is due to contraction 
and tension in the wall of the stomach; but this is 
supported by few objective records. 

The first evidence for the chemical hypothesis is clinical : 
the relief of ulcer pain by alkalis, food, and vomiting, 
all of which can remove hydrogen ions. Experimental 
evidence corroborates this hypothesis. A patient with ' 
gastric ulceration in whom the stomach contents are 
withdrawn through a Ryle’s tube is freed from pain ; 
if the contents are reintroduced the pain returns; if 
they are again withdrawn and are neutralised and 
reintroduced, there is no pain. 

Admittedly, the hydrogen-ion concentration is not the 
only factor; the stimulus acts only if there is,a lesion ` 
of the gastric mucosa. It certainly does not act by © 
producing a change in the intragastric tension ; and it 
is not caused by localised contraction, for such contrac- 
tion can be observed in the absence of pain. The pain is 
attributable to stimulation of the ulcer by acid. 

. Where are the nerve-endings ? According to one theory | 
pain is produced by chemical substances which are 
conveyed via the lymphatics to nerve-endings in the - 


posterior abdominal wall. At first blush the latent period 


between change in acidity and change in pain might 
seem to support this suggestion; but experiments on © 
skin have shown that the mucus and slough in the ulcer 

crater retard change of acidity in the underlying tissue. 


Some — 


442 THE LANGET] 


Around the Sections 


Pat 
Hemolytic Anemia 


This subject produced bib good papers, the first from ` 


Dr. S. vAN CREVELD (Holland). 


Though in hemolytic anzemia it is usual for the red cor- 
puscles. alone to be destroyed, examples are seen, he said, 
in which leucocytes, and sometimes platelets, are also lysed. 
He calls the complete syndrome splenic panhematopenia. 
It may be primary, or secondary to such a condition as 
acholuric family jaundice. He described a case of each kind, 
pointing out that a boy with anemia, leucopenia, and thrombo- 
cytopenia would usually be considered to be suffering from 
aplastic anemia. However these features in association with 
a hyperactive bone-marrow and a large spleen indicate 


splenectomy, which may be expected to cure or at least to 
alleviate the condition. 


Physicians will recall seeing patients with aplastic. 


anemia in the years before marrow puncture was a 
routine procedure, and may now uneasily wonder if 
they have sometimes made a fatal mistake in not having 
the spleen removed. 


Dr. I. A. B. CATHIE settled a controversy. Breast- 
feeding is the object of a crusade, but the milk of mothers 
of infants suffering from erythroblastosis fetalis often 
contains Rh antibodies, and weaning has been widely 
practised. 


Cathie found that the antibodies were not destroyed by 
one hour’s incubation with infants’ gastric juice at 37°C. 
He therefore looked for evidence of absorption of the anti- 
bodies after ingestion. First an adult drank 15 oz. of antibody- 
containing serum, but none appeared in his blood following 
this refined cannibalism. Infants not suffering from Rh 
incompatibility were fed for a whole day on serum, but again 
no antibodies could be found in their blood. The same was 
true for Rh-positive children, and they did not develop anemia. 
In a critical test a baby with erythroblastosis fostalis was 
- similarly fed on the day the Race-Mourant-Coombs test 


was first found to be negative : the infant’s cells did not become 
Yresensitised. 


Dr. Cathie concluded that if antibodies are transferred 
they are present in too great a dilution to be detected by 
present methods or to do harm. Prof. ALAN MONCRIEFF 
and Dr. W. R. F. Corrs (Dublin) joined him in depre- 
cating “‘ the thoroug ghly unnecessary weaning of these 
very précious infants.” . Prof. D. F. CAPPELL (Glasgow), 

_who had, on general grounds, previously advised weaning, 
agreed with them and the discussion ended in accord. 


Steatorrhea 


Prof. A. C. FRAZER (Birmingham) made the complex 


and flexible mechanism of fat absorption appear almost 
simple. 


Particulate absorption at pH 6-5 seems to be the rule for the 
. upper intestine; at pH 8 in the lower intestine fatty acid 

(soap) absorption occurs. Analysis of defective fat absorption 
is becoming possible. In regional ileitis particulate absorption 
is nearly normal. In the sprues emulsification is normal, but 
not in obstructive jaundice or pancreatitis unless tauro- 
cholic acid or pancreatic juice is added. To be absorbed 
particles must be negatively charged and have an interfacial 
film of fatty acid bile salt and monoglyceride. Fatty acids 
and fat particles get into the intestinal cell, the latter with the 
aid of adrenal cortical hormone. Choline helps them get out 
into the villus. Fatty acids go to the liver by the portal system, 
particles to the fat depots by wey of the thoracic duct 
and the systemic circulation. 


Prof. H. P. Himsworts said that he knew nothing 
about cystic fibrosis of the pancreas, but that the pictures 
exhibited by Dr. M. BopiAn in his paper on this disease 
showed changes indistinguishable from those Gillman 
produced by feeding rats on a Bantu diet. Dr. VAN 
CREVELD commented on the similarity to vitamin-A 
deficiency. Dr. Bopian said he did not pretend to 
understand the cause of the disease; there was no evi- 
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dence in.the patients’ histories of dietary deficiency, and 
vitamin-A deficiency changes were not present in neo- 
natal patients. He thought it was primarily a pluri-. 
glandular disease suffering from an organic misnomer. 
Dr. H. S. Baar (Birmingham) dissented. 


Amino-acids 

The papers of Dr. ROTHE MEYER (Denmark) and of 
Dr. J. M. SMELLIE (Birmingham) were records of carefnl 
work elegantly presented. There is no doubt that intra- 
venous feeding with amino-acids has an appropriate use, 
and that, oral feeding is possible, but Professor HIM8S- 
WORTH (a cat among the pediatric pigeons) asked whether 
there was any evidence that predigested protein was more 
useful than mere protein, when given by mouth. Dr. 
MEYER, not to be outdone, asked whether it is really 
desirable for a premature baby to gain weight rapidly. 

One still cannot be certain that breast milk is not the 
best food for immature infants. 


At Great Ormond Street 

Meetings at the Hospital for Sick Children valiy 
have the bizarre charm of childhood visits to Madame 
Tussaud’s better-known establishment. On this occasion 
the perambulating visitor to the wards encountered 
a variety ranging from pseudo-xanthoma elasticum 
through ‘miliary tuberculosis treated by streptomycin 
to anuria countered by peritoneal dialysis. 


Fantastic- X-ray photographs decorated the walls. A 
blood-transfusion was given to a papier-maché doll. Two | 
others simpered in nurses’ uniforms of 1884 and 1939. That 
chamber of horrors, the Museum, should perhaps be awarded 
first prize, but the whole demonstration was memorable. 
It was interesting to compare the paintings of last century 
with the colour photographs of today, and to see the cast 
of Cheadle’s case of late rickets, Barlow’s specimens and pic- 
tures of his disease, and Still’s of his, as well as beautiful 
modern examples of the Arnold-Chiari anomaly, calcified 


` kidneys and ferrous lungs, extirpated thymuses and sloughed 


scalps, and so on and on. 


u 


SOCIAL MEDICINE 


Care of the Aged and Infirm 


. Sir ERNEST Rock CARLING pointed out that this is no 
national problem: old age is old age the world over. 


It was the working of the poor-law that led in this country 
to the segregation of the poor aged sick and destitute into 
institutions difficult of access to outsiders. The conditions in 
some of these institutions came as a revelation to those 
making the recent hospital surveys, and they were led to 
wonder how far the disabilities causing—or resulting from— 
bed-fastness could be prevented by proper care. He sug- 
gested ways (such as housing, the provision of domestic and 
nursing help, opportunities for communa! feeding, entertain- 
ment, and employment) by which infirmity could be delayed. 
Much can be expected from enthusiast-inspired geriatric teams 
working in key hospitals. In sickness or in health, the 
elderly should be given easy opportunity within their powers 


to occupy their days usefully and avoid boredom. and 
loneliness. 


Dr. J. FRANDSEN (Denmark) said that but for shortages 
—particularly of nurses and of houses—the Danes, 
like us, would do more for their old people. 


Dr. J. H. SHELDON (Wolverhampton) described his 
survey of the lives of old-age pensioners. ; 


Very few (only 2°.) were in institutions, the remainder 
living in their own homes or with relatives. Approximately 
8-5°% were unfit to move from home. For 22-5% it was not 
possible to go far afield (probably not more than half a mile 
from home); which makes it important that there should 
still be plenty of small shops rather than just a few shopping 
centres. Old people would be greatly helped if they could get 
proper spectacles: in over 30% of cases the spectacles they 
had were useless. Women especially need them, because 
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they do so much more close work, such as sewing and darning. 
The dependence of old people on their children often causes 
social strains, but a substantial proportion of the elderly are 
themselves looking after an ill spouse, defective children, or 
grandchildren. 


Both Dr. MARJORIE WARREN and Dr. L. Z. Cosin 
spoke from long practical experience of the hospital care 
of the elderly sick. They believe that by classification 
and segregation, and by the coöperative work of doctors, 
nurses, physiotherapists, occupational therapists, and 


social workers, at least 40% of those formerly regarded | 


as hopelessly incapacitated can be rendered mobile, 
continent, and capable of feeding and caring for them- 
selves. Dr. TREVOR HOWELL drew attention to physio- 
logical changes in the old: their normal level of body 
temperature is lower ; their blood-pressure is often high, 
but this is not necessarily dangerous; the specific 
gravity of their urine is low; their joint sense is poor ; 
falling is common. | 

Prof. F. A. E. CREW, F.R.S., commented on our failure 
to make any shift in social outlook to balance the shift 


that has taken place in the expectation of life. 


Longer life should mean a longer period of useful service 
~ to the community: to insist on early retirement from work 
_of any potentially employable person denies that’ person 


nt, happiness, and health. The labour demands made 
by the war gave senescents a sense of serenity. Cannot this 
peace “ which passeth all understanding” afford a similar 


escape for the ageing ? 


Prof. ANDREW TOPPING pleaded for the extension of 
health education and practice to retard the onset of 
old age, Dr. BERYL HARDING spoke of the difficulties 
of the general practitioner in obtaining all the help 
needed for the elderly. And Dr. W. Hosson wanted 
more research, particularly into the nutritional needs 
and defects of the old. 


Social Medicine in the Curriculum 


Dr. Joan B. Grant (U.S.A.) said that social medicine 
should be an extension of clinical medicine beyond 


clinical pathology and diagnosis to social pathology and 


diagnosis. 

The new departments of social medicine are still groping : 
they are little more than departments for the study of social 
pathology, whereas they should be enabled to investigate 
social physiology. Each should have the health care of a 
community in which the student can study the routine of 


. social therapy: the health centre should play the part the 
. hospital plays in the teaching of clinical medicine. 


Teaching 
health centres should be established in close association with 
teaching hospitals: they should become laboratories and 
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political economy, 


integration of undergraduate instruction in public health 


with that of clinical medicine: public health should 
no longer be a dull dry subject thrust at the student 
by an unfamiliar lecturer emerging from an unknown | 
hibernation. Professor CREw, having postulated that 
the greatest pathogen in human society is man, pointed | 
out that social medicine is itself only one subject of 
social importance in a faculty of social science embracing 
anthropology, and many other 
branches. Prof. R. E. LANE (Manchester) said that all 
medical students should understand the influence of 
industrial factors on health. ae “a 
Dr. R. M. Karx (South Africa), from personal experi- 
ence in building up health-centre care, urged the need to 
train a team of workers (doctors, nurses, social workers) 
to work together. This training, if it is to take full 
account of the family, can only be properly undertaken 
in the health centre. Dr. JAMES DEENY (Dublin) said 
that for many years the students of Trinity College 
have undertaken the health care of an extensive tenement 
area. Prof. R. C. BROWNE (Newcastle) outlined the 
methods projected and in use for teaching industrial 
and social medicine in Durham University. l 
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Pyramidal Tract and its Rôle in Movement 

Dr. F. M. R. WALSHE, F.R.S., emphasised the need 
for careful clinical observation in assessing pyramidal 
function in man. The full coöperation of the patient 
is possible. E 


In a subacute progressive hemiplegia, he said, the most 
important changes in movement are that the number and 
variety of movements are reduced, all movements are slow 
in initiation and in performance, and there is increasing 
difficulty in individual movements of the digits. He agreed 
with the view originally put forward by Sherrington that the 
pyramidal system is essentially an internuncial one, which is | 
driven by the sensory receptors—especially the distance ones - 
such as the eyes—and relays the impulses to the motor 
mechanisms of the spinal cord ; it is of great importance in 
the fractionation and combination of willed movements. 
Only in relation to its réle as an internuncial system can the 


. functions of the pyramidal system be understood. 


workshops of social physiology and social pathology. The ` 


student should have opportunity and encouragement to seek 
out the social factors of health and ill health in all his cases. 
In the United States this has not been easy, becayse there is 
no official liaison between the universities and the public- 
health authorities, and no national health provision. With 
the coming of the National Health Service, Britain has a 
unique opportunity for the practice and teaching of positive 
health. 


Prof. JOHN RYLE (Oxford) said that medical instruc- 
tion in the past concentrated too much on pathology 
rather than on health, and on individual pathology 
rather than the pathology of the community. There 
was too little stress on preventive factors and the 
removal of causes of ill health ; too much attention was 
directed to the diseased individual as an isolate. Many 
of the textbooks needed rewriting. 

Prof. AXEL Strom (Norway) remarked that in a 
changing world few things are so stable and so slowly 
changing as the. medical curriculum. Social medicine 
is not a specialty but a way of approach to, a way of 
regarding, all medicine, and instruction in it should be 
spread through all the years of the university course. 
Prof. J. M. MackinrTosuH contributed a paper advocating 
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Prof. E. G. T. LIDDELL, F.R.S. (Oxford), described the 
results of section of the medullary pyramid in cats. 


After this, automatic movements are normal, but skilled 
movements such as climbing a ladder are poorly performed. 
In course of time, however, even this type of movement 
improves considerably. The results after ablation of the 
motor cortex are very similar. When the motor cortex is 
removed and. the medullary . pyramid is sectioned skilled 
movements are impossible. Dr. Liddell suggested that 
cortical areas in the vicinity of the motor cortex might take 
over its functions and relay impulses to the cord by extra- 
pyramidal pathways. i 


Prof. J. A. BARRÉ (France) distinguished between 
two pyramidal syndromes, one irritative and one a 
deficiency syndrome, the common type of hemiplegia 
being a mixture of the two. 


In the pure pyramidal deficiency ‘syndrome voluntary 
movement is‘affected but there is no exaggeration of tendon 
jerks, no abolition of superficial reflexes, and no Babinski sign. 
This type of disturbance is found particularly in slowly 
progressive compression of the pyramidal tract, and with 
ischemia such as may be produced by vascular spasm. It 
may also occur after unilateral epileptic attacks. 


Prof. L. van BOGAERT (Belgium) described disorders 
of movement in members of two families suffering from 
Alzeimer’s disease. 


In the first family, some time after mental changes had 
become apparent, weakness of the legs developed and gradually 
a paraplegia-in-extension appeared, which later passed into a 
paraplegia-in-flexion with release of the spinal reflex mecha- 
nisms; degeneration of the pyramidal tracts was found post 
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mortem as far distally as the pons. In the second family 
speech became staccato and later incomprehensible ; the gait 
was disturbed, and the reflexes increased, but the plantar 
responses remained flexor and there was no clonus. The 
clinical picture was similar to that of pseudobulbar palsy. 
At necropsy there was extensive cortical degeneration but the 
' motor cortex was not more involved than other parts. There 
was no degeneration in the pyramidal tracts or the basal 
ganglia. 


Prof. MocEens Foe (Denmark) analysed the associated 
movements found in hemiplegic patients. They occur, 
he said, most often in infantile hemiplegics, are most 
apparent in the peripheral muscles, and are influenced 
by the tonic neck reflexes. 


Accent 

Prof. G. H. Monrap-KRoun (Norway) discussed the 
altered melody of language (aecent) in some patients 
with aphasia. 


A Norwegian woman ‘sustained ‘a ‘penetrating wound of 
the left frontal region in an air-raid: there was at first 
aphasia and right hemiplegia. Two years later her speech 
was.fluent and accurate, but there had been a remarkable 
change in her accent through which she was continually 
mistaken for a German. Before her head injury she had 
not been in contact with foreigners and she had not dived in 
Germany. Her sense of music was normal and there was 
only slight nominal dysphasia. 


This aspect of speech disturbance evidently deserves 
further study, and Professor Monrad-Krohn’s illustra- 
tions of changes in accent and emphasis, while speaking 
a language other than his own, were magnificent. 


| Autodermogr aphy 


Dr. R. ČERNÝ (Czechoslovakia) has found it valuable 
to get patients to use a skin-pencil to mark out the 
position of pain and of sensory disturbances—a method 
helpful in distinguishing between organic and psycho- 
genic disturbances. 


K ernicterus or Nuclear J R 
There were two illuminating papers on this subject. 


Prof. D. F. CAPPELL (Glasgow) said that in most cases of 
icterus gravis neonatorum and congenital hemolytic anemia 
the father is Rh-positive and the mother Rh-negative ; 
kernicterus does not occur in congenital hemolytic disease 
nor in infantile forms of jaundice other than that due to: 
rhesus incompatibility. He has found in post-mortem 
material that approximately 30% of infants dying of icterus 
gravis show kernicterus, while of those surviving the jaundice 
_ about 12% have neurological sequela. He regards kernicterus 
as due to bile-staining of already dead or damaged cerebral 
tissue, about the time of birth. 


Dr. J. G. GREENFIELD suggested that the term nuclear 
jaundice is preferable to the hybrid kernicterus. We now 
understand the aetiology and the pathology of the condition 
but there are two major problems about the pathogeny. 
The reason why certain nuclei and cell-masses are almost 
constantly involved is probably that those nuclei which 
are less mature at the time of birth tend to escape. The 
other question—-why nuclear jaundice is seen in only 
a proportion of cases of icterus gravis neonatorum—is 
unanswered. 


M yasthenia Gravis 
Mr. GEOFFREY KEYNES discussed his results with 
thymectomy. 


In 100 operations, a thymic tumour was found in 12 cases. 
Of these 12 patients, 2 died after operation and 5 some weeks 
or months later; 1 patient has deteriorated since operation ; 
l is somewhat: better ; ; and 3 cases are too recent for assess- 
ment. There was often a severe relapse of myasthenic 
-symptoms, even though necropsy showed no recurrence of 
the neoplasm. 

In cases without a tumour the results were much better : 
of 63 cases followed long enough for adequate assessment, 
24 are quite well, 16 are normal when taking only smal] 
doses of ‘ Prostigmin,’ and 18 are improved ; 


- pictures return promptly to normal. 


_ bling those seen in acute. rheumatic infection: 


in 5 there has. 


been no improvement. The best results were obtained in 


the younger patients and in those with relatively short . 


histories; improvement after operation may continue for 
eighteen months or two years. 


Dr. ANDREW WILSON described the use of D.F.P. 
(di-isopropylfluorophosphonate) in myasthenia. 

This substance inhibits the cholinesterase activity of the. 
serum, but he does not think that the changes in the blood 
reflect the state of affairs at the myoneural junction. Of - 
9 patients treated with D.F.P., 5 were benefited; in 3 the’. 
treatment had to be stopped because of toxic symptoms; 
l other was not improved. Dr. Wilson does not recommend 
D.F.P. for the routine treatment of myasthenia gravis, but 
regards it as useful for research on the disease. 


‘DISORDERS OF THE CHEST 


Transient Pulmonary Infiltrations 
Some might have thought this subject too’ narrow 
for a full meeting, but it yielded a fruitful discussion. 
ranging over ‘‘ eosinophilosis ” and the lung changes. 
Prof. W. LOFFLER (Switzerland) read the opening paper. 


In 1932 he observed a group of cases characterised by 
fleeting pulmonary infiltrations and by eosinophilia in the ` 
blood. The illness began suddenly, evolved rapidly, and was 
of limited duration. It may be epidemic in a small community, 
and most of the cases were seen at the height of the summer. - 
The total white-cell count is seldom above 8000 per c.mm. 
(of which eosinophils may .contribute up to 60%) and it | 
reaches its maximum a few days later than the radiographie 
change. When the patient recovers the blood and X-ray 
In:some cases organs 
other than the lungs are attacked—e.g., in meningitis and 
epididymitis (both liable to bè confused with tuberculosis), 
in which diagnosis is established by demonstrating large 
numbers of eosinophils in the cerebrospinal fluid or prostatic 
secretion. 

Probably there are several fundamental causes of the 
condition, and Professor Löffler mentioned certain forms of 
pollen (Shanghai), acarus, and Entameba histolytica, as well 
as ascaris which he puts among the most important. He and 
his colleagues, after feeding guineapigs with eggs of Ascaris 
lumbricoides, found the parasites with concentrations of 
eosinophils in the wall of the cecum within 24 hours and in 
the lumen of the bronchi at the end of 5 days. They had been 
conveyed thither by the blood-stream through the liver 


Tropical eosinophilia is an interesting variant, pedio 
examples being recorded during the war from the Far 
and Middle East. Presenting as resistant asthma, many 
examples are due to the acarus, mites being demonstrated _ 


‘in the sputum by a special technique. Administration of 


arsenic (neoarsphenamine intravenously) is curative. 

Lieut.-Colonel R. VISwANATHAN (India), from experi- 
ence of over 200 cases, has concluded that the disease is 
an entity and must be classed as an infection rather than 
as an allergic state, the infecting agent being inhaled. 
Dr. W. D. W. Brooks said he found mites i in the sputum 
of 8 of 21 sailors returned from the Far East with this 
condition. The records of the Admiralty show that 
mites have been demonstrated in the sputum of about 
10% of British sailors with tropical eosinophilia. 

That lung changes with, eosinophilia are not confined 
to acute manifestations limited in time, such as those 
described by Löffler, was made clear by Dr. J. L. 
LIVINGSTONE .who recounted three unusual cases. | 

One patient, a young woman, exhibited at intervals over 
the course of four years bronchitis with spasm, lung shadows 
which were often dense, an eosinophilic effusion, granulo- 
matous lesions in the muscles, and superficial nodules resem- 
No causative ` 
agent was traced: no eggs were found in the stools and no ` 
sulpha drugs or serum had been given. 


Similar clinical examples were given by Dr. J. CRorron: 
in one of which an eosinophilic effusion was present. 

‘It became evident that these latter examples have some 
affinity to periarteritis nodosa, and thenceforward the 
trend of argument was towards establishing a relation- 


` on guineapigs have given negative results, and the 
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ship, on the basis- of allergy, between the various condi- 


tions described. It: all depends, so the argument ran, 


on which tissue is picked out: transient infiltration 
results if the tissue is the parenchyma of the lung, 
spasmodic bronchitis if it-is the bronchi, and eosinophilic 
effusion if it is pleura. If, on the other hand, the blood- 
vessels are attacked (and Dr. Paitip ELLMAN gave two 
instances in which this “ vascular allergy ” appeared 
probable) periarteritis nodosa, certain forms of glomerulo- 
nephritis, and possibly even manifestations of rheumatic 
infection may be the onicome. 


Sarcoidosis 

Sarcoidosis is a puzzling disease. 
uncertain, diagnosis is often difficult, and treatment is 
unsatisfactory.. Several of these topics were .reviewed 
at a meeting with the section of dermatology. 

Prof. L. M. Pautrier (France) confined his remarks 
to the superficial lesions and to the problem whether 
sarcoidosis is a disease sui generis or a manifestation of 
tuberculosis. There is much, he said, in favour of the 
view that the disease is a genuine but modified form of 
tuberculosis, 2 non-caseating variety : it is based largely 
on the fact that caseating tuberculosis not uncommonly 
develops later. On the other hand inoculation experiments 


Mantoux reaction is usually negative. The validity of 
each of these points of evidence was questioned: the 
former by Dr. A. T. Ross-SmitH (Oxford) who said that 
inoculation may be positive if enough time is allowed 
(6-8 months) ;- the latter by Dr. CLIFFORD HOYLE who 
pointed out that a patient with sarcoidosis may exhibit 
a negative Mantoux test either because it has never 


been positive or because SORUS to tuberculin never 


i 


| 


develops. 

An interesting acotit was given by Prof. H. 
HAXTHAUSEN (Denmark) of the specific antigenic 
reaction (the Koim reaction). 


-This antigen is prepared from a suspension of the constitu- 
ents of a superficial lesion (a gland) and injected into the skin. 
A positive response is indicated by the appearance after 1-2 
weeks of a nodule at the site of injection which may persist 
for up to 2 years. The reaction appears to be specific and is 
negative in lupus and other tuberculous affections of the skin. 


It was felt, however, that this has not yet settled the 
etiological controversy. 

The widespread nature of the disease was emphasised 
by Prof. CHARLES CAMERON (Edinburgh). 


It can attack the skin, mucous membranes, tonsils, eyes 
(uveitis), salivary glands, lymph-glands, lungs, liver, spleen, 
kidneys, and bones. More rarely involved are the pituitary 
' (diabetes insipidus) and the heart muscle. Pulmonary involve- 
ment is frequent. “A common association is the skin, lymph- 


glands, and uveoparotitis. The bones are implicated in about 


209% of cases—generally the small ones, but occasionally 
the larger. 
sedimentation. rate is raised, eosinophilia and monocytosis 
are seen, and hyperglobulinemia may be found. 


Dr. Hoye, confining himself largely to the respiratory 
` form, emphasised the lack of definition and the con- 
siderable difficulty experienced in diagnosis. 


Of 135 patients, suspected of sarcoidosis, whom he has 
studied, the diagnosis was endorsed by histology in only 16, 
being probable i in 14 others. In another 32 tuberculosis would 
have been a reasonable alternative diagnosis. Of the remainder, 
53 proved to be miliary tuberculosis and 3 atypical Hodgkin’s 
disease, while lymphatic leukemia, carcinomatosis, adenoma- 
tosis of lung, pulmonary congestion, chronic respiratory 
‘infection with bronchiolitis, dust diseases, and various 
examples of the pneumonias accounted for most of the others. 
A long period of observation is often needed before the 
diagnosis can be established. Caseating tuberculosis with 
cavitation not infrequently results. 


Dr. J. G. ScaDpING called attention to the value of liver 
biopsy in diagnosis: he has been able to demonstrate 


The etiology is 


In the active phase of the disease the blood- - 


characteristic changes in the liver in three consecutive 
examples. 

The disease is protracted but often remarkably free 
from symptoms. It may remain stationary for a long 
time, and may etrogress. Death takes place from’ the 
invasion of vital organs and from the supervention of 
active tuberculosis, and disability results from blindness 
and from fibrosis of lung with emphysema. - Dr. S. 
LomHott (Denmark) informed the meeting that these. 
patients tolerate calciferol less well than those with 
lupus. Apart from this, reference to treatment was 
conspicuously absent. — j 


PSYCHIATRY 


This section did not exhale its characteristic flavour l 
until the second meeting. At the first meeting the talk 
was all of genes, and there was little to distinguish the 
methods and modes of thought in evidence from those 
that might have been displayed at any of the other sections 
if they had.been dealing with heredity and constitution. 


Genetics 

Prof. T. SJÖGREN (Sweden) led off with a report of the 
survey he has been making into the incidence of psychosis 
and severe mental defect in the population of an island 
off the Swedish coast during the period 1900-44. 


Amorig these 9000 farmers and fishermen approximately 
the same amount of insanity, idiocy, and imbecility was dis- 
‘covered as in the population of the Danish island, Bornholm, — 
which Professor Strömgren of Aarhus had investigated before 
the war: this incidence was about twice that reported in 
the Swedish census of 1940, but greater nicety of ascertain- 
ment would account for much or all of the discrepancy. 


Dr. F. J. KALLMANN (U.S.A.) developed some stimula- 
ting views about the inheritance of mental illness, based 
on his classical studiesof schizophrcnia and his unrivalled 
twin-material. : 


He emphasised that genetic factors determine the resistance 
to the development or continuance of an illness such as. 
schizophrenia, and that this resistance is apparently connected. 
with the mesodermal tissues. He also stressed, as did subse- 
quent speakers, that discovery of the hereditary causes of an 
illness in no sense implies that treatment will be futile. One 
of the most striking points he made had reference to mono- 
zygotic twins : if such twins differ in respect of the occurrence 
.of mental illness when observed over a sufficient length of 
time, they represent research material that is more valuable 
and rare. than monozygotic, twins who are concordant, and 
it is a grave omission if any. doctor who comes across a dis- 
cordant pair of “ identical ” twins fails to report them to an 
appropriate laboratory, where they can be studied. 


Dr. FRASER ROBERTS offered a simple answer to a 


perplexing question in mental deficiency. In place of 
the disputed criteria for distinguishing between 
“ primary ’’ and “ secondary ” defect, he offered a dis. 


tinction between those with an I.Q. over 45 (or there. 
abouts), and those with an 1.Q. lower than this; the 
former are the subcultural defectives, representing the 
lower end of the curve of distribution of intelligence in 
the general population, whereas the under 45’s are the 
people whose defect is due to a damaged brain. His 
arguments in favour of this simplification were statistical, 


and were not wholly acceptable to Prof. L. S. PENROSE, 


who latér opened the general discussion. Dr. ELIOT 
SLATER bravely tackled the problem of psychopathic ! 
personality, and reminded his listeners that it is 
imprudent to make changing social values the criterion 
for a diagnosis as is customary with psychopathic 
personality. Professor PENROSE anticipated one of 
Thursday’s incidental topics when he asked (as plaintively 
as one can in a rhetorical question) if someone would 
_tell him what schizophrenia is. 


“Depression 
Next day the section went to the Maudsley to talk 
rather cheerfully about depression. Dr. T. A. MUNRO 
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began with a reminder that depression as a psychiatric 
term had taken the place of melancholia, but that 
depression might be met with elsewhere than in mental 
illnesses; its causes are too far-reaching for the 
psychiatrist to speak otherwise than humbly about them 
and their. eradication. He painted the picture with 
broad strokes, and deprecated sharp distinctions between 
neurotic and psychotic depression. Dr. D. E. SANDS, 
who spoke later, asserted the contrary ; he holds that it 
is now more than ever necessary to distinguish the 
endogenous psychotic depressions since it is among them 
that electrical convulsant therapy scores its successes. 
Dr. CLIFFORD Scorr then gave a _ psycho-analytical 
interpretation of the origin of depression in which he 
emphasised that the crucial happening occurs at the 
stage when the young child fuses the mother whom it 
loves with the mother whom it hates, and recognises 
similarly that the loving and the hating sélf are one; 

the vicissitudes of the balance between ‘these opposites 
chiefly determines the occurrence of morbid depression in 
later life. Dr. E. STENGEL, who has studied intensively 
the obsessional phenomena in some organic diseases of 
the brain and who combines neurological with psycho- 
analytic modes of thought, reviewed the significant group 


of cases in which obsessional and depressive symptoms . 


occur together, and he paid particular regard to the 
cyclical obsessional conditions. He finished his paper 
with the shrewd comment, appropriate enough in a 
discussion of: psychodynamics, that we are so eager now 
to explain and to cure that we sometimes fail to make 
sure what exactly it is that we are explaining and curing. 

Prof. W. S. Dawson (Australia), who opened the 
discussion, and many subsequent speakers, did not like 
..the psycho-analytical line of thought which had been 
apparent intermittently during the morning, and they 
wanted metabolic and hypothalamic functions studied 
further, though they had no precise new data or sug- 
gestions about method to offer. Dr. D. W. WINNICOTT 
held, on the other hand, that the psychodynamics of 
depression can best be studied ‘in the child, especially in 
relation ‘to apparent or real physical disabilities—a 
matter of pediatrics, in short. Another speaker alarmed 
those of the more gloomy members of the audience who 
want to keep their brains intact by remarking that 
some depressed people who have failed to recover their 
spirits after electrical convulsions have responded well 
to prefrontal leucotomy. 

In the afternoon demonstrations in the Maudsley’ S 
departments of electrophysiology, neuropathology, and 
psychology showed that psychiatrists do not rely solely 
on psycho-analysis to clear up all the mysteries of 
mental illness, and that there is no lack of sound and 
vigorous research. 


CARDIOLOGY 


Clinical Value of Chest Leads 


Dr. F. N. Witson (U.S.A.) paid tribute to the work 
of British cardiologists, and described the researches of 
Thomas Lewis as the most important in the history of 
electrocardiography. He thought, however, that no 
one man had at any particular time introduced chest 
leads, but that they had “ just come naturally.” 


The unipolar (V) chest leads allow the diagnosis of right 
and left ventricle hypertrophy whereas the standard limb 
leads do not. They also give reliable information on the 
presence or absence of bundle-branch block, and may show 
the suggestion of this condition in limb leads to be faulty. 
Finally in some types of cardiac infarction where the patterns 
of the limb leads are normal or only doubtfully abnormal 
the pattern in the V leads is quite characteristic. 


Dr. Curtis BAIN (Harrogate) believed that the V leads 
will soon. be generally adopted and that the chest lead 
IV is finished. With leads CR and CF there is distortion 
which sometimes makes them unrvliable. He also thought 


digitalis of value 


that the standard limb leads may disappear, though it 
should be noted that lead III may show most change in 
posterior infarction. Dr. TERENCE East thought that 
four chest leads (Va Va VL, and VF) se prove to be all 
that is required for routine use. - 


The Phonocardiogram 
This subject, which turned out to be the most con- 


troversial discussed by the section, was introduced by 
Dr. WILLIAM EVANS. > 


He referred first to the value of the phonocardiogram in 
determining the position of the. additional sound of triple 
rhythm in the cardiac cycle. Next the significance or other- 
wise of a systolic murmur may be decided by a sound record 
because its exact position, which is more important than 
either its quality or intensity, can be determined by this 
method. Dr. Evans’s phonograms showed that the systolic 
murmur of a normal heart always begins later than the 
“ S line ” of the electrocardiogram, while with rare exceptions 
what is heard as a systolic murmur in mitral stenosis is seen 
in the phonogram to begin usually during the r-r interval 
and never later than the s line. He also described distinctive 
records of murmurs of hypertension and congenital heart 
disease, and maintained that diastolic sound vibrations are 


sometimes present in these conditions: when no murmur 
is audible. 


Prof. C. Lian (France) believes that the main valié 
of sound-records is in establishing the presence of triple 


rhythm. They enable the triple rhythm of left-ventricle 


failure to be differentiated from the unimportant redupli- 
cation of the first sound, and the third heart sound of 
mitral stenosis from reduplication of the second sound. 
Professor Lian’s remarks ‘were illustrated by very 
clear phonocardiograms taken with the Lian-Minot 
telestethophone. Continuing the discussion Dr. G. | 
Minot (France), whom Dr. Evan BEDFORD described 
as “the world’s leading cardiac engineer,’ gave an 
account of the various techniques employed for sound- 
recording of the heart and defined the essentials of such 
apparatus. 

The French workers seem to regard phonocardiography 
as a means of recording what “can actually be heard, — 
and thus differ from the British view as represented 
at this meeting. Agreement on the best type of apparatus 
and on its calibration will have to be reached by these 
workers, who have done so much to advance the subject, 
before the instrument comes into more general use. 


Coronary Vessels 

Prof. C. Lausry (France), the doyen of Continental 
cardiologists, described his technique for injecting the 
coronary arteries post mortem and his findings on 
coronary anastomoses. 


He has found, contrary to previous conceptions, that 


anastomoses may exist in the young healthy heart, while 


they might be absent in the aged heart. Coronary sclerosis 
increases with age and after 60 is of the third or highest 
degree (of his classification) in about 80% of subjects. Free 
and extensive anastomoses may or may not develop after 
severe coronary sclerosis and the unfortunate subject in the 
last category gets cardiac infarction. - 


Repetitive Paroxysmal Tachycardia 
Dr. JoHN PARKINSON and Dr. C. Papp gave a com- 
munication on this condition based on 40 cases including 


'7 children. 


It is a distinctive disorder of rhythm in which short 
paroxysms of tachycardia arising in auricle, ventricle, or 
A-V node, or runs of multiform extrasystoles, are constantly 
recurring. Sinus beats are few, and the difficulty is not so 
much to record a paroxysm as to record the normal basal 
rhythm. The heart is nearly always free of disease, symptoms 
are slight or absent; and the prognosis is good, for although 
the disorder may last many years it often subsides in the 
end. In treatment digitalis is rarely effective though 
occasionally quinidine has controlled the ventricular form. 


Dr. J. LENEGRE (France) said he had found intravenous 
in paroxysmal tachycardia, but 
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Professor LauBRY thought that when his friend and 
compatriot reached his own ripe years he would be less 
enthusiastic. | 
. Sympathectomy for Hypertension 
_ Dr.” GEOFFREY BOURNE discussed ‘the mechanisms 
by. which hypertension may be brought about, and 
showed photographs illustrating the disappearance of 
neuroretinopathy after sympathectomy. At present, 
he said, the criteria of suitability for the operation are 
the chief problem. Mr. E. G. TUCKWELL described his 
technique for the operation, and Dr. F. N. WILSON 
reported that one of his assistants has been able to 
duplicate the results of a successful sympathectomy 
by the use of a low-sodium diet. Dr. S. HAMMARSTRÖM 
(Sweden) has found no correlation between the results of 
the preoperative ‘Amytal’ test and the post-operative 
fall in blood-pressure—showing yet again how difficult it 
is to predict which cases will respond favourably to 
this treatment. 7 : a 
Tomography `~ . | | | 

Dr. E. Tiscenco described the technique he has used 
with Dr. J. H. WRIGHT to ensure that the tomograph 
pictures the desired structure exactly. 

. Briefly this consists in screening the patient and marking 
the desired plane with strips of lead fixed on opposite points 
of the chest wall. Many beautiful pictures were shown 

` demonstrating the value of tomograms in disease of pulmonary 
vessels and aorta, in determining the size and thickness of 
the heart chambers, and in ascertaining the nature of shadows 
on: the cardiac silhouette which are obscure on the straight 
radiogram. i i : 
DERMATOLOGY 
Scabies and Pediculosis l 

Dr. P.. G. Stock said that in 1920 the incidence of 
- scabies was high among school-children in London, but 
it dropped considerably in. the next six years. In the 
“thirties it bégan to rise again; by 1938 it was as high 

as in 1920, and it was increasing when the war began. 
The -reasons for its fluctuations are not understood, 
and the ecology of the infestation needs study. | | 

Prof. P. A. BUXTON, F.R.S., reviewed the data which 
have accrued from population studies of lice, and 


emphasised that in pediculosis capitis the number of: 


lice depends largely. on the length and amount of the 
hair. Children of preschool age are the most heavily 
infested section of the community. Turning to the 
reactions of the host to the bites of lice, he remarked 
that neither at home nor abroad has he met a person 
tolerant to these bites. Finally he urged the adoption 
in medical practice of the measures which entomologists 
have proved to. be of value in the control of infestations. 
= Mr. KENNETH MELLANBY, D.SC., showed the entomo- 
logical seabies film and examined many ways in which 
the knowledge of the entomologist is important to the 
dermatologist. Prof. G. H. Prercivat, dealing with the 
practical organisation of scabies control, spoke of the 
necessity for suitably designed, properly sited, and 
adequately. supervised cleansing-stations for the popula- 
tion at large. _ p 
. ot * * 

At a dinner organised by the British Association of 
Dermatology and Syphilology the British members of 
the conference learned from a moving speech from 
Professor PAUTRIER of the emotions which filled the hearts 
of the guests at being once again in London. To see 
the battered City on whose resistance their faith had 
been fixed in the desperate years of occupation; to 
meet again their own old friends and colleagues; to 
see and hear Winston Churchill—these and other 
experiences filled their hearts.. It was right and. fitting, 
they felt, that the first post-war international medical 
congress in Europe should be held in England and in 
London. es 7 


In England Now | 


A Running Commentary by Peripatetic Correspondents 


THE International Conference of Physicians which > 
has just ended brought to mind some of the language © 
difficulties of the war. There were times when one had 
to attempt case-taking in English, French, German, and 
Italian. I often thought that the Americans were the 
most -difficylt to understand, for we started on the false 
premise that we were speaking the same language. 
“Tve been throwing up,” for instance, is much more — 
difficult than ‘‘ Ho vomitato.”’ Be 

I was lucky at one time in having on my Medical 
Division a Czech officer who could speak to the Poles 


-and an Egyptian officer who could speak Arabic to a 


section of Palestinian engineers who were at work in 
the hospital (their other language was Hebrew). The 
Czech officer had worked for a short time in a general . 
practice in Wales. “ I did get on well in Wales,” he told 
us. “‘ Ze Welsh people zey like me because I am not 
English, and ze English people like me because I am not 
Welsh.” But my very British surgical colleague seemed 
to have the best solution to the problem. He had always 
got on very well, he said, with two languages only ; 
oe was English and the other was what he called 
oreign.”’ l 


k o * * 


The other night the radio asked, ‘‘ What does Edin-. 
burgh mean to you ? ” The answer came pat. It was not 
rock or Scotch bun; not that: rude epigram which 
might be bowdlerised as ‘‘ New Town, Rose Street, and 
the Grassmarket ” ; not Burke and Hare. It was Daddy — 
Whitaker. And who? The Directory for 1928 described 


. him as professor of anatomy in the School of Medicine 


of the Royal Colleges, Edinburgh, but to a large part of 
the profession (which may be divided into those who knew 
him and those who were less fortunate) he was a genius 
who ran a summer vacation course for the remittance 
men, the submerged tenth, of the student population 
of the British Isles and the United States of America. 
If you never knew him you must picture a stark and 
comfortless theatre; about a hundred students are 
standing while they chant a rigmarole about the muscles 
of mastication ;` gesticulating, dancing, leading, and 
conducting them is a little old man with a straggling 
beard, gangrenous finger tips, and the holy fire of 


‘imparting knowledge in his eyes. The chorus ends and the 


leader adds an exordium about caution in mentioning 
the buccinator as a muscle of mastication if you are 
examined by'a man with a large white moustache— 

but ask him if he can chew his dinner without it.” 
I have an idea that no-one who does not stray. from 
the median grove can be an. effective teacher of 
anatomy to those who are neither very clever nor very 
studious. : 

The class began with the question, ‘‘ Does anyone 
know any anatomy ? ”' One. mug put up his hand and 
for two months remained “The man who knows 
anatomy,” but very soon about half the class were 
known by nick-names. No notes might be taken— 
and no sleep ; the process by which Daddy detected the 
slumberer was obscure but infallible. His genius as a 
teacher lay, I believe, in what is known now as “ group- 
therapy ”; we were “ Daddy’s boys,” and we helped 
each other more than we knew. He was an old man, and 
he very sensibly rested for some time after lecturing 
since in the process his arms and legs had played as large 
a part as his vocal cords.. Then he might be approached 
in private audience, and if you were in any sort of trouble 
it was then that you learnt the great charity of the man. 
‘* Signing-up ” for dissections was a farce but I doubt 
if much was lost thereby except for some amour propre 
among the more orthodox academic teachers. 

His memory was out-of-the-ordinary. My father, 
happening to be in Edinburgh, had entered me for the 
course ; when he came into Daddy’s room the old man said, 
‘“ Don’t tell me your name. My memory is not what it 
was but I'll remember it in a minute. It begins with 
Z and you were here in ’99.’’ He was adamant that he 


was not an anatomist (which is believed to be the only ` 


subject on which he agreed with the University Depart- 


448 THE LANCET] 


ment of Anatomy across the road) but a physician, 


“and that is why I carry a doctor’s bag.” He did, a - 


little black one, but I rather think that all it held was a 
copy of the Scotsman. Was he scots ? ‘‘ Iam a Lancashire 
man and proud of it.” Did we learn anatomy ? Surely 
the people to answer that are the examiners whom we 
met subsequently. We learnt at any rate ‘‘ the two most 
beautiful .words in the English language—throstle and 
James Ryland Whitaker.” 


* * * 


As to buying warts (July 26, p. 149), I recall that asa 
surgeon-probationer, R.N.V.R., in 1915 I tried for months 
to burn off No. 1’s wart with AgNO,. It vanished on 
a four days’ leave because his grandma bought it off 


him for d. Apparently the cost of living has gone 


up 200% in Somerset. I recently sent my maid to a 
dermatologist for warts (cost 3 guineas) and the result 


is nearly as good. I can quite believe that the cost of 


living has gone up in Lancashire by 151,200 %. 

Of course, it is all a matter of faith, and patients have 
less faith in their doctors than their stars; all this 
commerce in warts must be done by the laity to succeed. 
On St. Patrick’s day I asked an Irishman what the 
flower of the shamrock looked like. ‘‘Sure, it has no 
flower,” I was told. ‘It is St. Pathrick’s plant, and 
represents the three blessed points of the Thrinity ! 
Sure, an’ if you wear it, it brings ye luck.” Said a 
neighbour : ‘‘ My husband says four-leaved clover brings 
good luck.” Says he: ‘‘ Och, sure, ma’am, but that 
is mere superstition!” ‘‘ And that was in England 


now.” 
* * * 


Once more the London hospitals’ cricket cup finds 


itself in the keeping of St. Mary’s. The final game was. 


played on the perfect wicket of the Richmond Cricket 
Club between Mary’s and Middlesex, and when each side 
had completed an innings Middlesex had to follow on 
216 runs behind. They fought back well, -but could 
only set their opponents 45 runs to make, and at seven 
o’clock on the second day Mary’s made the winning hit 
with nine wickets standing. ` 
Such are the barest facts of a game which was very 
worthy of the occasion—two keen sides, some excellent 
bowling by the winners, whose fielding was first-class, 
and a magnificent: not-out century for the losers. All 


‘ this provided excellent entertainment for the handful 


of spectators present. There’s the rub, for the social | larly subject to this source of error. Reports from two 


side of the game, in contrast to the cricket, was 
austere. The players had to seek their refreshments 
outside the ground, and the old boys present couldn’t 
have mustered an eleven. Even the pavilion bore was 
absent. i 

I remember a generation ago taking part in a final 
tie—against St. Mary’s. We had a grand crowd on the 
afternoon of the second day’s play. Could our sides 
of those days have beaten the teams who came off the 
field this year? I doubt it; but I think we could 
have met them with confidence. We should have seen, 
however, that we had some publicity! Why should not 
the final tie be played at Lord’s? One can imagine the 
shade of W. G. appreciating many of the fine points of 
the game the other week, but viewing the thin gathering 


o supporters surely he would have piped through his 


eard : ‘‘ Come, come, this won’t do.” 


% * * 


Your correspondent of Aug. 30 who described the 
fox-hunt tattoo might be interested in a similar case 
I saw in an outpatient department of my teaching 
hospital; here, however, the fox had not disappeared 
to warmth and safety; and one felt that, if the sphincter 
held, the hounds might yet have a chance. It was in 
the same department that I gave the first injection of 
my life. Things were run on conveyor-belt lines—we 
sat by a supply of syringes and material (As and Bi, 
by the way) and a line of buttocks moved turn by turn 
before us. As I settled for the adventure of my first 
injecting, into my field of vision bounced two immense 
hemispheres carrying a message in very large letters: 
Rit Merry Xmas and a Happy New Year to You 
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Public Health 


Poliomyelitis and Polioencephalitis 


THE cases of poliomyelitis notified in [England and 
Wales during the week ended Sept. 6 numbered 662 
(612), and notifications of polioencephalitis numbered 
46 (45). Figures in parentheses are those for the week 
ended Aug. 30. 

Despite the increase of poliomyelitis in the country as 
a whole the London figures—69 (77)—continued to 
decline a little. The chief increases were in Bedford- 
shire 9 (4), Durham 38 (29), Essex 30 (21), Lincolnshire 
17 (5), Surrey 31 (25), Warwickshire 40 (25), and 
Glamorgan 17 (7). The chief decreases were in North- 
umberland 12 (21), and Southampton 5 (19). It will be 


35 


Q 
© 


ed 
un 


ği 


LOGARITHM OF NO. 
2 Y 
Ò Ò 
ABSOLUTE N°. OF NOTIFICATIONS 


=) 
wi 


22 24 26 28 30 32 34 36 38 40 
WEEK NO, 


remembered that in the relatively high prevalence of 
1938 there were two peaks, one late in July and the 
other, the higher one, in mid-October. Between these 
two peaks prevalence remained high but fluctuated 
somewhat from week to week. It is well known that in 
periods of high prevalence notification figures of many 
diseases tend to be high because of the inclusion of cases. 
where the diagnosis is doubtful and is not subsequently 
confirmed. Indications from hospital experience suggest 
that the notifications of poliomyelitis are now particu- 


large hospitals suggest that as many as half the notified 
cases do not develop signs supporting the diagnosis of 
poliomyelitis; and a large proportion are found to be 
suffering from other diseases. 

Final figures of deaths are not yet available; but 
provisional figures for England and Wales show that in 
July there were 74 deaths from poliomyelitis and polio- 
encephalitis together, and 741 notifications (uncor- 
rected). In London since the beginning of April there 
have been 29 deaths and 660 notifications (uncorrected). ` 
It must be emphasised that these figures are provisional. 


Infectious Disease in England and Wales 
WEEK ENDED SEPT. 6 


Notifications.—Smallpox, 0; . scarlet fever, 540; 
whooping-cough, 1683; diphtheria, 145; paratyphoid, 
29; typhoid, 6; measles (excluding rubella), 1447; 
pneumonia (primary or influenzal), 215 ; “cerebrospinal 
fever, 36; poliomyelitis, 662; polioencephalitis, 46; 
encephalitis lethargica, 3; dysentery, 64; puerperal _ 
pyrexia, 112; ophthalmia neonatorum, 53. No case 
of POER plague, or typhus was notified during the 
week. 


Deaths.—In 126 great towns there were no deaths from 
measles or scarlet fever, 1 (0) from enteric fever, 2 (0) 
from diphtheria, 5 (2) from whooping-cough, 62(3) from 
diarrhœa and enteritis under two years, and 2 (0) from 
influenza. The figures in parentheses are those -for 
London itself. 


The number of stillbirths notified during the week | 
was 196 (corresponding to a rate of 23 per thousand | 
total births), including 35 in London. | 
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Letters to the Editor 
THE NEED FOR TEXTBOOKS 

SIR, —Your admirable educational number reminds 
me that the academic year is about to commence. It is 
the duty of teachers to recommend textbooks and other 
reading matter to their students. 
practical, I called in at a leading medical library to find 
out: what books were available in my subject. A few 
copies of one English standard textbook might be seen 
in solitary state, and odd copies of some American 
textbooks could, I was told, be obtained from time to 
time. It seems that not only in morals but also in culture 
we are reverting to the Dark Ages. 

Middlesex Hospital, W.1. SAMSON WRIGHT. 


PROVIDENT SCHEMES 


 Sm,—In the article entitled ‘Treatment in Private 
Wards under the National Health Service, in your ‘issue 


of Sept. -6, a correspondent outlines the growth of 


provident schemes. May I bring to notice the latest 
development in this field ? 
` Earlier this year a new association, entitled the British 
United Provident Association, was incorporated. Its 
primary aim is to amalgamate, as far as possible, the 
numerous existing local associations to which your 
. correspondent refers, and to establish in their place a 
uniform service on a nation-wide basis. Past experience 
has shown the old haphazard development to be unsatis- 
factory in many respects, and in any case it is unlikely 
that many of the existing bodies would be able to carry 
on alone under the National Health Service. In addition, 


it is the intention to place the. business on a sound . 


actuari&l basis, such as has not been possible in the 
past owing to lack of uniform statistical information. 
This should raise the status of the business, and enable 
it to obtain a more effective voice in medical health 
politics. 

- Four of the largest existing provident associations 
have agreed to amalgamate to form the association. They 
are the Birmingham Extended Benefits Scheme, the 
British Provident Association, the Central Provident 
Association (with its branch, the Scottish Nuffield 
Provident Society), and the Oxford and District Provident 
Association. Others have joined since, 


The membership of these four bodies exceeds 30,000, 


and they have all substantial financial reserves to place 
in the common pool. In addition, the association enjoys 
a guarantee of £50,000 administered through the Nuffield 
Provident Guarantee Fund 
The intention is to establish, as soon as yossiblena 

‘network of branches throughout the country, based on 
the hospital regions, and to give them the widest degree 
of autonomy consistent with their experience and the 
control of policy from the centre. Thus it is hoped to 


combine local goodwill, initiative, and energy with ~ 


uniformity of policy and of practice. 

The founders of the association believe that, as far 
ahead as can be foreseen, there will be a widespread 
demand. for private specialist and hospital treatment, 
for which many people will want to make advance 


Ee poeni by joining a provident association ; and that, 


keeping in step with developments in the National 
Health Service, the British United Provident Association 
will be able to provide a valuable service supplementary 
to the State insurance. 
Fuller information will gladly be sent on request. 


British United Provident Association, Ltd., E. F. WEBB 
- ` 92, Queen Street, London, E.C.4. General Manager. 


PENICILLIN FOR INFECTIVE ENDOCARDITIS 


Sir,—In your leading article of June 28 reference was 
made to work by my colleagues and myself... Your 
article does not, I think, bring out what we regard as 
our most significant finding—namely, that the recovery- 
rate in endocarditis is apparently related to the daily 
dose of penicillin. In our earliest cases, when 200,000-— 
400,000 units per day was considered an heroic dose, the 
recovery-rate was 50%. When 500,000 units was adopted 
as the minimal daily dose our recovery-rate increased to 


1. BS eae S., Smith, J. M., McGee, C. J. Arch. intern. Med. 1947, 


To make my advice ' 
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83%; and in the last 23 consecutive unselected patients, 
some of whom had strains of bacteria requiring up to 
6 units of penicillin per ml. for in-vitro inhibition, there 
has not been a single failure. Of this last groùp of 
patients approximately one-half: received from 1 to 2 

ion units per day either at the outset or later in 
their treatment, and approximately one-half had pre- 
viously failed to recover on daily dosages of less than 
500,000 units. 
Chicago. WALTER S. PRIEST. 


HEPATIC 'DYSFUNCTION IN PEPTIC, ULCER 


SIR, —I read with interest Dr. Pollak’s results (July 26) 
and interpretation of-the hippuric-acid test in patients 
with peptic ulcer. Reports of hepatic dysfunction in 
this condition are still scanty, but personal observations 
on the hippuric-acid synthesis test, which are entirely 
in agreement with Dr. Pollak’s findings, show that in 
most patients with active peptic ulceration the synthesis | 
of hippuric acid is impaired. | 

To establish the value of the cephalin- -cholesterol 
flocculation reaction as a test of hepatic function, I 
employed a group of patients with diseases not primarily - 
hepatic. Among 29 patients with various alimentary 
disorders 22 had peptic ulceration and were admitted 
to hospital because of activity ; all were proved radio- 
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Results of intravenous hippuric-acid test in 22 patients with peptic 
ulcer and in I5 normal persons, 


logically. The ulcer was located in the duodenum in | 
18 cases, stomach in 3 cases, and cesophagus in 1. The 
cephalin-cholesterol reaction was negative in all cases, 
suggesting absence of hepatic dysfunction. 

The intravenous hippuric-acid test ? was also used in 
the 22 patients. The intravenous technique is considered 
by some to be more sensitive than the oral test, and 
vomiting and malabsorption are eliminated. The results 
I obtained (see figure) show that the recovery of hippuric 
acid expressed as sodium benzoate ranged. from 1°34 to 
0:14 g. with a mean of 0°674 g., whereas in 15 healthy 
medical students the results ranged from 1-25 to 0°74 g. 
with a mean of 0:945 g. The standard deviation of this 
difference (0:271) is 0°072, and the difference is 3°77 
times the standard deviation of the difference; this is 
significant. The volume of urine during the test period 
was adequate in all my cases, and in some in whom 
ona function was fully investigated no impairment was 

ound. 

Hippuric-acid synthesis is therefore likely to be 
impaired in the active stage of peptic ulceration ; but 
in view of the findings of Dr. Sheila Sherlock è it appears 
that the results of hippuric-acid synthesis alone cannot 
be interpreted as indicating hepatic dysfunction. Further 
investigation of hepatic function by all tests of established 
value seems to be necessary in patients with peptic 
ulceration. 

Sheffield. 


1. Dick, A. Brit. med. J. 1945, i, 182. 
2. Weichselbaum, T. B., Probstein, J. G. J. Lab. clin. Med. 
3. sherlock, S. Lancet, 1946, i, 159. 
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INJECTION OF JOINTS WITH ACID 
POTASSIUM PHOSPHATE 


Sir,—In view of the letter of Dr. Heald and Dr. 
Martin (July 19, p. 110) on the lactic-acid injection of 
joints, our observations on the injection of osteo-arthritic 
joints with 1% acid potassium phosphate in isotonic 
saline instead, as described by Warren Crowe,’ may be 
of interest. 

Like your correspondents, we have hesitated to publish 
our report because we could not supply adequate 


statistics, many of our patients corhing from the provinces ` 


and being difficult to follow up; we :had also hoped to 
place the treatment on a more scientific and less empirical 
basis. We tried to estimate the pH of the synovial 
fluid, as Mr. Waugh suggested in his original paper on 
lactic- acid injections, but our results were inaccurate and 
inadequate. As your correspondents say, there is a 
wide field of investigation here for the skilled and 
properly equipped biochemist. 

Since 1944 we have treated over 120 patients with 
varying results. The joints injected have been for the 
.most part the hip and knee, but: we have also given 
injections into wrist, ankle, and shoulder. The method 
gives the best results i in the hip-joint. The outstanding 
feature of this line of treatment is the relief of pain, 
which in many cases is immediate. The duration of. 


relief has ranged from two months to as long as two 


ears or more. One of our earliest hip cases, a dentist 

reated in November, 1944, resumed work within a fort- 
night, after being totally disabled for more than a year, 
and has carried on actively ever since. This case has 
been re-examined by X rays recently and the films show 
no progressive change since 1944. 

The allaying of the pain in these hip and knee cases 
has increased mobility and enabled many to resume their 
employment while still attending for physiotherapy— 
an all-important factor in combating the accompanying 
` fibrositis of the thigh muscles, which we find causes 
persistent pain and disability even when the pain in the 


hip (or knee) is relieved. U 
` M H H ita : OPOLD MAN DEL 
eed Cae J. W. NICOLSON. 


Golders Green. 
POLIOMYELITIS 


Sir,—I believe I am right in saying that Liverpool 
has had a much smaller number of cases of poliomyelitis 
in proportion to population than the rest of Lancashire 
and other large towns. This I suggest is due to the 
much earlier beginning of the school summer holidays in 
Liverpool. The holidays started on July 11 this year, 
instead of the more usual Aug. 1. Might this alteration 
' have been sufficient to interrupt a rising “ carrier-rate ” 
in children of school age ? It is interesting to speculate 
what might have happened if all schools had been closed 
for two weeks (or for a six weeks’ holiday), commencing 
in the 27th week of the year—i.e., when case numbers 
were beginning to rise rapidly. As an experiment this 
could be tried in all schools in one or two counties 
next year. 

Liverpool. A. R. KENNEDY. 


NEW ZEALAND SCHOOL DENTAL SERVICE 


Sir,—Your note on this subject on Sept. 6 prompts 
three interesting comparisons. 

Firstly, the ratio of 6-3 extractions to 100 fillings in 
New Zealand children in 1946, and the ratio of 220 
extractions to 100 fillings in our school-children in 1938, 
the latest figures available. 

Secondly, the possibility of free dental service for all 
in New Zealand in twenty or thirty years’ time and the 
impossibility of it here in any foreseeable number of 
years. All the Teviot Committee could say was that if 
the annual student intake could be nearly trebled we 
should then have to wait twenty years before reaching 
a provisional target of 20,000 dentists, or about 1 to 2300 
of the population. In the U.S.A., with 1 dentist to 1750, 
it is still quite impossible for everyone to have proper 
dental treatment. In New Zealand, if one counts a dental 
nurse as half a dentist, there is 1 dentist to 1500; and 
yet their government is now recruiting dentists here 
where the ratio is 1 to 3000. 


1. Warren Crowe, H. Lancet, 1944, i, 563. 
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Lastly, compare the president’s speech to the New 
Zealand Dental Association with the president’s speech 
to the British Dental Association at its-annual meeting 
this year. While Mr. Tennet praised the achievements 
of the dental nurses, Mr. Samson + confined himself to a 
defence of the Dentists Register, which he declared was 
a sacred book, against the addition of ancillaries of any 
kind. Half-breeds, pseudo-dentists, and ambitious 
young women, he called them, though he did not deny 
—what is in fact generally known—that these people 
do their own special work better than qualified dentists: 

Must we remain twenty-five years behind New Zealand 
merely because dentists fear the competition of cheaper 
and better dentistry and have somehow persuaded the 
Government to postpone the radical. reforms that are 
needed ? It is time the medical profession accepted some 
responsibility for the state of dentistry. They should 
call for the implementation of Major-General Helliwell’s 
minority report as a member of the Teviot Committee. © 
Dentistry should be a part of medicine, and the teeth 
should be and remain parts of the body. At present they , 
are too often the profitable works of art of the merchant 
dentist. 

London, N.W.6. R. B. D. 


INTRAVENOUS INFUSIONS AND MASTOIDITIS 


Str,—I read with interest the letters by Dr. Leslie- 
Smith (Aug. 23) and Mr. McGibbon (Sept. 13). While 
Dr. Leslie-Smith believes that the mastoiditis com- 
plicating gastro-enteritis is due to the intravenous drip, 
Mr. McGibbon blames organisms deposited in the naso- 
pharynx by vomiting. These two opinions can easily be 
correlated, as I pointed out in my paper on bone-marrow 
infusions for infants (Lancet, 1944, ii, 472). An infant 
with a needle precariously fixed in a vein is moved as 
little as possible and often fed on its back for fear of 
dislodging the needle. As a result vomitus or regurgitated 
milk will remain in the nasopharynx and be allowed to 
infect the middle ear and mastoid. In my series of 
tibial infusions, where the infants could be moved with - 
perfect safety, no cases of mastoiditis developed. 

I therefore believe that the mastoiditis is directly due 
to bacterial infection by organisms deposited in ‘the 
nasopharynx by vomiting, as pointed out by Mr. 
McGibbon, and indirectly due to the intravenous drip— . 
not because it involves exposure and handling but 


STOCKER. 


because it prevents free movement of the infants and 


sitting up during feeding. 
Victoria Hospital, Burnley. 


BRITISH RHEUMATIC ASSOCIATION 


SIR,—An association to forward the interests of 
sufferers from rheumatism has been formed on the lines 
of the well-known Diabetic Association. Mr. H. G. 
Wells, who was largely responsible for the founding of 
the Diabetic Association in 1933, prophesied that it 
would be followed by other associations of people with 
a common disability. 

Last May a letter appeared in the press above the 
signatures of five M.P.’s representing all parties: Lady 
Megan Lloyd George, Colonel M. Stoddart-Scott, Major 
C. York, Dr. S. W. Jeger, and Dr. Stephen Taylor. The 
key paragraph read as follows : 

“ A Rheumatic Association is vizualised to organise the 
general welfare of sufferers on a national scale both by direct 
action and advice, and by assisting existing institutions. 
There would be an executive and an advisory staff, and a 
monthly journal to keep sufferers, and the public ge nerally, 
informed of developments in the treatment of rheumatism, l 
of research into the disease, and of matters of public health 
bearing on rheumatism.” 


The response to this letter justified the founding of the 
association. It has been constituted essentially as a lay 
body with lay activities ; its council must always have a 
non-medical majority. Apart from myse If, the medical 
men at present serving on the council are: Dr. Francis 
Bach, Dr. Jeger, Dr. C. E. Lakin, Colonel dhoddark- Scott, 
and Dr, H. D. Wyatt. 

The following are among those who have consented to 
be titular vice-presidents : The Marchioness of Reading, 


Lady Megan Lloyd George, Sir Ian Fraser, Sir Ralph 
1. Brit. dent, J. 1947, 


82, 249. 


GERHARD BEHR. 
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>- Richardson, Sir Harold Tempany, the Earl of Scar- 


borough, Mr. Percy. Rockliff, and Mr. Tom Williams. 
The British Rheumatic Association is not intended to 
rival any existing body. It has, in fact, the approval 


=. of the Empire Rheumatism Council, and is seeking 


registration as a charity trust. It has been formed 
primarily to help rheumatic sufferers to help themselves ; 
but its membership is open to all who are interested in 
rheumatism, whether sufferers or not. The subscription 
has been fixed at 10s. per annum. Donations would be 
welcomed.’ The headquarters are at 118-120, Wardour 
Street, London, W.1, but written communications should 
be addressed. to the hon. secretary, Mr. A. C. M. Bowen, 
B.A., at the clerical department, 111, Woodville Road, 


: aa 2 , 
New Barnet, SENS F. HERNAMAN-JOHNSON 
= : . ~ Chairman of Council, B.R.A. 


-MORE STONES FOR OUR GLASS HOUSE 
Sir,—In your current issue three people discuss the 


degree of precision in the language used by a contributor, 


and such criticism might well be more frequent. On the 


next page. one writer tells how “a young man died 


following excision of the rectum ” and another notes that 
“ In most public lavatories there are no wash-basins.”’ 

Did the young man die of heart-failure before he 
could catch up with the excision, and are lavatories with 
seats instead of wash-basins a result of the abolition of 
compulsory Latin ? 

. AN ADMIRER OF OLD TESTAMENT “LANGUAGE. 

London, W.1. . 


_ SR,—If we’ are, as I hope, to have some interesting 


correspondence on the use and abuse of..the English 
e by Nar ie may I contribute a note on the 

word micturition ? 
<mleeneinon is defined in the Pocket Oaford Dictionary 
‘* (A morbid frequency in) passing urine.” The term 


should, then, properly be used to refer to the symptom | 


of increased frequency of urination. Indeed, a patient 
might suffer from micturition pure and simple. 
London, S.W. L í JAMES MARSHALL. 
“AS THE EXAMINER SEES IT es 
Sin,—May I add one hint for use in clinical examinations 


_ —a hint possibly no more superfluous than those regarding 


dirty hands and halitosis ? - It is: always proffer thanks 
for help nd a hopeful “ goodbye ” to the patient. 
When I did. so, per 


pass between two examiners standing by, and I felt 
instinctively that I had successfully | negotiated that 


hurdle. a J. L. B. 
- BRAIN AND MIND 


SR,- —Your leading article of Sept. 6 under this 
heading prompts me to point to a psychosomatic 
phenomenon, whieh, although not uncommon, rarely 
receives the attention which it deserves. I refer to the 
symptom known as perseveration. By this is‘meant the 
pointless persistence or repetition of an idea or move- 


ment. Perseveration is found in association with con- 


cussion, epilepsy, encephalitis, apoplexy, barbiturate 
intoxication, insulin coma, and convulsion therapy ; 


but it also occurs in certain mental disorders, notably - 


schizophrenia, where no known organic factor is at work. 
What makes it of interest in connexion with mind-body 
relationship is that in certain cases motor and mental 
repetition : can be . demonstrated to occur together, 
indicating that. for the time being mind and body are 
being governed by a single principle of operation—viz., 


that involving a propensity to repeat or perpetuate a 
. previous pattern of activity. Thus, a patient when 


recovering from a convulsion, or entering into insulin 
coma, may sometimes endlessly repeat, an aimless move- 
ment or maintain a fixed attitude, but at the same time 


show in response ta mental tests that his ideas are also . 


poreating: and even imprinting their mark on succeeding 
ideas et an idea is something mental whereas the 
sort of movement in question seems wholly physical. 
Since ideas and movements are in their essence incom- 
parable, their subordination to similar functional laws in 
pathological states offers a promising field for investi- 
gation. Perseveration is not the only symptom in which 
such functional parallelism exists. 
Brentwood Mental Hospital, Essex. 


` - 


THOMAS D. POWER. 


ps a trifle ostentatiously, at an - 
examination not so long ago, I saw surprised glances 


CASES NOTIFIED 


HOSPITALS IN THE EIGHTEENTH CENTURY 


SIR, —Surely there is no difficulty in explaining what 
you call (p. 396) “the sudden burst of philanthropic 
energy . . . which caused the foundation of so many of 
our voluntary hospitals in the first half of the eighteenth — 


century.” They were the outcome of the Evangelical 


Revival, which stirred the public conscience in that as 


in other matters of social reform. The Oxford Move-’ 


ment had a similar effect in the establishment of hospitals 
in the middle of the nineteenth century. Voluntary 
hospitals are the expression of the concern of the com- 
munity, inspired by religious principles, for the welfare 
of their felow men. 

Worcester Infirmary, like several others,, was in a 
cathedral city. The development of the twentieth 
century is that in one place the community may find 
expression in either instead of both ways. Birmingham 
has a fine hospital centre but only a parish church as — 
cathedral. Liverpool has a snagniticcnt cathedral but 
no hospital centre. 

London, S.E.24. C. E. A. BEDWELL. 


RUBELLA AND INFANT MORTALITY 


Sir,—German measles is an epidemic disease attaining 
peaks of incidence in certain years and in certain seasons 
of these years. One expects that, as the numbers of 
pregnant women affected with german measles must 
vary according to the periodicity of the disease, so also | 
must the births of children with congenital defect due 
to this cause show an epidemic trend. 

A child born with congenital defect, especially heart 
disease, would be more likely to succumb during early 


MORTALITY-RATE ` 


1926 1930 1935 1945 


YEAR 


life, not of necessity from the defect itself but from the 
equally lethal effect of intercurrent disease. One would 
therefore expect a year of high'incidence of rubella to be 
followed by a year of high infantile mortality. 

The infant death-rate in Manchester over a period of 
many years has shown a gradual decline, but in the 
course of this gradual improvement there occur bad 
years when the rate rises. The accompanying graph 
of the infant mortality and incidence of rubella in 
Manchester ! since 1926 shows five such ‘ bad years,” — 
preceded by a year of high rubella incidence. 

It is possible that this association is merely a coinci- 
dence. The medical officer of health of Manchester has 
informed me that, in the same years of high infar infant 


1. Annual Reports of the Health of the City of Manchester, 1926-45. 


1940 
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mortality, diseases such as whooping-cough, measles, 
and diarrhoea were also high in incidence. Nevertheless, 
rubella as a factor in infant mortality is worthy of 
observation. 

The Isolation Hospital, Ipswich. J. L.. PATTON. 


NOTIFYING THE CORONER 
Srr,—In an article under this heading (Aug. 16) you 


| state that ‘‘ a person in charge of an institution, hospital, 


or nursing-home, or of a single patient, must give the 
coroner notice of the death of a mental patient “within 
the ‘ prescribed time.’ ” 

This is not quite accurate;- section 85 (1) of the 
Statutory Rules and Orders, 1930—i.e., Mental Treatment 
Rules, 1930—states : 

‘*The person in charge shall before the expiration of the 
second day after the day of death of a temporary or certified 
patient in an institution, send notice thereof, together with 
the statement relating thereto, to the coroner of the district.” 


No such statement is required in the case of a voluntary 
patient, though I believe it is the general practice to 
notify the coroner as a matter of courtesy. 


. ‘Central Hospital, near Warwick. E. S. STERN. 
THE NEW ZEALAND SCENE 


Smr,— You gave in your leading article of July 5 a. 


devastating criticism, by Mr. Douglas Robb, of the State 
medical services now in - operation in New Zealand 
introduced by a Labour government ten years ago. You 
allowed me (July 19) to supplement this with an equally 
severe condemnation by Mr. A. E. Porritt. Both these 
critics referred to present conditions, and their descriptions 
are amply corroborated by reports of debates in the 
New Zealand parliament in three volumes of Hansard 
lent to me by the courtesy of the High Commissioner for 
New Zealand, the last debate being on Oct. 5, 1945. 
(The fullest of these reports is in vol. 266, pp. 708, 
7124, et seq.) It is only fair to state that much of the 
criticism came from the parliamentary opposition, but 
the government defence was obliged to admit that the 
criticism was largely justified. 

The main indictment was tliat general practitioners, 
under the fee-for-service system in operation, were 
seeing so many patients that it was quite impossible to 
give them proper attention. A motion (vol. 267) asked 
the government ‘‘ to give information as to how man 
doctors were receiving fees amounting to £5000, £6000, 
and over £10,000 a year,” statements having been freely 
made that these incomes were common. To earn these 
swollen incomes, drawn from the Social Security Fund, 
a simple arithmetical calculation indicates that each 


practitioner, receiving, on an average, 7s. 6d. a visit, would- 


have to deal with 80 to 100 patients every day of the year. 
The accusation was made that it was the ‘‘ common 
practice to push patients through at the rate of one every 
five minutes, and if diagnosis did not disclose a conclusive 
result- after five minutes’ examination the patients were 
sent to the public hospital and the honorary staff had 
to cope with the extra work.” As a result of this, trivial 
cases were referred to hospital and patients seriously 
ill were crowded out. 

The Prime Minister asked for evidence of these abuses, 
but said, using a picturesque comparison, “that if 
patients were being treated like sheep passing through 
a dip without proper overhaul, the matter should be 
investigated as a change would be indicated as necessary.’ 
It is significant that in the later debate (Oct. 5, 1945) 
the Minister of Health acknowledged that “ the Depart- 
ment had had some experience of the working of a fee- 
for-service scheme and. the abuses of that scheme 
were such that the government must seriously con- 
template whether or not that method of payment should 
continue.” (It is worth noting that the local medical 
profession had consistently opposed this scheme.) 

A general complaint was voiced that the country was 
not getting adequate return for the money expended 
on medical and pharmaceutical benefits ; figures given 
up to date show a progressive rise in these costs : 

1. Pharmaceutical benefits cost in Hes -- £563,000 


£1,439,686 

2. Medical benefits cost n ae vs .. £1,016,000 
947 Sa .. £1,760,574 

3. Hospital benefits cost in tote si .. £1,539,000 


n 1947 .. + £1,986,288 


It was pointed out that there was practically no increase 
in the actual population to justify this increased expendi- 
ture and that there was no apparent improvement in the 
health of the nation. 

To reduce these expenses it was even suggested by 
more than one speaker that district nurses should be 
officially licensed to undertake many of the mimor 
services now restricted to doctors! It is clear that these 
extravagant and progressively rising demands made 
by the médical services on the Social Security Fund 
constitute a serious threat to its solvency. A later return 
(March 1, 1947) shows that annual expenditure on the 
fund was at that date £34,819,105 as compared with 
£20,935,481 for the previous year. 


House of Commons. E. G@aietiseteeres. 


Obituary a a 


LOUIS CARNAC RIVETT 
M.CHIR. CAMB., F.R.C.S., F.R.C.O.G. 


Mr. L. Carnac ‘Rivett died after a long illness, in 
Middlesex Hospital, on Sept. 5, at the age of 59. The 
fourth son of Louis Rivett, of Stockport, “high sheriff of 
Ceernarvon, Carnac Rivett was educated privately and 
at Trinity College, Cambridge, where he toak his 
degree in arts in 1909. In the same year he began his 
distinguished career at Middlesex Hospital, winning the 
Freeman scholarship for gynecology and obstetrics, and 
he took the Conjoint qualification in 1912. After holding 
house-appointments at Middlesex Hospital, the Victoria 
Hospital, and Queen Charlotte’s 
Hospital, he obtained his F.R.c.s. 
in 1915, and during the following 
year he satisfied the examiners 
in the mastership of surgery at 
Cambridge. On his appointment 
as gynecological and obstetric 
registrar he returned to Middle- 
sex, but his tenure of this office 
was cut short by service in 
the Army and the 
towards the end of the first 
world war. On his return to 
civilian practice he was elected 
to the staff of the Chelsea 
Hospital for Women and to that 
of Queen Charlotte’s Hospital. 
Appointments to other hospitals 
followed, including King 
George’s Hospital, Ilford, Houns- 
low Hospital, Queen Mary’s - 
Hospital for the East End, the 
Royal Masonic Hospital, and 
Welwyn Cottage Hospital. Heremained on the active staff 
of the last two until his death. In 1930 on | the retirement 
of ‘the late Sir Comyns Berkeley he was elected to the 
staff of Middlesex Hospital. He had served as examiner 
to the Conjoint Board, the University of Cambridge, and 
the University of Bristol. 

“ Rivett was a most able clinician,” writes F. W. R., 


From the portrait by Oswald Birley 


-to whom we owe much of this memoir. ‘‘ His clearness 


of thought enabled him to solve the most difficult 
problems and made him a teacher of the first order, 
whose classes and demonstrations were always well 
attended. He was, perhaps, a thought heterodox in 
some of his views, but this was stimulating to his pupils. 
and added to their interest. Gifted with an unusual 
degree of manual dexterity and natural imperturbability, 
he occupied a place in the front rank of operators., His. 
celerity was amazing, although he never appeared “to 
hurry or to be in a hurry. On occasion he performed 
a subtotal hysterectomy in 7!/ą minutes, and the total 
operation in less than 10 minutes.. His dexterity was 
further evinced by the small number of instruments 
he used. If a strange theatre-sister put out more than 
six pairs of artery forceps he would quietly remove them 
from the instrument table and hand them te a nurse.” 
Apart from his work as a clinician Rivett devoted 
most of his time to furthering the interests of his branch 
of medicine. On the formation of the College of 
Obstetricians and Gynzcologists in 1929 he was made a 
foundation member. He would have .been raised to 
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the fellowship before 1936, had this not been contrary 
to the wishes of the members, whom he represented 
on the council. He served on many committees and 
subcommittees in the college and at his hospitals ; 
indeed at one time their number must have been legion. 
During the last two years of his life one of his most 
absorbing interests was the formation of the new Com- 
bined Postgraduate Teaching School in Obstetrics and 


' Gynecology, and there can be no doubt that he, more than 


any other, was responsible for the liaison between 
Queen Charlotte’s Hospital and the Chelsea Hospital 
for Women. 

‘He paid two visits to America. The first in 1939 with 
the Junior Gynecologists’ Club, of which he was an 
original member, and the second in 1946. Last July 
he was elected to the honorary fellowship of the American 
Gynecological Seciety, an honour which moved him 
deeply. - 

His hospitality to fellow gynzcologists was proverbial. 
At one time or another he must have entertained men 
and women from the four quarters of the globe, and 
he may fairly be said to have carried on the great 
example set by his old chief, Sir Comyns Berkeley. 
In the last eighteen months of his life he lost his wife, 
a charming and artistic helpmate, and within six months 


his only son, and almost immediately after became. 


aware of his own affliction. But his courageous equa- 


nimity enabled him to rise abave suffering, and to the 
end he--retained a lively interest in the three bodies. . 


which were closest to his heart—the Royal College, 
Middlesex, and Chelsea. 
* He is survived by his only daughter. 

V. B. writes: ‘‘ Rivett was my operative assistant 
at Chelsea’ Hospital for Women for a number of years, 
and his manual dexterity, which then was outstanding, 
foretold his future fame as a surgeon. He had a great 
head for affairs and his clear judgment and directness 
of speech made him invaluable as a committee man, in 
which regard all the hospitals to which he was attached 
greatly benefited. | 

“ Despite a somewhat dour appearance he possessed 
in fact a keen sense of humour and was an excellent 
companion. His health was never robust and his 


continual activity must have been a‘ drain on it, ` 


but, when in the summer of 1946 he returned from 
U.S.A., where he had been the invited guest of the 
American Gynecological Society and had _ enjoyed 
himself exceedingly, I thought I had never seen him 
looking so well. . Thereafter misfortunes fell upon him 


with the relentlessness of a Greek tragedy ; but his courage . 


was amazing and he faced a grave operation and a still 
graver outlook with rio complaint or faltering.” 


LANCELOT RAOUL LEMPRIERE 
O.B.E., B.A. OXFD, M.B. VICT. 


Lancelot Raoul Lempriere was born in 1872 and 
was proud of his Channel Island ancestry. He went to 
school at Haileybury College, to which he later returned 
as medical officer, and he was also honorary secretary 
to the Old Haileyburian Society. From school he went 
to Oxford, graduating as B.A. in 1894. He completed 
his training at Manchester, becoming M.B. in 1899, 


and later house-surgeon at the Royal Infirmary and. 


senior resident medical officer at the Children’s Hospital 
at Pendlebury and at the Crumpsall Infirmary. 


When he returned to Haileybury in 1903 he took - 


an active interest in athletics, for he himself had been 
an excellent gymnast and a good all-round athlete. 
For the years 1915-19 he was a captain in the R.A.M.C., 
- when he was awarded the 0.B.E. and mentioned in 
dispatches; but except for this interval he spent over 
thirty years in the service of his old school. One of 
his contemporary colleagues and greatest friends writes 
to say that Lempriere, Armstrong, and Haig Brown 
were the disciples of Dukes and carried on the gospel. 
‘‘Lempriere was loyal and generous, always willing to 
help, and advise on action. His views were clear and 
well expressed. He loved an argument but was generous 
in debate and never wittingly hurt an opponent.” To 
Haig Brown belongs the honour of discovering the 
latent inferval between tonsillitis and onset of rheumatic 
fever, and to Armstrong the spontaneous descent of 
the undescended testicle at puberty (albeit after the 


spreading the gospel. 


-practice 


. exhibition of thyroid extract); but Lempriere’s influence 


was greater. He, as much as if not more than any man, 
dispelled the bogy of the strained heart: he looked 
at health from the positive angle and I shall not lightly 
forget the forthrightness with which he told me I was 
mistaken in not advising wholemeal bread, and that was 
in 1933. . 

It is no wonder that he was the first from among 


‘their own ranks to be elected president of the Medical 


Officers of Schools Association in 1924, an honour 
bestowed in its first 40 years only on distinguished 
physicians or surgeons, the most famous of whom was 
Sir Thomas Barlow. In this association he was the 
harmonising influence. His broadness of mind is well 
illustrated by the historic introduction he wrote to the 
Medical Research Council’s report on Epidemics in- 
Schools in 1938. He always favoured. including every 
type of school medical officer in its ranks and also 
spending the funds of the society whenever this meant 
It was probably his idea that we 
should visit one another’s schools: it was certainly at 
Haileybury that the first meeting was held, and again 
when we resumed meetings after the first world war it 
was Haileybury again that we visited. In 1946 we once 
again repaired there and in a short speech of thanks 
I referred to Lempriere as the Grand Old Man of School 
Medicine, a phrase he obviously appreciated and which 
the applause of his colleagues showed was fully. deserved. 
When he retired in 1938 at the age of 66 he took 
on a new lease of interests. He did locum tenens and 
confessed that if he had his time again he would unques- 
tionably go into general practice because of its absorbing . 
interest. -His end typified the man. Illness was not 
allowed to interfere with his delight in watching school 
matches at Lords. He visited his friends, and said 
goodbye with the realisation that his days were numbered. 
but with no fear in his heart. He died on Aug. 28 at 
Ware, and was buried on his birthday. e 

Dr. Lempriere leaves a widow and a daughter. 


SIDNEY HERBERT DAUKES 
O.B.E., M.D. CAMB., D.P.H., D.T.M. & H. 


Dr. Herbert Daukes, perhaps the leading authority 
on the modern medical museum in this country, died at. 
Worthing on Sept. 3. l , o 

Born in 1879, he was a son of the Rev. S. Whitfield 
Daukes, vicar of Holy Trinity, Beckenham, and he was 
the brother of the present Bishop of Plymouth. From 
Lancing College, where he played cricket, was a back in 
the football eleven, and was captain of fives, he went 
to Caius College, Cam- | 
bridge, where he took a 
second-class in the natural 
sciences tripos in 1900. 
After qualifying from the 
London Hospital in 1905, 
he held house-appointments 
at the London Hospital 
and at the Bristol Royal 
Infirmary, before spending 
a few years in general 
at Beckenham. 
Having decided on a career 
in public health,. Daukes 
took his D.P.H. in 1912, 
and in the following year 
his D.T.M. & H. He held 
a post in the school medical 
department at Leeds, and 
was later chief assistant 
school medical officer for Norfolk. 

During the 1914-18 war Daukes served as a special 
divisional sanitary officer in France, and when the War 
Office established its school of army hygiene at Leeds , 
in 1917 he was responsible for its organisation and 
administration. The object of this school was to give 
a short intensive course on army sanitation to American 
medical men who had volunteered for service with the 
British forces on the western front. Daukes established 
a demonstration centre which reproduced as nearly as 
possible the position in the front line in France, and 
the lectures were delivered in an appropriate setting. 
At that time Colonel Andrew Balfour—later Sir Andrew 


R.E.S. 
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Balfour—was a member of the army’s medical advisory 
committee, and during one of his tours of inspection 
he was most impressed by Major Daukes’s work. This 


visit determined Daukes’s career, for in 1919 Balfour . 


invited him to the Wellcome Museum of Tropical 
Medicine. As curator he threw himself into the work of 
simplifying and extending the museum, and in 1926 
the scope of the work was changed. The: museum 
became the Wellcome Museum of Medical Science, and 
he was appointed its first director. 

The expansion of the museum was rapid and it attracted 
official attention. Daukes was made organising secretary 
of the committee which planned the demonstration of 
tropical diseases included in the Government pavilion at 
the Wembley Exhibition in 1924. In the following year 
the Ministry of Health added a further section on home 
hygiene and disease prevention to the exhibition which 
Daukes also organised, and a similar exhibit was sent 
to Antwerp in 1929 and to Paris in 1931. 

Dr. Daukes revolutionised medical museums. In his 
work he emphasised that the modern medical museum 
should not be set up on purely pathological lines; it 
should embrace etiology, bacteriology, clinical features, 
treatment, and prevention. He arranged the Wellcome 
Museum by diseases, and dealt under each heading 
with all these features, using paintings, photographs, 
pathological specimens, temperature charts, and X-ray 
photographs. He recognised that both the clinician and 
the student depend on sight more than on any other 
sense in gaining their impressions. In 1928 he obtained 
his M.D. for a thesis on the medical museum, and in the 
following year he expanded it to form an important 
monograph. l . 

Under his guidance the Wellcome Museum of Medic 
Science assumed an important place in the postgraduate 
teaching of doctors about to go abroad, and in the 
training of medical students, and nursing and lay workers. 
During the year before the war, some 10,000 persons 
visited the museum, and regular teaching classes were 
frequently held in it. No small part of its success was 
due to the care with which Daukes provided abstracts of 
the current literature on each disease in their appropriate 
bays. He was for some years secretary of the British 
section of the International Association of Medical 
Museums. After the death of Sir Henry Wellcome, 
Dr. Daukes in 1940 took over the directorship of the 
Historical Medical Museum for the war period. He 
retired from his active connexion with the two museums 
at the end of 1945. | 


In the novels, which he wrote under the pseudonym . 


of “ Sidney Fairway,’ Daukes made good use of his 
varied experiences in the medical profession. He wrote 
in all thirteen novels, and the last, He Loved Freedom, 
was published about a week before his death. Of his 
others the best known are The Doctor’s Defence and 
The Cuckoo in Harley Street. | 

Dr. Daukes was twice married, and he is survived by 
his widow and a son by his first marriage, Lieut.-Colonel 
Whitfield Daukes, R.A.M.C. 


THEODOR FROLICH 


Our Norwegian correspondent writes : The announce- 
‘ment of the death of Professor Frölich on Aug. 14 
brings one back with a jerk to the early years of this 
century when the very word vitamin was unknown and 
such diseases as scurvy were attributed to some obscure 
process of food-poisoning. This was the state of affairs 
when Nansen and his medical advisers hoped to combat 
scurvy by the effective sterilisation of preserved foods. 
Prof. Axel Holst had the temerity to challenge their 
views, and in conjunction with Frölich he investigated 
experimental scurvy in guineapigs. Their first publica- 
tion on the subject in 1907 was followed by other papers, 
and their spade-work in this field did much to provide 
` a solid foundation for. work on vitamin ©.  Frdélich’s 
contribution to this and other research ranked so high 
in the opinion of his Norwegian colleagues that they 
recommended him (unsuccessfully, alas) for a Nobel 
prize in 1938. His work on tuberculosis led to his 
election as president of the Norwegian National Associa- 
tion against Tuberculosis from 1928 to 1937, and when 
the International Union against Tuberculosis held its 
Congress in Oslo in 1930 he was its president. 


BIRTHS, MARRIAGES, AND DEATHS 


of the relation of Lords and Commons. 


(SEPT. 20, 1947. 


Parliament 


ON THE FLOOR OF THE HOUSE 


In August the House of Commons chose to adopt the 
procedure of adjournment rather than prorogation to 
cover the recess. This means that Parliament—House 
of Commons and House of Lords together—-can, if 
required, be summoned at the shortest possible notice. 
-But the peers did not accept this arrangement, because 
of their opposition to the extension of powers taken 
by the amended Supplies and Services Act. They feared 
that new Statutory Rules and Orders embodying wide 
powers of almost drastic description would be brought 
in under the Act, and accordingly decided to adjourn 
only till Sept. 9. But when they met on that date 
Lord Salisbury said the unforeseen had happened. -The 
most far-reaching action was feared, but no-one thought 
“that no important Orders at all would be made. 
That however appears to be the position.” 

Having met, the Lords prepared to discuss the: state 
of the nation. But the Government took the view that 
they could not make a statement to one House alone 
when they did not think it necessary to summon both, 
and the debate fizzled out. 

This meeting is interesting as a milestone in the history 
The Lords can 
be valuable as a ‘revising chamber and may continue 
this rôle for a long time in the future. But that is all. 
That is not to say that the House of Lords is dying. 
It is still a vigorous part of the constitutional machinery 
of the country, and of course it still discharges judicial 
functions of the highest order and greatest value. And 
it may well be that in the growth of complex legislation, - 
which is inevitable, whichever party is in power, that | 
the consultative and revising functions of the Lords— 
in a way parallel with the judicial functions—may be 


extended. MEDICUS, M.P. 
Births, Marriages, and Deaths 
BIRTHS l ko, 
BALLANTYNE.—On Sept. 5, the wife of Dr. J. L. Ballantyne—a 
daughter. 


BEATTIE.—On Sept. 4, the wife of Dr. Peter H. Beattie—a son. 


BuLie.—Oxn Sept. 8, in London, the wife of Dr. David Billig— 


a son. : 
BoYLEeE.—On Sept. 8, the wife of Mr. Tom McM. Boyle, F.R.c.8.—a 
daughter. : 
CARTWRIGHT.—On Sept 8, at Ilminster, Somerset, the wife of 

Dr. W. H. Cartwright—a daughter. 
FARQUHARSON.—On Sept. 8, at Boscombe, Bournemouth, the wife 
of Dr. E. Farquharson—a son. ; ; 
Hioks.—On Sept. 5, in London, the wife of Surgeon Lieutenant 
Frederick N. Hicks, R.N.V.R.—a son. 


_Hovuston.—On Sept. 9, in London, to Dr. Thelma C. Houston, wife 


of Dr. James C. Houston—a son. 


- McAFEE.—On Sept. 2, at West Kirby, the wife of Dr. Lewis McAfee 


—a daughter. f - 
STEPTOE.—On Sept. 8, in London, the wife of Dr. Patrick Steptoe 
~ —a daughter. E : 
TRouP.—On Sept. 11, at Eastbourne, the wife of Dr. W. D. G. 
Troup—a son. . SEER 
VICKERS.—On Sept. 6, the wife of Dr. H. R. Vickers—a daughter. 
YARRoW.—On Sept. 10, at Sevenoaks, the wife of Dr. Dudley 
Yarrow—a daughter. . 


\ MARRIAGES 


. CUMMING—WILLIAMS.—On Sept. 4, at Coventry, Robert Alexander 


Cumming, 0.B.E., M.B., to Marion Williams. 


GLADSTONE—ANDERSON.—On Sept. 9, at Wembley, Gareth | 
Gladstone, M.B., to Eileen Marjorie Anderson. | 

HARGRAVE-WILSON—MURE.—On Sept. 5, at Mombasa, William _ 
Hargrave-Wilson, M.R.C.S., to Diana Melicent Mure. 

JACKSON—FENTON.—On Sept. 6,-at Battle, P. B. Jackson, surgeon 


commander R.N., to E. L. Fenton. 

PEARSON—KING.—On Sept. 6. at Northwood. R. Antony O’Grady 
Pearson, M.B., to Monica Seymour King, 8.8.N., S.C.M. . 

SALE—BADDELEY.—On Sept. 10, in Mlanje, Nyasaland, John 
Colbourne Sale to Margaret Mary Baddeley, M.R.C.S. 

STEWART—-OKELL.—On Sept. 6, in London, Walter Stewart, M.B.E., 
lieut.-colonel R.A.M.c., to Dorothy Mary Okell. | 

DEATHS 

CoLECLOUGH.—On Sept. 7, at Shawford, Winchester, John Arthur 
Coleoclough, M.D. Durh., aged 85. 

JAOKSON.—On Sept. 8, Thomas Leonard Jackson, B.A., M.B, Camb. 

LINDSAY.—On Sept. 5, at Leatherhead, Eric Craigie Lindsay, 
M.R.C.S. 

MoorE.—On Sept. 10, at Worthing, James York Moore, 0.B.E., 
M.R.C.S., late R.A.M.C., aged 56. ‘ S 

SARJANT.—On Sept. 9, at Leamington Spa, Frank Perey Sarjant, 
M.B. Lond., aged 87. X 

SAUNDERS.—On Sept. 8, at Lewes, E. Arthur Saunders, M.A. — 
B.M. Oxfd, F.R.C.P., D.P.H., aged 81. 
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CHANGING FACE OF PHARMACY 


In his address to the British Pharmaceutical Conference at 
Torquay on Sept. 17, Mr. B. A. Bull, the chairman, examined 
some of the factors which have influenced and are still changing 
the materials and practice of pharmacy. Among these are 
the achievements in the separation of active principles, which, 

g with the isolation of morphine in 1806, led to the 
establishment of the quinine industry. The development of 
organic chemistry has made it possible to synthesise many 
medicinal substances occurring in nature and to produce a 
range of new substances having similar or other desirable 
dae abe And the end is not yet, for light is only beginning 
to be thrown on the relation between chemical constitution 
and therapeutic action. .The introduction of new methods 
for ing reasonable uniformity in compositign, potency, 
and stability has confined the preparation and control of 
many potent preparations to the specialist with the necessary 
equipment. Differences in potency between batches of the 
same preparation can mostly be eliminated by standardisation. 
Large-scale production has in many instances replaced small- 
scale manufacture, so making it possible to produce, with 


control at every stage, a product of uniformly high quality - 


at a more economical price. 


When William Brockedon, in 1843, applied his method of 
compressing graphite to the preparation of ‘ compressed 
pills ” of such medicinal substances as sodium‘ bicarbonate 
no-one foresaw the world-wide development of this idea. 
The compressed tablet provides a means for the administra- 
tion of a multiplicity of substances in a form convenient for 
transport and storage, accurate in dosage, made for quick 
disintegration or slow solution as required ; but these products 
have mainly to be produced by pharmacists and manufacturers 
with special knowledge and experience. The preparation of 
injections demands extensive knowledge to ensure’ that they 
shall be stable, uniform in activity, sterile, and free from 
pyrogenic substances. In recent years we have learnt more 
about the influence of light and air on storage; the most 
suitable types of container to use; the retention of activity, 
especially by thermolabile substances ; the action of preserva- 
tives, fungicides, and anti-oxidants; the part played by 
hydrogen-ion concentration ; the effect of tonicity in pre- 
venting excessive Osmosis, with a consequent lessening of 
pain in administration ;. ‘and the technique of aseptic handling. 


As medical methods progress the pharmacist should have 
at least a nodding acquaintance with serums and vaccines, 
diagnostic reagents and their technique, perhaps even with 
the atom fission products which provide the tracer elements 
now being used. The old polypharmacy with its multiplicity 
of ingredients derived from inorganic salts and drugs of 
botanical origin has given place to medicines which contain 
one or a small number of constituents drawn from an ever- 
widening field. The increased responsibilities of the pharma- 
cist necessitate a progressive. education policy. The good 
pharmaceutical citizen should know something about every- 
thing and everything about something. Apart from the 


’ work of the specialist there will be much for the practising 


pharmacist to do when the new National. Health Service 
comes into operation, for dispensing cannot in the main be 

mass-produced and it is likely that prescribing will range 
more freely over a wider field. 


FALL IN U.S. ARMY’S V.D. RATES 


THE venereal-disease rate of the United States Army at 
home and abroad is now lower than at any time since the end 
of the war: the present incidence-rate in Europe is 23% 
below that of July, 1946 ; in the Pacific it is 50°, below ‘the 
high rate in October, 1946 ; and in the United States it is 
47% below the April, 1946, peak. This is attributed to strin- 
gent regulations introduced last January by Mr. Robert P. 
Patterson, secretary of war. Mr. Patterson ordered coöpera- 
tion with civilian authorities in reducing “ the reservoir of 
infection in the adjacent community ” ; this, he said, must be 
accompanied by control over the sale of liquor to troops and 
by tightening of discipline. Army doctors were ordered to 
emphasise the moral factors and the réle of continence and 

individual responsibility in their programmes of sex hygiene, 
and to recommend further control measures where necessary. 
Men who became infected were to be confined to- barracks for 
up to ninety days, as a public-health measure ; and command- 
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ing officers were authorised to restrict passes in the case.of 

‘irresponsible individuals who ed expose themselves 
to the risk of venereal disease.” 


MISSION TO THE NORTH 


-Firty-FIvE years ago Sir Wilfred Grenfell dedicated his 
life to the well-being of the people of Labrador. Today -in 
Labrador and Northern Newfoundland the work that he / 
started. is an essential part of the fabric of life: hospitals, 
nursing stations, hospital and supply ships and other vessels, 
and day and boarding schools are operated for the welfare ~ 
of scattered and often needy populations, living under con- 
ditions of great rigour. For these and other activities the 
Grenfell Association needs money: and money, in. these 
days of high costs, is desperately short. Those who wish 
the association well can help it by buying some of the attrac- 
tive coloured Christmas cards which it offers. These, and 
also an illustrated leafiét obtainable for ld., can be had from, 
the secretary, at 66, Victoria Street, S.W.1. - 


CHANGE IN ORGANISATION OF U.S. ARMY 
‘MEDICAL DEPARTMENT | 


By legislation which came into effect on Aug. 5 a Medical 
Service Corps has been created in the regular establishment 
of the United States Army. Under.this legislation regular 
army commissions can for the first time be granted to special- 
ists in fields closely allied to medicine—bacteriologists, 
entomologists, psychologists, sanitary engineers, pharmacists,’ 
chemists, electronics experts, and others. These are to be 
grouped together in a new corps under the Medical Depart- 
ment. Hitherto the department has been made up of six . 
corps—medical, dental, veterinary, p cy, nurse, and 
women’s medical specialists. It has been possible to com- 
mission specialists in other fields only in the reserve, from which 


_they could be called to service in an emergency. The surgeon- 


general is now free to use his discretion in the appointment of 
experts in the paramedical sciences. 


. University of London 


A 


‘Africa, Sicily, and Italy. 


Dr. G. M. Frizelle has been appointed. assistant dean of the 
London School of Hygiene and Tropical Medicine. 


Dr. Frizelle graduated M.B. with honours at Queen’ s University, 
Belfast, in 1926 and M.D. four years later. r holding resident 
appointments at the Royal Victoria Hospital, Belfast, the Rotunda 
Hospital, Dublin, and the Hospital for Nervous Diseases, Maida 
Vale, he joined the L.C.C. Hospital Service which he left in 1937 
for general practice. During the last war Dr. Frizelle was D.A.D.M.S8. 
of an anti-aircraft division and later of an area at home, till in 
1943 he was posted overseas to serve with A.M.G./A.c. in North 
In 1945 he was promoted colonel, and 
the following year became director of the public-health subcom- 
mission of Allied Commission in Italy. Afterwards he joined the 
UNRRA Italian mission as deputy director of health and was later 
appointed the first chief of the World Health Organisation Interim 
Commission’s mission to Italy. 


Royal College of Surgeons of England ; 

On Friday, Sept. 26, at 5 p.m. at the college, Lincoln 
Inn Fields, London, W.C.2, Dr. Alfred Blalock, professor of 
surgery in Johns Hopkins University, will deliver a Moynihan 
lecture on Congenital Cardiovascular Defects with particular 
reference to Coarctation of the Aorta. 


Royal College of Obstetricians and Gynæcologists 

A course of postgraduate lectures for those studying the 
special practice of obstetrics and gynæcology will be given 
at the college, 58, Queen Anne Street, London, W.1, at 
5 P.M., from Monday, Nov. 17, to Friday, Nov. 21. ‘The 
lecturers are to be Mr. K. V. Bailey, Treatment of Prolapse 
in the Child-bearing Age; Prof. R. J. Kellar, Toxæmia of 
Pregnancy; Mr. C. D. Read, Carcinoma of the Cervix ; 
Prof. H. L. Sheehan, Pathology of Obstetric Shock ; Dr. 
Geofirey Marshall, Survey of Pregnancy associated with - 
Pulmonary Tuberculosis. Tickets may be had from the 
secretary. 


Australasian Medical Congress 


Next August this congress will meet, for the first time 
since the war, in Perth, Western Australia. Its work will 
be divided into the following sections : medicine ; surgery ; 
naval, military, and air force medicine and surgery ; obstétrics 
and gynecology : pediatrics; ophthalmology; oto-rhino- 
laryngology ; public health, tuberculosis, and tropical medi- 
cine; anæsthesia ; pathology, bacteriology and biochemistry; 


orthopædics and physical medicine ; neurology and psychiatry. 


The plenary session is to be devoted to the problems of 
tuberculosis. 
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Westminster Hospital 


The inaugural address for 1947 will be given by Sir Rasions 
Abrahams, at the medical school, 17, Horseferry Road, 
S.W.1, on Monday, Oct. 6, at 3 P.m. 


Royal Sanitary Institute z 
On Friday, Oct. 3, at 10. 45 A.M., at the Town Hall, Chester, 


Dr. Arnold Brown will read a paper on the Administrative 
Aspects of the Care of Children. 


Nutrition Society 


This society is holding an all- day conference at the London 
School of Hygiene, Keppel Street, W.C.1, on Saturday, 
Oct. 25, beginning at 10.30 a.m. The subject will be British 
Needs and Resources of Calories, Protein, and Calcium. 


A Professorial Visit 


e Dr. William Sargant has left England to spend a year as 

visiting professor of neuropsychiatry at Duke University 
medical school and. hospital, North Carolina. The L.C.C. 
have given him leave of absence from his posts as physician 
to the Maudsley Hospital and acting clinical director at 
Sutton Emergency Hospital. 


University of Cape Town ` 
Prof. T. B. Davie, dean of the faculty of medicine in the 
University of Liverpoo}, where he also holds the chair of applied 
- pathology, has been appointed vice-chancellor of the Univer- 


sity of Cape Town. Dr. Davie received his early education in ` 


South Africa and graduated B.a. at Stellenbosch in 1914. 
After serving with the R.A.F. in the 1914-18 war he taught 
science at several South African high schools before returning 
to this country to study medicine at Liverpool. 


‘Royal Medical Foundation of Epsom College 


Applications are invited for a Christie pension of £89 per 


annum. Candidates must be doctors not less than 55 years 
of age, who have been registered for at least five years. Other 
pensions and grants are available for doctors and their widows 
_and spinster daughters, as well as scholarships, exhibitions, 
and grants for children of public-school age. Further informa- 
tion may be had from the secretary’s office, Epsom College, 
Surrey. 


Royal Institute of Public Health and Hygiene 


The film on poliomyelitis which was made at the request 
_of the Ministry of Health will be. shown every hour from 
l p.M. to 6 P.M. inclusive on Wednesday, Sept. 24, at the 
institute, 28, Portland Place, London, W.1. The film runs for 
about 15 minutes. 


The following lectures will be given at the institute on 
Wednesdays, at 3.30 P.M. from Oct. 15: Prof. H. J. Seddon, 
Infantile Paralysis (Oct. 15); Dr. J. Lyle Cameron, Care of 
the Mother (Oct. 22); Dr. W. G- S. Pepper, Doctor in Industry 
(Oct. 29); Mr. Arthur Ling, A.R.I.B.A., Health Factor in 
Town Planning (Nov. 5); Prof. W. C. W. Nixon, Diet in 
Pregnancy (Nov. 12); Mr. L. Z. Cosin, Care of the Aged 
(Nov. 19); Dr. Mary Sheridan, Hygiene in the Nursery and 
. Playroom (Nov. 26). . 


Travelling Fellowships in Medicine 


The Medical Research Council announce that they have 
awarded Rockefeller medical fellowships for 1947-48 to the 
following : 


K. R. Hm, M.D. ‘Leva: lecturer in pathology, King's College 
Medical School, Durham University, and assistant pathologist, 
Royal Victoria Infirmary, Newcastle. 

J. I. P. JAMES, M.S. Lond., F.R.C.S., 
National Orthopsedic Hospital, London. 

H. N. MUNRO, M.B. Glasg., senior lecturer in physiological chem- 
istry, Glasgow University. 

J. RICHARDSON, M.S. Lond., F.R.C.S., surgical first assistant, 
London Hospital. 

HAROLD SCARBOROUGH, M.B., PH.D. Edin., Beit fellow, medical 
unit, St. Mary’s Hospital, London.. 

SHELA P. V. SHERLOOK, M.D. Edin., M.R.c.P., Beit fellow, 
assistant lecturer, department of medicine, Postgraduate Medical 
School of London. 

HONOR V. SMITH, M.B. Lond., research assistant, departments of 
neurosurgery and neurology, Radcliffe Infirmary, Oxford. 


The council have also awarded Dorothy Temple Cross 
research fellowships in tuberculosis to the following : 


A. G. HEPPLESTON, M.B. Mano., M.R.C.P., assistant lecturer in 
pathology, Welsh School of Medicine, Cardiff. 

DOREEN NIGHTINGALE, M.S. Lond., F.R.C.S., first assistant, surgical 
unit, University College Hospital, London. 

J. R. SINTON, M.B. Lond., M.R.O.P., late medical first assistant, 
London Hospital annexe, Brentwood. 


assistant surgeon, Royal 


-~ AITKEN, J. 


.* KILLPACK, W 


and: 


Folic Acid, Supplies 

Large quantities of folic acid are to be imported in bulk 
by Cyanamid Products, Ltd., who will manufacture tablets, 
&c., in this country. Doctors requiring supplies should order 
them through their usual wholesale druggist. 


MEDICAL Boarp FOR SILicosis AND ASBESTOSIS.—The 
number of medical officers employed by this board, mentioned 
in our article on industrial medical services (Aug. 30, p. 331), 
is 20 permanent and 3 temporary. — 


Diary of the Week . 


SEPT. 21 TO 27 


Monday, 22nd 


ROYAL COLLEGE OF SURGEONS, Lincoln’ s Inn Fields, London, W.C.2 
5 P.M. Dr. Arthur W. Allen (Boston): Duodenal Uleer—a 
Comparative Survey of Two Groups of Patients, One 
iak d by Subtotal Gastric Resection and the other by 

Vagus Nerve Interruption. (Moynihan lecture.) 


Tuesday, 23rd = 


ROYAL COLLEGE OF SURGEON is 
5 P.M. Dr. Frank H. Lahey (Boston) : 


(Cecil 
Joli lecture.) 


Hyperthyroidism. 


‘Wednesday, 24th | a | 


ROYAL .COLLEGE OF SURGEONS ai 
5 P.M. Prof. William E. Gallie (Toronto): Recurring Dislocation 
of the Shoulder. (Moynihan lecture. Joz. 
UNIVERSITY OF GLASGOW 
8 P. Ma (Department ot Ophthalmology.) Mr. F. Ridley : ' Contact 
: enses. 


Thursday, 25th 


ROYAL COLLEGE OF SURGEONS 
5 P.M.. Dr. Evarts Graham (St. Louis) : 
(Lister oration.) 
UNIVERSITY OF DURHAM 
5 P.M. (Department of Surgery, Royal Victoria Infirmary, 
Newcastle-on-Tyne.) Dr. Lahey: Thyrotoxicosis, Thyroidec- 
tomy, Thiouracil. (Rutherford ‘Morison lecture.) 


Friday, 26th : 


ROYAL COLLEGE OF SURGEONS s 
5 P.M. Prof. Alfred Blalock (Baltimore): Congenital Cardio- 
vascular Defects with particular refere nce to Coarctation of 
Aorta. (Moynihan lecture.) - 
MIDDLESEX COUNTY MEDICAL SOCIETY 
4.30 P.M. (Central Middlesex County Hospital, 
Dr. F. Avery Jones: The Full- time Specialist, 
BIOCHEMICAL SOOIETY 
11 a.M. (School of Biochemistry, Tennis Court Road, Cambridge) 
N Short papers. 


Bronchogenic Ca roinoma,. 


Park Royal.) 


Appointments 


M., M.B. Glasg., D.P.H.: asst. county M.O. 
Chard, Crewkerne, and Langport, Somerset. 

ARTHUR, J. B., M.B. Edin., M.R.C.P. : physician, 
General Hospital. 

Finn, A. B. R., M.B. Camb., D.P.H. : divisional M.O., 
division of Surrey. 


and M.O.H., 
Shields 
south-western 


South 


HAL, R. L. T., M.B. Glasg., D.M.R.D.: radiologist (diagnosis), Hull 
Royal Infirmary. 
HUTCHISON, ALEXANDER, M.D. Glasg., F.R.F.P.S., D.P.H., D.P.A.: 


deputy M.O.H., Leicester. 
JACKSON, S. q M.B. Mano. : 


pathologist, Bury Infirmary, Lancs 
z Se M.B. Lond. : 


pathologist, King Edward Memorial 
Hospital, Ealing. 


KnotTr, DOROTHY, M.S. Lond., F.R.C.S.: 
Royal Free Hospital. 
Low, W. A., M.C., M.B. Lond., D.A. 
anæsthetics, St. Thomas’s Hospital. 
LUCAS, ARTHUR, L.R.C.BE., D.P.H. rae M.O.H., Doncaster. 
MACGREGOR, J. M., M.R.C.P., DPM. registrar, National Hospital 
for Nervous Diseases. 
asst. to director, 


surgical registrar (Bl), 


` director, department of 


MacKeiTH, R. C., D.M. Oxfd, M.R.C.P., D.C.H. 
. department of pædiatrics, Guy’s Hospital Medical School. 
PREISKEL, ISRAEL, M.B. Lond., F.R.C.S.: surgeon to outpatients, 
London Jewish Hospital, Sbepney 

QUAYLE, GEORGE, M.R.C.S., D.A.: anesthetist, Burton-on-Trent 
General Infirmary. 

SUMMERS, G. A. C., M.B. Edin.: graduate assistant in pathology, 
Radcliffe Infirmary, Oxford. 

WHEELER, F. E., M.B.E., F.R.0.8.E.: obstetrician and gyneecologist, 
Royal Berkshire Hospital, Reading. 

WRIGHT, M. H., M.B. Edin., D.O.M.S.: regional ophthalmic officer, 
Oxford Eye. Hospital. 


Hospital for Consumption and Diseases of the Chest, Brompton: 
HIL, A. B., M.B. Lond. : chief assistant, department of pathology. 
LIVINGSTONE, J. L., M.D. Lond., F.R.C.P. : physician. 

ROBERTS, A. T. M., M.D. Lond., M.R.C.P. : chief medical assistant. 
ROBSON, KENNETH, M.D. Camb., F.R.C.P.: asst. physician. 


Warrington Infirmary, Lancs : 
- COBURN, J. G., M.B. Manc. : asst. dermatologist. 
GLYN-HUGHES, FRED, M.D. Lpool: senior dermatologist. 


* Amended notice. 
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GANGLIA IN THE COMMUNICATING RAMI 
OF THE : CERVICAL SYMPATHETIC TRUNK 


TORD. SKOOG 
M.D. Uppsala 


ASSISTANT SURGEON, UPPSALA UNIVERSITY OLINIO; SWEDEN 
In a serial examination of the lumbar and sacral’ 


spinal ganglia in some cases of tabes and other diseases 
of the spinal cord, Marinesco and Minea (1908) observed 
small vegetative ganglia beside the spinal nerves, usually 


attached to the communicating rami. They regarded | 


these ganglia as anatomically and physiologically 
equivalent to the sympathetic trunk. 

These structures are now commonly known as inter- 
mediate ganglia, a term introduced by Hirt (1921), who 
studied the communicating rami in Lacerta agilis. They 
are not to be confused with a ganglion usually found in 
the lower cervical chain immediately anterior to the 
origin of the vertebral artery. 

Gruss (1932) found, in an examination of footuses, 
infants, and adults, that the intermediate ganglia of 
the communicating rami were limited to the lumbar 
region. In one case alone—a fcetus—he described a 
ganglion in the communicating ramus of the brachial 
plexus. He, like Rossi (1931), considered these ganglia 
to be remains of a secondary sympathetic chain which 
retrogressed normally, the ganglia becoming incorporated 
into the sympathetic trunk. 

Wrete (1935, 1943a and b),in his study of the embryo- 
logical development of the intermediate ganglia of the 
communicating rami, demonstrated their concentration in 
two principal areas, one corresponding to the brachial 
plexus and the other to the lumbar plexus. The ganglia 
occurred only sporadically in other segments.’ He 
considered that most of them developed from the 


sympathetic trunk, especially in the lumbar group. He - 


also demonstrated in adults a large but variable number 
of such ganglia in the lumbar communicating. rami. 


In cats, rabbits, and white mice ganglia of this type 


develop within the lumbar region, but not within the 
cervical (Wrete 1941). . 
The occurrence of such ganglia in the cervical region 
in adults is described here. 
MATERIAL AND METHODS 
The material was obtained from 5 adults in whom the 
cause of death was cancer in 4 and peritonitis in 1. No 


symptoms had been noted which indicated that any © 
abnormality of the sympathetic system could be expected. - 


~ At necropsy the cervical region, with the adjacent 


part of the base of the skull and the upper three thoracic 


vertebre, was removed. The specimens were fixed in 
formalin and thoroughly decalcified with 5% nitric acid. 


After neutralisation of the acid and dehydration, the- 


sympathetic trunk and its branches were exposed by 
careful dissection. The exposure of the deep rami was 
facilitated to a very high degree by the decalcification 
of the material. Without this procedure it would 
probably have been very difficult to demonstrate—for 
example, the slender nerve branches which: run between 
closely lying parts of the skeleton. After serial section and 
staining with hematoxylin-eosin, all the communicating 
rami were examined microscopically in their entire length. 
Since the microscopical examination entailed a very 
elaborate and lengthy procedure, it was necessary to 
confine the complete examination to dne side alone in 
each case. Two right sides and three left sides were 
selected. The dissections were, however, performed 
bilaterally. A rough symmetry between the two sides was 
noted, but there were great dissimilarities in the details. 


. RESULTS 


Figs. 1-5 are diagrams of the cervical sympathetic 
trunk and its connexions with the spinal nerves. The 
6474 
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` numerous branches to the various viscera, vessels, and 
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muscles are not indicated, except.in a few cases where 
some larger branches were also examined microscopically. 
No attention was paid to the possibility that the con- 


-= nexions between the sympathetic chain and the spinal . . 


nerve might consist partly of spinal nerve-fibres to the - 
prevertebral muscles in the manner described by Wrete 
(1934b), since this theory appeared to-be of little interest 
here. The sympathetic ganglia in the communicating 
rami are denoted by black spots in. the diagrams. 

In ‘every case it was possible on dissection to verify 
the rami communicantes grisei bipartiti of Wrete (1934a) 


- (see fig. 1), the grey communicating rami in the lower 
- cervical 


and upper thoracic regions leading. to the main 
branches of the spinal nerves, Besides the branch to the 
segmental spinal nerves, they provide a branch to the 
Spinal nerve cranially to it. These nerve branches in a | 
cranial direction run between the transverse processes 
and the underlying ribs in the thoracic region, and 
between the anterior and posterior parts of the transverse. 
processes in the cervical region, and are thus entirely 
surrounded by bone. The vertebral nerve running to 
the 7th and 6th cervical nerves and the one or two deep 
rami communicantes situated cranially to this belong to 
these branches. In case 5 the extremely fine cranial 


' branches of the deep rami. communicantes were o lost on 


dissection. 

By “ superficial communicating tami” we mean the 
nerves which usually leave the sympathetic chain between 
the superior and inferior cervical ganglia and, after a 
shorter or longer course on the anterior surface of the 
prevertebral muscles, penetrate them and join the rami 
ventrales of the spinal nerves. At times they also 
anastomose with the deep rami communicantes. 

Case 1.—Five ganglia were found in the communicating 
rami arising from the superior cervical ganglion, and six in ` 
the two superficial communicating rami, two of which were 
close to the spinal nerves. 

In this case the deep rami unexpectedly lacked ganglia. 
Only in the short branches from the stellate ganglion to the 
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Fig. | 
Figs. | and 2—Right erie amperes: trunk and its connexions with 


Fig. 2 


spinal nerves in cases | l) and 2 (fig. 2) showing sympathetic 
ganglia marked in black: a, superior cervical ganglion ; b, stellate 
ganglion ; ; c, superficial communicating branch ; d, deep communi- 
cating nch ; 3 e, vertebral nerve ;. f, rami communicantes grisei 
bipartiti of Wrete ; g, sympathetic trunk; h, branch to plexus on 
carotid artery ; l, vagus nerve; k, subclavian artery. 
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adjacent rami ventrales of the spinal nerves were five more 
ganglia observed. 

Altogether sixteen ganglia were observed in the rami 
communicantes, besides individual nerve-cells not indicated 
in the diagram (fig. 1). - a 

A few vegetative nerve-cells in the branch to the vagus 
nerve and numerous nerve-cells in the trunk of the vagus 
were observed. 


Case 2.—Two well-defined ganglia were found at the 
junction of the rami communicantes to.C2, besides one in 
the superficial ramus which connects with the deep com- 
municating branches. The latter formed a branched plexus 
with nine ganglia, four of which lay in the vertebral nerve. 

' Six more were observed in the grey rami of C8-T2. In all 
these instances a small ganglion was present in the branch 
leading to the cranially situated spinal nerve described by 
Wrete (1934a). 

Altogether eighteen ganglia were observed in the rami 
communicantes (fig. 2). . i 

Further, two ganglia were found in a superficial. plexus 
consisting of visceral branches, besides a small ganglion in a 
branch to the plexus on the subclavian artery. 


Case 3.—Three ganglia belonged to the rami communicantes 
originating from the superior cervical ganglion, and one 
ganglion was observed in the superficial communicating 
remi. The vertebral nerve had one large ganglion. 

Another small ganglion was found in a deep ramus close 
to the sympathetic chain, and eight more in the rami com- 


municantes of C8 and T1. Of the latter, two were very small ` 


and were embedded in what appeared on dissection to be a 
white communicating ramus. 

Altogether fourteen intermediate ganglia were observed in 
rami communicantes (fig. 3). ; 


Case 4.—Three of the ganglia belonged to the rami com- 
municantes of the upper cervical nerves. Two of them lay 
close beside the spinal nerves. There were three ganglia in 
the superficial rami communicantes, two in the vertebral 
nerve, and three in the rami connecting the stellate ganglion 
_ with C7 and T1. 
Altogether eleven 


ganglia were ‘observed in the rami 
communicantes. DO 


On dissection, a swelling of a ramus communicating with 


C8 (fig. 4) was thought to be a ganglion, but microscopical 
examination showed only connective tissue. The nerve which 
passed through it contained a small ganglion. 


Case 5.—Only two small ganglia were observed in the rami 
of the superior cervical ganglion. One appeared in the super- 


Fig. 4 


Fig. 3 
Figs. 3 to 5—Left cervical sympathetic trunk and its connexions with spinal nerves in cases 3 (fig. 3), 4 (fig. 4), and 5 (fig. 5). 
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a, sym- 
b, myelinated fibres; c, communicating | 


Fig. 6—Photomicrograph of ganglion marked in fig. I: 
pathetic ganglion ; 
branch. (xX 28.) 


ficial ramus communicans, and three in the vertebral nerve, 
There were thirteen ganglia in the short rami from the stellate 
ganglion. 

Altogether nineteen ganglia were observed in the rami 
communicantes (fig. 5). : 

One small ganglion was observed in the connexion with 
the vagus nerve, and one in a branch to the plexus on the 


subclavian artery. 


Intermediate ganglia were present in the rami com- 
municantes of the cervical region in all the cases 
examined. Their distribution appeared to be subject to 
no rule, and the individual variations were considerable. 
The number varied between eleven and nineteen. This 
is naturally a minimum, since it is possible that the 
dissection was incomplete, and some ganglia may have 
been overlooked in the microscopical examinations. 

The ganglia were often localised to the site where the 
nerve divides into branches (fig. 6), but they sometimes 
appeared as small swellings on the nerve immediately 
under the epineurium., (fig. 7). Only exceptionally were 
the ganglia within the nerve trunk (fig. 8). Some of 
them were round, and others more or less spindle-shaped, 

and their size varied 
c.l considerably. The 
C2 larger ganglia (fig. 6) 
could be seen macro- 
scopically, if well 
isolated, but a8 a 
rule they were of 
medium size (fig. Y. 
Individual nerve- 
cells or groups of a 
few cells also were 
seen. There can be 
little doubt that 
these ganglia con- 
tained sympathetic 
ganglion cells. Some 
of their characteris- 
tics appear in fig. 9. 
Small bundles of 
myelinated fibres in 
the grey communi- 
cating rami have 
previously been’ 
described. It is 
possible that they 
form the preganglio- 
nic fibres of these 
ganglia. 

Fig. 10 shows a 
transverse section of 
the anterior ramus 


C.3 


Fig. 5 
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of the spinal nerve C8 near its junction with the communi- 
cating ramus. Despite the low magnification, it is 
apparent that the spinal nerve contains a considerable 
number of ganglion cells. Most of these nerve-cells are 
typical spinal g 
are sympathetic. “No definite statement on this matter 
can be made without special staining, for which the 
material is not suitable. Similar observations have been 
made in corresponding parts of other spinal nerves, but 
the frequency of this phenomenon cannot be stated, 
since in many cases the communicating ramus alone, and 
not the adjoining parts of the spinal nerve, was examined 
microscopically. 
if sympathetic ganglia were found in this region of the 
spinal nerve, since their appearance at this site is typical 
in the embryonic stage (Wrete 1935). 


DISCUSSION 


Great hopes were raised when surgery of the sympa- 
thetic system’ was introduced for the treatment of 
functional vascular disorders, but they have not been 
realised. At first surgical intervention was based on the 
experimental observations of Langley that, in the cat, 
the cervical sympathetic chain and the brachial plexus 
receive all their preganglionic fibres from the white 
rami of the middle thoracic segments. Cervicothoracic 


Fig. 7—Photomicrograph of superfi cial eSnichunieatine branch marked 
in fig. 1, showing two sympathetic ganglia (a). (x 70.) 


‘ganglionectomy therefore appeared to be a means of 
procuring sympathetic denervation of the rm. When 
this assumption was proved to be incorrect, Freeman 
et al. (1934) suggested that the smooth muscle was 
hypersensitive. to circulating adrenaline, owing to 
denervation by postganglionic excision. Telford (1935) 
and Smithwick (1936) thereupon interrupted the 
preganglionic neurones. 

Simmons and Sheehan (1939), reviewing’ 38 cervico- 
thoracic ganglionectomies:and 29 preganglionic sections 
of the thoracic cord, have established that both types 
of operation are liable to be followed by relapse, which 
appears earlier after preganglionic section than after 
ganglionectomy. They found that the relapses fell 
naturally into two groups: those in which symptoms 
recurred within a few days of operation, and those in 
which relapses did not appear for several months. The 


early relapses were said to be due to a local fault in the | 


digital vessels. They were of the opinion that the late 
relapses could not ‘be explained by the hypersensitivity 
of the denervated blood-vessels to circulating adrenaline. 
This hypersensitivity diminishes with time and is less 
evident, or may be completely lacking, when clinical 
relapse becomes apparent. They concluded that it 
seemed highly probable that regeneration of vaso- 
constrictor nerve-fibres was the cause of late relapse 
folowing sympathectomy. 

The assumption that the present method of operating 
would not interrupt all the autonomic petlwaye entering 


` Buskirk (1941), 


canglion cells, but probably some of them - 


It would not, however, be surprising 


the arm has led to a more extensive anatomical study 
of this part of the sympathetic nervous system. Von 
examining the sinuvertebral nerve 


Fig. éPackoinleroerabl of aymbaéhitie dandis la) marked | in. 


g. 3. (x 70.) 


running inside the vertebral canal, first described by 
von Luschka, considered that he had demonstrated æ 
pathway through which sympathetic fibres arising at 
lower levels might join the upper thoracic and lower 
cervical nerves. Other sympathetic fibres in the upper 
extremities, which might remain functionally ‘intact 
after sympathectomy, were described by Kuntz (1927) 
and Kirgis and Kuntz (1942). In a large percentage of 
cases they found that a ramus containing demyelinated | 
fibres arising from, the second thoracic nerve joined the: 
first and, less often, a corresponding nerve between the 
third and second thoracic nerves. | 

Experiments carried out by Kuntz and Dillon (1942) 
on cats and rhesus monkeys appeared to demonstrate 
some preganglionic fibres in the first thoracic nerve, 
involved in the sympathetic innervation of the distal 
part of the upper limb. Kirgis and Kuntz (1942) think. 
that in some cases the communicating ramus of the- 
eighth nerve includes preganglionic fibres. White and 
Smithwick (1944) and Richards (1946), referring to clinical 
experiences, thought that these findings did not apply to 
man. On the other hand, Richards suggests that the non- 
sympathetic fibres running in the peripheral nerves may 
be involved in the mechanism of Raynaud’s phenomenon. 

What significance should be accorded to these ganglia 
described here for the first time, and how does the dis- 
covery of them affect our conception of the cervical 
sympathetic system and its function? The answer 


depends on whether these ganglionic cells receive their 
preganglionic fibres from the sympathetic trunk or from 
the spinal nerves. It is not yet possible to make a definite 
statement, and both 


possibilities must therefore be 
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Fig. SA photomierosrank of Seaisateelic angilon marked in fig. 5: 
a, pigment ; b, nerve-cell with two nuclei. (x350 
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considered. Wrete (1935), on the basis of his studies of 
the embryonic development of these ganglia, thinks that, 
in the lumbar region, most of the ganglia probably 
migrate from the sympathetic trunk. It is more difficult 
to follow their behaviour in the cervical region, but be 
considers that the circumstances are similar there. With 
our knowledge of the development of the cervical chain 
and the course of its most important pathways, the 
obvious conclusion is that the preganglionic fibres to 
the intermediate ganglia of the communicating rami 
run from the sympathetic chain towards the spinal 
nerves (see fig. 11A). | 

If we accept the current theory of the fundamental 
importance of préganglionic section, we cannot explain 
the fact that, in some cases, a lasting effect of the 
operation—which has hitherto been considered as a 
postganglionic operation—is obtained as a result of 
cervicothoracic ganglionectomy. If we assume that the 
preganglionic fibres have their origin in the sympathetic 
chain, possibly the ganglia described here have, in such 
cases, allowed important postganglionic neurones to 
remain intact. Nevertheless, essential problems are still 
‘left unsolved. | 

If, however, we assume that the ganglia in the 
communicating rami receive their preganglionic ‘fibres 
from the spinal nerves—which is not improbable as 
regards the ganglia which lie close to or possibly in the 
spinal nerves—we have sympathetic pathways entirely 
within the spinal system (fig. 11B). As mentioned above, 
certain earlier investigations allow us to assume the 
existence of sympathetic fibres within the spinal roots 

a 
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Fig. j0—Photom 


icrograph of spinal nerve and sympathetic 
ganglion marked in fig.5: a, small sympathetic ganglion 
in communicating branch; b, cross-section of eighth 
cervical nerve, showing a considerable number of nerve» 
cells. (x 10*/s.) 


C8 and Tl. The early relapse after sympathectomy 
would thus be explained by the fact that important 
pathways were not severed by the operation. The 
immediate short-term effect could then be considered as 
comparable to & local shock effect brought about by 
severing several neurones, soon compensated by the 
pathways remaining intact. As regards the late relapses, 
we have good reason to believe that they are the result 
of regeneration, and this is asserted by several writers. 
As far as we know, however, a restitution of the severed 
sympathetic chain has never been demonstrated. The 
assumption that a smaller number of undamaged neurones 
would gradually assume the functions in a widened 
peripheral area cannot be considered as less probable. 
The variable occurrence of the intermediate ganglia 
in the communicating rami described here can very well 
explain the incalculable effect of the present methods of 
operation. Preganglionic sympathectomy appears to 


give more satisfactory results if performed by Smithwick’s 
(1936) method than by Telford’s (1935). A possible 
explanation is that, in Smithwick’s operation, the second 
and third anterior spinal roots to the thoracic nerve, 
together with several sympathetic pathways which 
could possibly reach the arm, are also severed. 

From a therapeutic standpoint, the latter assumption 
of the course of the pathways is unfortunate, since they 
would thus, at present, be considered to lie outside the 
scope of surgical intervention. 

A possible objection to the above-mentioned hypothesis 
is that it does not explain why the results of sympa- 
thectomy of the lower limbs are, as a rule, more satis- 
factory than those of sympathectomy of the upper 
limbs, since intermediate 
ganglia in the communicating 
rami also occur in the lumbar 
region (Wrete 1943a). A com- | 
parison of the distribution of 
the ganglia within the respec- 
tive regions in adults affords 
no explanation. In the embryo, 
however, these gangha appear 
in the cervical region more 
often in or close to the spinal © 
nerves, a fact which, from 
several standpoints, may be 
important. ‘ ; 

It may be considered that 
the importance of these rela- 
tively small ganglia is over- 
estimated; but, first, they 
represent aS an aggregate a 
not inconsiderable cell mass, 
and secondly, it has been 
demonstrated experimentally 
that, if even a minor part of 
the autonomic innervation is left intact by the opera- 
tion, this can prejudice the results in the whole of the 
otherwise denervated area. 

SUMMARY 

Sympathetic ganglia in the communicating. rami to 
the cervical and the first thoracic spinal nerves in five 
adults are described. In one case the communicating 
rami to the second thoracic nerve also contained ganglia. 

The ganglia are distributed without any definite rule 
but several of them lie very close to the spinal nerves. 
Sympathetic ganglion cells probably also occur in the 
spinal nerves close to the site of their union with the 
communicating rami. 

The number of ganglia varies between ten and nineteen. 


Fig. [I—Two possible pathwa 
A and B) related to ganglia 
in communicating branches : 
solid lines, preganglionic 
neurones; interrupted lines, 
postganglionic neurones ; 
-~ a, sympathetic ganglion in 
communicating branch; b, 
spinal nerve ; c, sympathetic 
trunk (modified from Wrete 


‘Some of them are visible to the naked eye, but most of 


them are microscopic. 

Their significance in the operation of sympathectomy 
is discussed. 

I should like to acknowledge my indebtedness to Prof. 
Martin Wrete, chief of the Institute of Histology, Uppsala. 
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From the Scientific Adviser's Division, Ministry of Food 


LrrTLE is known of the special nutritional require- 
ments of the aged: It is generally agreed that basal 
metabolism shows a drop in old age. In most cases 
the type of work and the activity of the aged also show 
a decrease ; hence it is reasonable to deduce that calorific 
requirements are reduced. So far as nutrients are con- 
cerned, however, it is usually assumed that the require- 
ments in old age are the same as those of normal adults. 
This conclusion is not a matter of proved fact. For 
example, the decalcification of the bones which occurs 
in old age suggests that calcium requirements are 
increased. Quite apart from any consideration of specific 
nutritional requirements, it is often suspected that 
symptoms commonly attributed to old age may in some 
cases be due to nutritional deficiency. Mental abnor- 
. malities and deterioration in the efficiency of the digestive 
system may arise from deficiency of B vitamins, notably 
nicotinic acid. Shortage of this vitamin. has also been 
suggested as the cause of skin changes and other 
symptoms of senility. 

Though many of the suggestions as to the nutritional 


needs of old age are merely speculation, it is thought ` 


that under the conditions of modern industrial life 
many old people fail to obtain a diet adequate for their 
needs. As a first step in an investigation of the nutritional 
needs of the aged, @ series of studies were made in 
London in the spring of 1947 to determine the nutritional 
‘ value of the food actually eaten by old men and old 
women living unger different conditions.. 


OLD WOMEN LIVING AT HOME 


A group of I0 old women living at home was studied 
in a working-class borough in western London. The 
coöperation of each of the women studied was obtained, 
and their diets were investigated during a week. Each 
person kept a daily diary, in a simple record book 
prepared for the purpose, of every item of food or drink 
consumed. A dietitian paid a visit every other day to 
help with. the recording. Quantities were assessed as 
far as possible by obtaining and weighing duplicates of 
the various foods eaten. The nutritional value of the 
average weekly diet was calculated from the tables used 
by the Ministry of Food (1945). Allowance was made 
for loss of vitamin C in cooking, but no deduction was 
used for losses of other nutrients. The nutritional value 
of the diets eaten by each of the women studied is shown 
in table 1.* 


A note on each of the women is of interest. No. 1 was a 


poor old lady living alone and completely dependent on 


distant relations. She was obviously very ill and could not 
tako the trouble to cook for herself. -Throughout the week 
of the study she had diarrhoea and sickness but was painfully 
anxious to godperate. No. 2, who also lived by herself, was 
very spry and lively though extremely deaf and suffering 
from fheumatism. No. 3, though she had great difficulty in 
walking about, looked after her two orphan grandchildren 
aged 7 and 14 years, the latter of whom, a girl, did the shopping. 
No. 4, the youngest of the group, was a very thin perpetually 
worried woman with four children‘in their teens and a husband. 
No. 5 was an active old lady who did her own cooking; she 
lived with a friend who, at the time of the survey, was in 
hospital. Nos. 6 and 7 were old ladies living alone, both 
of whom had rheumatoid arthritis. No. 8 lived in a basement 


* Tables ons the actual amounts, by weight, of all foods con- 

Sumpa by each person in this and the other groups studied 

- y be had from the Editor of THE LANOET, 7, Adam Street, 
Adelphi, mondon, W.C.2. i 
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flat with her younger sister. No. 9 lived alone in a bed-sitting 


room. No. 10, the biggest eater of the group, was a plump 
widow who worked as a cleaner in a nearby school. 


OLD WOMEN LIVING IN ALMSHOUSES 


The second group studied comprised 18 old ladies 
between 65 and 85 years of age living in two blocks of 
almshouses. Their accommodation consisted of two rpoms 
filled—sometimes very fully filled—with their own 
furniture. ‘They did their own cooking on small coal 
ranges and their own shopping. The district nurse paid a 
visit each day to the almshouses, and when one or other 
of the old ladies was unwell she was usually given help 
by her neighbours. 

As in the first group, these subjects codperated in 
the study by keeping a detailed diary of everything 
they ate or drank and of all their purchases during a 
week. They were visited every other day by a dietitian 
who helped them keep their records, weighed food when 
possible, and converted the records of meals into 
quantitative terms by using models and replicas to assess 
as precisely as possible what each old lady had actually 
eaten. It was hoped that this method would provide a 
closer approximation to the true individual consumption 
than a weekly household food budget and avoid errors 
due to meals eaten outside the house or food given to 
the cat. 

The average daily consumption for each woman is. 
shown in table 11. 

. All the women in this group were reasonably active 
for their age. In most cases they considered themselves, 
as residents of the almshouses, more fortunate than their 
contemporaries living in outside households. | 


N 


OLD MEN LIVING IN A SMALL INSTITUTION 
The diets of 12 old men living ín a. small institution 


‘in South London were studied by weighing the amounts 


given to them at each meal for a week. Deductions were 
made for any residue remaining on their plates. The 
institution accommodated about 100 men between the 
ages of 60 and 85. Of these, 88 were over 70 years of age. 
Twelve men were selected at random for the investigation! 
They ate all their meals in the institution. All the men 
were active and most of them went for a walk in the 
afternoons. The nutritional value of the occasional 
extras which they bought or which were given to them 
was added to the calculated composition of the institution 
diet (table m1). 


OLD PEOPLE LIVING IN A LARGE INSTITUTION 
The final part of the study of old people was carried 


out in a large institution housing about 700 inmates. 


TABLE I—NUTRITIONAL VALUE OF AVERAGE DAILY DIETS OF 
10 OLD WOMEN LIVING AT HOME 


Subject no. 1 2 3 4 5 6 7 8 


SESA DAES SEE PEEN ISERE AER | tg ECESE OE 


Age (years) 81 | 91 | 66 | 50 | 70 | 77 


een, | eenaa | ope’ | eee | eee ece | moa | ee 


Calories “472 |1034|1186|1242|1242/1275/1448|1458|1485| 2313 
Protein, total |18-6 [34-8 142-7 [44-7 151-0 [48-4 [61-4 [56-9 153-5 | 73-7 
Prin, animal {12-9 |17-8 {20-9 [24-7 [29-7 24-3 [38-3 [31-5 (31-0132-0 
Fat (z.) 25-8 146-4 40-5 [50-5 [52-6 [43-5 [50-6 [53-9 [66-2 [94-1 
Calcium (g.) .. | 0-4] 0-6] 0-4] 05| 0-6] 0-6| 0-6] 1-0] 0-8] 0-9 
Iron(mg.) ../3 [5 |7 |7 |s |8 ju |8 

Vit. A (1-U.) .. | 600 |1000] 900 | 700 |1100|1200/3400|1500|1600) 2500 
Vit. B, (mg.).. | 0-2| 0-6] 0-7| 06| 08| 09| 0-9} 10| 0-8] 1:3 
Riboflavine | 0-5| 0-6| 07| 07| 09] 09| 0-9| 15| 12| 12 
Nioo actale |a |7 le ls le lo |? 


mg. 
vit & me.) ~- | 6 6 |10 |10 |18 |21 j17 |36 
173 | 164 | 162 |23 |33 |44 |26 |80 


~ 


= 
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TABLE I—NUTRITIONAL VALUE OF AVERAGE DAILY DIETS OF 18 WOMEN AGED 65-85 LIVING IN 


B ALMSHOUSES 
Subject no. 1/2]s3 | 4 5 |. 6 7 8 9 | 10 | 11 | 12 | 13 | 14 | 15 | 16 | 17 | 18 
Calories .. 2... ee 1079 [1116 |1131 | 1175 [1256 | 1286 | 1872 1382 | 1418 | 1427 | 1453 1489 | 1506 |1539 1696 |1746 | 1877 1863 
Protein, total (g.)  .. | 446| 32-7] 40-8] 38-0| 36-9| 44-2] 49-8| 44:5] 45-8| 50-4] 41-3] 42-5| 41-5] 56-2| 48-6} 49-0] 58-8! 50-8 
*, animal (g.) .. | 29-6] 14-8| 21-3| 21-7| 21-9| 24-2] 33-0| 28-5] 22-6| 26-1| 15-3] 19-4] 17-8] 33-8| 18-2| 21-3) 329| 22-2 
Fat (g.) .. | 43-9| 59-7 | 47-6| 50-6| 77-0| 54-1| 72-3) 66-3| 67-3| 73-5| 67-8| 75-7| 71-0| 68-0 106-6) 72-9| 86-4] 81-7 
Calcium (g.) 05| 0-4] 0-6] 0-4] 0-5] 0-5] 0-7] 0:5] 0-6] 0-4} 0-4) 0-6] 0-5| 07| 07| 07| 07| 0-6 
Iron (mg.) F sst 8 6'| 8 8 5 8 9 8 9 |li 8 8 s |10 | 9 9 | 10 | 9 
Vitamin A (1.U.) - .. |2300 | 1600 | 2100 | 1800 | 2000 1600 | 3600 2400 | 2100 | 1900 | 3900 | 1700 | 1700 | 4500 1600 | 2200 | 6200 | 1800 
» By (mg.) .. | 07| 0-6] 07| 0-6] 0-4] 07| 0-7] 07| 0-8] 09| 07| 0-8] 0-6] 07| 09| 0-9] 08| 11 
Riboflavine (mg.) .. | 0-8] 0-5] os| 07| os| os| 1-0] os| 0-91 o7) 0-6] 0-7] os| 1-0] 0-8! os| 10| 0-8 
Nicotinic acid (mg.) ..| 8 | 5 7 6 | 5 7 8 7 7 8 | 6 8 | 6 7 7 7 8 8 
Vitamin © (mg.) | 9 [15 fat | 6 | a4 faa | 8 |16 {az [21 | 2 | 16 | 13 |10 |15 | ae | aa | 
„» Dav.) .. |18 |33 |35. | 28 |142 |58 |110 |54 |62 |55 |101 |201 | 50 |63 | 94 | 64 77 P 
Two wards, each containing 50 people, were chosen and, consumption of the four men aged 60-79 studied by 


as before, 12 random subjects were selected and all 
their food weighed for a week. A group of men was 
selected who, with the exception of one aged 61, were all 
between the ages of 71 and 85 years. The food which 
they ate additional to that received from the institution 
-was also weighed if possible as well as their meals. 
Sometimes, however, when this was impossible, difficulty 
was encountered in assessing extras accurately, since 
some of the men were senile. Though the men studied 
were not bedridden most of them were infirm. 

A group of 12 old and infirm women, with an 
average age of 71 years, was also studied. Some of thesé 
women sat all:day in bath-chairs, some were blind, and 
many were deaf. The staff of the institution had difficulty 
in serving meals to them, since they were often dccentric 
in their likes or simple in behaviour. . 

The calculated composition of the average diet eaten 
by each of these people is shown in tables Iv and v. 


DISCUSSION 
- Calories 


It is well known that the basal metabolism becomes 
reduced in old age (Aub and Du Bois 1917, Benedict 
and Root 1934b). It can be calculated that the basal 
metabolic needs of men aged 60-80 are about 1400 
calories, and those of old women about 1100 calories, 
daily. If 10% is added to allow for specific dynamic 
action (Orr and Leitch 1938), and a moderate estimate 
made for muscular activity, the net total energy require- 
ments of old men seem to be about 2200-2300 calories 
compared with 1700-1800 calories for old women. The 


Koch (1911) was 2108-2790 calories daily, and that of 


the six men aged 69-79 investigated by Owen et al. 


(1940) was 1802—2594 calories. 
The figures given in table 11 of the calorie consumption 
of the 12 old men living in the small institution range 


_ from 2050 to 2251. Possibly these old men would have 


eaten slightly more if they could have obtained it: at 
almost every meal they, ate up to the last scrap what 
was given them. The calorie consumption shown in 
table 1v of the more infirm aged men varied from 1903 
to 2272 calories. The average values for these two groups | 
were 2132 and 2069 calories respectively. 

The energy value of the diets eaten by the aged women 
living at home and in almshouses was 1034—2313 calories, . 
if the ill woman, no. 1 in table 1, is excluded. The averages ` 
of these two groups were 1409 and 1431 calories respec- 
tively. The infirm women living in the institution ate 
1252-1717 calories, with an average of 1579 calories. 


Protein ae 

Few studies of nitrogen balance in old people have 
been made. Adams et al. (1936) maintained a woman of 
65 on an intake of 1-2 g. of protein per kg. of body- - 


weight. At this level she was in positive nitrogen balance. 


Owen et al. -(1940) found that four men aged 69-79 


- stored nitrogen when their protein intake was 0-87 g. 


per kg. body-weight. One lost nitrogen at an intake of 
0-78 per kg. Benedict and Root’s (1934a) study of a 
man aged 91 led to the conclusion. that good health 
was maintained when the protein consumption provided 
0-86 g. per kg. body-weight. The average requirement for 


TABLE III—NUTRITIONAL VALUE OF AVERAGE DAILY DIETS OF 12 ACTIVE MEN. AGED 60-85 LIVING IN A SMALL 
INSTITUTION 


Subject no. 1 2 3 4 5 
Calories ~.. | 2050 | 2053 | 2104 | 2137 | 2155 — 
Protein, total (g.).. | 70:8 71:3 71-6 713-8 74:2 

ys animal (g.) | 31-4 | 313 | 31-7 | 33-7 | 33-4 
Fat (g) . 82-6 | 819 | 866 | 90-1 90-5 
‘Calcium (g.) 0-7. 0-7 0-7 0:8 0-8 
Iron (mg.) .. 15 15 15 15 15 
Vitamin A (1.U.) 3500 | 3600 | 3500 | 3700 | 3700. 

» By, (mg.).. 1-4 1-4 1-4 1-4 1-4 
Riboflavine (mg.) .. 1-2 1-1 1-2 1-3 1:3 
Nicotinic acid (mg.) 14 13 14 16 16 
Vitamin C(mg.) .. | 31 31 24 53 32 

» DLU.) .. | 94 94 85 74 95 


6 7 8 9 
2156 | 2160 | 2197 2202 | 2251 
74-1 713-8 74:9 76-0 16-3 
33-6 33-2 33-8 34-7 34-4 
91-4 | 899 | 932 | 93-7 98-4 
0-8 0°8 0-8 0:8 07 
15 15 15 16 15 
3500 | 3600 | 3700 |* 3600 3600 
1-4 1:4 1:5 1-4 1-4 
1:3 1:3 1-4 1-4 1:3 
16 16 16° 16 16 
30 32 32 34 31 
85 85 86 86 96 
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TABLE IV—NUTRITIONAL VALUE OF AVERAGE DAILY DIET OF 12 INFIRM OLD MEN AGED 61-85 LIVING IN A LARGE 


INSTITUTION 

Subject no. 1 2 4 5 6 7 8 . 9 
Calories ... .. | 1903 | 1983 2027 | 2032 | 2034 | 2049 | 2071 | 2081 
Protein, total (g.).. | 67-7 70:3 154 | 730 | 759 | 764 | 756 | 722 

» animal (g.)| 34-6 35:3 38-8 | 37-3 | 402 | 40-4 | 369 | 35-9 
Fat (g) .. 79-7 83-9 849 | 83:3 | 854 |. 86-5 | 838 | 848 
Calcium (g.) es 0-9 0:9 11 10 | 44 11 ri | 1a 
Iron (mg.) ..  .. |, 13 13 14 13 14 13 13 13 
Vitamin A (1.U.) .. | 3000 | 2900 3100 | 3000 | 3000 | 3300 | 3000 | 2700 

ys Ba (mg.).. 11 1-1 1-2 1-2 1-2 12 |, 12 1-2 
Riboflavine (mg.).. 1-4 1-4 1:6 16 | “7 | 17| 17 16 ` 
Nicotinic acid (mg.) | 10 11 12 12 12 13 12 12 
Vitamin © (mg.) 42 37 43 42 39 39 40 38 

» DU.) .. | 90 89 88 89 93 89 91 91 


nitrogen equilibrium in normal adults is usually con- 


- sidered to be about 0-83 g. per kg. body-weight (Leitch 


and Duckworth 1937). This is close to the values quoted 
in the literature for old people. 


If an average weight of 65 kg. is assumed for men 


aged. over 70, requirements of protein for nitrogen balance 
will be 54 g. daily. This figure is exceeded in all.cases by 
the calculated values shown in tables m1 and Iv. 

To provide 0-83 g. of protein per kg. for old women of 
an average weight of 50 kg. requires 42 g. of protein 
daily. Of the 39 subjects living at home or in alms- 
houses 8 (20-5%) did not obtain this amount. 

The comparatively low estimates of protein require- 
ments are based on nitrogen-balance experiments. For 
practical nutrition a number of safety factors and other 
margins have from time to time been suggested. More 
recently, the disturbance of protein metabolism after 
fractures, burns, and various infections has been taken 
into consideration in designing diets for convalescents 
(Stevenson and Bensley 1947). If it can be argued that 
hospital patients need 100 g. of protein daily, the result 
of a similar intake for old people becomes a matter of 
interest, and the level of intake found in the present 
study appears low. 


Oaleiwm, Phosphorus, and Vitamin D 


The intake of calcium, phosphorus, and vitamin D 


in old people is of particular interest in view of the suscep- 


tibility of the aged to bone injuries. Adams et al. (1936) 
showed that an aged person was in negative balance on 
a basal intake of 0-41 g. of calcium daily. Owen (1939) 
studied 10 men over 60 years of age and concluded that 


r 


‘phorus daily. 


their calcium and phosphorus requirements for metabolic 
balance were no different from those of younger adults 
and were about 0:52 g. of calcium and 1-2 g. of phos- 
These conclusions are supported by the 
work of Robertson (1941). The capacity to store calcium 
is not lost in old age and is facilitated, as in the young, 
by vitamin D. Nevertheless the progressive demineralisa- 
tion of the skeleton, which is a characteristic feature of 
ageing (Todd 1942), points to a change in calcium 
metabolism in old age. The calcium intake of the groups 


‘of people investigated i in the present study was in almost 


all cases in excess of 0-5 g. daily. However, the calculated 
level of vitamin D in the diets was low and only exceeded 
200 I.U. a day in 2 of the 63 persons studied. The 


investigation was carried out in the cold weather of | 


January and February, when there was little sunlight. 
Since old people always tend to keep themselves wrapped. 
up, the amount of vitamin-D activity which they derive 
at any time from sunlight i is not likely to be large. _ 


- Iron 


The iron content of the food eaten was comparatively 
high except in some of the women living at home or in 
almshouses. In any case, Davidson and Fullerton (1938) 
found that anemia was uncommon in old age in the 
absence of organic disease. This was confirmed by 
Worster-Drought and Shafar (1030); 


Vitamin A 


Nothing is known of any aa vitamin-A require- 


ment of old people. For normal adults the recommended 
intake is about 3500-5000 1.u. daily, depending to some 
extent on the proportion of vitamin-A activity derived 


TABLE V—NUTRITIONAL VALUE OF AVERAGE DAILY DIETS OF 12 INFIRM OLD WOMEN OF AN AVERAGE AGH OF 71 YEARS 
LIVING IN A LARGE INSTITUTION 


Subject no. 1 2 3 4 5 
Calories .. .. | 1252 | 1443 | 1542 | 1556 | 1564 
Protein, total (g.).. | 53-9 55-4 56-1 59-3 63-5 
» animal (g.) | 27-9 24:5 | 272 30-0 35-4 
Fat (g) o. we | 425 54:9 | 55:3 | 611 | 60-2 
Calcium (g.) ` 0-7 0-6 0-6 07 | 0-8 
Iron (mg.) .- ss 9 10 11 10 10 
Vitamtin A (1.U.) .. | 1730 | 1840 |. 2160 | 2100 | 2000 
» By (mg.).. 0-9 0-9 0-9 10 | ~1-0 
Riboflavine (mg.).. 1-0 0-9 0:8 1-0 1-2 
Nicotinic acid (mg.) 8 10 |. 9 | 10 11 
Vitamin O(mg.) .. | 15 15. 13 14 16 
» Dv.) .. | 135 129 153 132 134 


6 7 8 9 12 
1696 | 1611 | 1624 | 1677 1717 
655 | 58-0 | 66-1 | 659 63-0 
341 | 28-6.| 36-4 | 358 30-8 
593 | 630 | 60-2 61-7 62-2 
0-9 0-7 0-9 0:9 0-7 
10 11 12 10 11 
1900 | 2100 | 2100 | 2100 2100 
1-1 10 1-1 11° 1-1 
1-2 1-0 1:3 1-3 11 
10 10 11 11 10 
15 15 15 15 16 
123 157 149 128 153 


\ 
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from preformed vitamin A and from carotenoids (Tech- 
nical Commission of Nutrition 1938, National Research 
Council 1945). There seems to be no doubt that in a diet 
where a substantial proportion of vitamin-A activity 
is derived from vegetable foods an amount less than 
2500 1.0. daily is likely to lead to deficiency. Of the 27 
old women living at home or in almshouses and buying 
their own food 21 (78%) consumed less than this amount. 
The old men in both the institutions in all cases ate a 
diet providing more than 2500 1.u. of vitamin A. The 
group of 12 old women in the institution ate diets 
providing consistently less than 2500 1.0. of vitamin A. 


B-vitamin Complex 
Stephenson et al. (1941) found that the administration 


of large doses of vitamin B,, riboflavine, and nicotinic | 


acid to patients with senile dementia improved their 
condition: In the present study the consumption of 
vitamin B, appeared to be adequate for the comparatively 
restricted level of non-fat calories in the diet. The amount 


of riboflavine was in most cases about 1 mg. An intake. 


at this level, though lower than that which could be 
desired for an optimal diet, compares with values found 
elsewhere in circumstances in which riboflavine deficiency 
cannot be detected. Similarly, though some of the 
nicotinic-acid intakes are low, the average consumption 
appeared to be reasonably satisfactory. 


Vitamin O < 

Vitamin C was seriously lacking in most of the diets 
studied. The National Research Council of U.S.A. (1945) 
recommend 75 mg. daily ; the Technical Commission of 
Nutrition of the League of Nations (1938) suggest 30 mg. 
as sufficient ; and Glazebrook (1944) has suggested that 
17 mg. is probably the lowest safe intake to prevent 
symptoms of deficiency. The calculated figures in the 
present study include an estimated loss of 60%.to allow 
for cooking. To assess the actual vitamin-C content of 
the diets provided at the institutions, samples of vege- 
tables and of other foods likely to contain the vitamin 
were collected in weighed screw-capped bottles containing 
oxalic acid, and determinations of vitamin C were made 
(Ponting 1943). Whereas the average daily consumption 
of the old men in the small institution was 31 mg. by 
calculation, the average intake for the week as deter- 
mined by analysis was 17 mg. The calculated average for 
the old men in the large institution was 40 mg. compared 
with 18 mg. by analysis and for the old women the 
calculated intake of 15 mg. compared with an analysed 
value of 8 mg. only. 

CONCLUSIONS 


This study is merely-intended to give a picture of the 
nature of the diets eaten by old people living under 
different conditions in London in the early months of 
1947. The composition of the diets consumed suggests 
that the amount of protein, particularly in the case of 
aged women, was undesirably low. The intake of vitamin 
A also appeared to be inadequate, and the consumption 
of vitamin C was seriously deficient. This was perhaps 
partly due to the rigorous weather of February, 1947. 
Another factor, however, calculated to exert a consistent 
effect on the quality of old people’s diets is the difficulty 
which they certainly encounter in eating, substantial 
amounts of vegetables. 

Clearly the conclusions to be drawn from this study 
can only be tentative, though practical steps, for example, 
for increasing the vitamin-A, vitamin-C, and vitamin-D 
contents of the diet, could be suggested. A fuller study, 
however, must involve an attempt to correlate clinical 
and biochemical data with information about food 
consumption. 
| SUMMARY 


A study was made of the nutrient content of individual 
diets eaten by 10 old women living at home, 18 living in 
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have grown up having widely different shapes ; 
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almshouses and doing their own housekeeping, and a 
more infirm group living in an institution. A group of ` 
old men in a small institution and another in a large 
institution were also investigated. 

The old women ate a diet providing 1034-2313 calories, 
and the old men 1903-2272 calories. Though the old 
men ate more than 50 g. of protein daily, some of the 
women obtained less than 42 g. Calcium and iron 
consumption appeared to be reasonably adequate, as 
was the average intake of B vitamins. The amounts of 
vitamins A and C consumed by many of the aged people 
studied were very small. 

Acknowledgment is gratefully made to Sir Allen Daley and 
Mr. E. C. Bligh, of the London County: Council, and to Mr. 
J. B.S g, who provided many of the facilities which 
rendered this study possible. Thanks are also due to the 
research laboratories of Vitamins Ltd. for the vitamin-C 
analyses of diet samples. 
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THE WALKING CALLIPER 


JOHN CHARNLEY 
M.B., B.Sc. Manc., F.R.C.S. 
LECTURER IN ORTHOPÆDICS, UNIVERSITY OF MANCHESTER 


THE younger generation of orthopedic surgeons tends 
to neglect the study of the splint-maker’s craft; the 
commercial splint-maker, isolated from the stream of 
modern ideas, perpetuates traditional types unreached 
by appraisal or condemnation. In some quarters the 
design of a splint is a matter of dogma, and scientific 
fact avails little in argument. Tendencies of this kind 
are illustrated in the calliper splint, the design of which 
is here selected for a critical examination. - 

There seems to be no dispute that H. O. Thomas 
invented the walking calliper splint, as is shown 
in contemporary English and American references. 
This splint was a natural development from the Thomas 
bed ‘‘ knee-splint,” and it is interesting to recall the 


egotistical but prophetic words regarding this splint 


written by Thomas in 1890: 

“< This appliance is destined before long to have a per- 
manent place in our surgical armamentaria, and to occupy 
first place in its own field of action as soon as the correct 
construction and mode of action are generally known. A 
badly constructed or wrongly made instrument may do 
good work in the hands of an ingenious surgeon. But, 
like a master musician, the master surgeon will only be 
able to exhibit more skill when in possession of a well and 
correctly made instrument.” 


But since his time many of the details of construction 
regarded as important by its inventor appear to have 
been forgotten, and many different forms of the splint 
these 
variations are the subject of this paper. 


| 
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- VARIATIONS IN RING DESIGN 


The most important element in design which governs 
the function of weight-bearing is the shape of the ring 
of the calliper. -~ 

Though it is customary to refer to the calliper as 
weight-bearing, it is more correctly only a weight- 
relieving splint. No apparatus in which. the toes can 


exert pressure against the ground can ever be completely - 


weight-bearing ; the only splint which truly fulfilled this 
finction was the patten-ended calliper used by Thomas 
for tuberculous disease of the ankle but now obsolete. 

For the purpose of description it is convenient to 
divide calliper rings into two classes: (1) rings modified 
from the Thomas pattern; and (2) rings deviating 
from the Thomas pattern. 


Modifications of the Thomas Pattern 

The feature common to this group is the complete 
_ metal ring. The principal modes of this type are illus- 
. trated in fig. 1 (to eliminate confusion a nomenclature 
_ has here been coined for those types not already dignified 
with a particular name) : 


(1) Authentic Thomas.—Under this heading two ty 

ring are to be considered ; these can be termed the “ 

. bed-splint ” and the “ Thomas calliper.” 

= The adapted bed-splint was made from the bed-eplint 
by cutting off its end and inserting the splint into the heel 

_ of the boot. This Thomas was able to do “in less time 

= than it took for the blacksmith to blow up his fire.” 

-~ The ring of this splint was a simple ovoid ; the side-bars 

were attached at. opposite ends of the transverse diameter 

(fig. la). The splint was thus symmetrical and reversible. 

The Thomas calliper (fig. la) was an irregular ovoid ; 
the ring was asymmetrically placed on the side-bars and 
inclined to the long axis of the splint in two planes. ‘The 
design of this ring is considered in detail below. 

(2) Proprietary I.—This is the most common commercial 
shape in current use. At a casual glance it appears indis- 
tinguishable from the ring of a bed-splint, but closer exarnina- 
tion shows that the side-bars are attached slightly behind 
the transverse diameter. 
~The ring of the splint is symmetrical and ovoid. The 
essential feature is a shallow V-shaped dip on the inner part 

of the ring, its purpose being to relieve pressure from the 
perineum, on the supposition that the tuber ischii can be 

carried on the elevated portion of the ring (fig. 1b). 

= _ In practice the tuber ischii does not stay on that part of 
_ the ring where the maker hopes it will, but gravitates to the 
-lowest level of the ring; this leads to the very common 
error of internal rotation of the whole limb (in-toeing), 
because the patient finds the position of greatest comfort 
_ by internally rotating the splint to bring the dip in the ring 
to lie under the tuber ischii. 

(3) Proprietary II.—This is probably the next most common 
of the commercial shapes current in England. As in the 
_ preceding type, the ring is at first glance a simple ovoid 
_with the side-bars mounted slightly behind the’ transverse 
_ diameter. . \ 

The essential feature of this ring is that the posteromedial 
segment of the ring is higher than the anteromedial (fig. lc). 
This is another attempt to raise the region of the tuber ischii 
above the general level of the ring. 

In this ring, as in the preceding, there is the same tendency 
for the tuber ischii to slide down the inclined surface of the 
ring to reach the lowest point, and thus for the splint to in-toe. 
Some makers have tried to counter this tendency by fashion- 
ing a localised recess in the metal ring to retain the tuber 
ischii at . the desired point. This well-intended notion is 
rendered useless when the padding is applied; in any’ case 
this ring requires careful and patient fitting not possible in 
a cheap appliance. 

(4) Ischial Seat.—This is a local indentation of the ring 
at the posteromedial segment, seen only in the plan view, 
and intended to increase the purchase of the ring under the 
tuber ischii (fig. ld). 

At first sight this seems a commendable practice; in 
fact it is often of doubtful value. The fitting of the 
Ting of a calliper to the tuber ischii is a far more difficult 
proposition than the fitting of an amputation prosthesis, 

because in the. above-knee amputation the hamstring 


s of 
adapted 
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Fig. |—Ring of Thomas calilper and modifications thereof. 


muscles, which pass vertically downwards from the tuber 
ischii, are extremely wasted, and often a visible ledge is 
offered under the tuber ischii for the reception of the 
prosthesis. But, in muscular young adults, the fitting of a 
calliper by true tuber-bearing is virtually impossible, and 
in these cases, in the standing position, the tuber ischii may 
be palpable only with some difficulty. 

It is significant that Thomas never referred to the tuber 
ischii either by name or by implication ‘in his. description 
of 1890. He constantly referred to the fitting of the ring to 
the groin. 

If a ring is made with a local indentation at the site of 
the tuber ischii, and if this ring is thrust under the tuber 
when the hamstrings are relaxed, contraction of these muscles. 
will cause the ring to be rejected from under the artificial 
ledge (fig. 2). 

It appears, then, that the tuber ischii, in the case of the 
weight-relieving calliper, takes only a fraction of the body- 
weight. A large part of the weight is efficiently taken on 
the ring through the fibro-fatty fold of the buttock and the 
lower border of the gluteus maximus when in contraction. 
The tuber ischii merely offers an important landmark for the 
accurate fitting of the ring. 

(5) Triangular. —The shape of this ring is roughly three- 
cornered when seen in plan-view. The base of the triangle 
lies in the perineum, and the apex at the great trochanter. 
The adductor tendons lie in‘ the anteromedial corner, the 
tuber ischii at the posteromedial corner, and the great 
trochanter at the lateral corner (fig. le). 

This shape conforms with standard practice in the daù 
of amputation prostheses. In use these rings present no 
outstanding advantage over the simple ovoid ring; the 
common site of maximal tenderness in a calliper—the region 
of, the adductor tendons—is not notably abolished. Unless 
the ring is very carefully fitted the tuber ischii falls through 
the posteromedial corner. 

(6) British Army Adjustable Calliper.—This splint (fig. 1f) 
was designed by me and accepted as the standard Army 
calliper by the War Office to fulfil a special purpose—i.e., 
the fitting of large numbers of adult patients at low cost 
and with elimination of delay by the use of stock parts. 

The ring is a simple ovoid, and the essential feature is 


that the circumference can be ‘adjusted to fit the root of the 


limb. 

I believe that better weight-relief can be obtained with 
a simple ovoid ring which fits the circumference of the thigh 
closely than with any anatomically designed ring which. fits 
the root of the limb rather loosely. 


N 2 
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HAMSTRINGS TAUT 


HAMSTRINGS RELAXED 
Fig. 2—Contraction of hamsttings dislodges iachial-seat type of ring. 


In commercial callipers (the vast majority for hospital 
patients being delivered from stock) the happy combination 
of anatomical shape and correct fit is almost too rare to be 
seriously considered. In my opinion contemporary calliper 
rings are usually too loose; a perfect ring can only be 
drawn to the root of the limb with a slight effort, though it 
must not constrict. ` , 


Rings Deviating from Thomas Type 

None of the callipers in this group possesses the intact 
rigid metal ring which has been taken as the characteristic 
of the preceding types. 


(1) Block Leather (fig. 3a)—The weight-bearing surface 
of this pattern is a moulded leather corset like that of an 
amputation prosthesis. It offers the most perfect anatomi- 
cal ring but obviously is more expensive and difficult to 
manufacture than any of the preceding patterns. 

This ideal ring has its own sphere of usefulness for which 
there is no substitute, and is often needed when all other 
types have failed or proved uncomfortable. For this reason 
no further reference will be made to this design. , 


(2) Half Ring with Soft Front.—In this type the metal 
ring is incomplete in front and the gap is bridged by a leather 
strap and buckle (fig. 3b). 

This ring is sometimes used when an intact metal ring 
will not slide past a deformity in the thigh. Some prefer 
this ring because it is comfortable and the patient can easily 
apply and remove it without assistance. 

The weight-relieving function of this ring is usually 
considered in England to be inferior to that of the intact 
metal ring, though it is difficult to assemble convincing 


BLOCK LEATHER GALLAND 


Fig. 3—Rings which deviate from Thomas pattern. 


scientific facts to support this claim. It is, perhaps, unfair 
to say that the patient may be tempted to slacken 
the strap to secure relief from discomfort without con- 
sent of the surgeon. The dogmatists are satisfied that 
Thomas experimented with several modifications of this 
type but discarded them al] in favour of the intact ring. 


In practical tests I have found that the soft-fronted ring 
seems to encourage flexion of the hip, which allows the tuber 
ischii to slip off the ring posteriorly ; the intact ring appears 
to offer a much more certain weight-bearing surface. 

In cases where weight-relief is not the primary function 
there can be little doubt of the superiority of the half-ring. 
The commonest use of this ring would therefore be in polio- 
myelitis, where the calliper is used merely as a long knee-cage 


- to stabilise the knee with deficient quadriceps muscles. 


(3) Galland (1936) Ischial Seat.—This type is not seen in 
England ; it consists principally of an oval pad accommodated 
under the tuber ischii and dispensing with a true ring (fig. 3c). 

(4) Perineal Crutch.—tThis is essentially a padded leather 
strap hanging in a loop from a fixed point on the rigid splint 
in the region of the great trochanter. The dependent loop 
passes under the perineum (after the fashion of the groin 
strap in the Jones abduction frame), and the efficacy of the 
weight-relief can be adjusted by. the tightness of the strap 
(fig. 3d). = 

This principle was followed in the now obsolete splints used 
for the ambulant treatment of tuberculous disease of the hip 
and knee by traction. : 


THE THOMAS CALLIPER 


Variations in the shape of the “ authentic ” Thomas 
ring after the death .of its ca l 
inventor are of great signi- ~ ...* 
ficance because they cast ; 
doubt on the true value of 
many subtleties of ring 
design which have been. 
accepted without criticism. 

McMurray (1943) des- 
cribes the Thomas calliper in 
the following words (italics 
minè) : 

“ The ring is not ovoid, 
the back of the ring is fiat- 
tened and the two lateral 
bars are attached behind the 
middle point of its circum- 
ference.” l 

This would make the ring 
shown in fig. la that for the 
right side (McMurray 1946). 

The original description No 
by Thomas (1890)isambigu- NSS Banal 
ous on this point, and it Fig. 4—Thomas calliper which 
is impossible to determine has been worn for over 50 years. 
for which side theillustrated | 
splint was intended ; nor can it be deduced from indirect 
evidence in the text. , : 

The American surgeon John Ridlon, who was a close 
friend of Thomas and spent some time in Liverpool 
studying Thomas’s methods at first hand, described the 
calliper in the Transactions of the American Orthopedic 
Association of 1893 in the following words and used 
the same woodcuts which illustrated Thomas’s article 
(italics mine) ; 

“*The ring is an irregular ovoid, flattened in front, and 
drawn out at the posterior and inner portions. . . . The 
ring slopes from without inward, and from before backwards 
in such a way that the point ... upon which rests the tuber 
isehii is the lowest part of the ring.” 


FRONT 
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This indicates that the ring. shown in fig. la is that for 
the left side. 

Further evidence to support Ridlon’s description as 
the one Thomas intended has been encountered in a 
patient, aged 75, seen at the Shropshire Orthopedic 
Hospital under the care of Mr. H. Osmond-Clarke. This 
patient had his original calliper applied at the age of 
4 years by H. O. Thomas, and subsequent changes of 
splint were made by Robert Jones. The present calliper 
(fig. 4) had been used continuously for over fifty years. 
The side-bars were in front of the transverse diameter, 
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the ring was flat in front, and the lowest part of the 
ring was posterior. 


Finally, an inspection of the shape of the human 


thigh leaves no doubt that Thomas was adapting the 
position of the side-bars to lie in the line of the shaft 
of the femur. Fig. 5is a tracing taken from a photograph 
showing that the line of the femur lies at the junction 
of the anterior and middle thirds of a horizontal line 
from the front of the thigh to the gluteal fold just below 
the tuber ischii. 

The posterior position of the side-bars, which is more 
common in current designs, is probably a better mechani- 
cal design than the anatomical splint, because the body- 
weight is taken more directly in the line of the side-bars 
and a lighter splint can be used with equal stiffness. 
However, it is interesting to observe the principle that 
the position_of the side-bars in relation to the ring is 
purely arbitrary, and that the splint will function 
“ back to front” within wide limits. 

From such evidence it is clear that experienced 
surgeons have used this splint successfully (1) with the 
front higher or lower than the back, (2) with the front 
or the back flat, and (3) with the side-bars attached in 
front or behind the transverse diameter. These facts 
support my opinion that adequate weight-relief can be 
obtained by a simple ovoid ring, provided that the 
circumference of the ring fits closely and comfortably the 
circumference of the root of the limb. . 

Inclination of Ring—Like ring shape, the angle of 
inclination of the ring appears to be arbitrary. 

Theoretically, Thomas’s pattern, with the tuber 


ischii at the lowest part of the ring posteriorly, is 


sound; but in practice this renders the ring very 
painful at the -higher point near the pubis. The high 
‘posterior and low anterior ring suffers from the defects 
described under Proprietary IT. 
ring is best placed horizontally in the anteroposterior 
plane. 

Current patterns\vary in steepness of inclination from 
without inwards, from the very steep ring of Thomas 
(45° above the horizontal) to the almost flat ring. Some 
inclination seems to be an advan- om | 
a as helping to retain the weight- a N 

bearing surface towards the inner \ 
half of the ring. If the ring is as 
steep as 45°, it tends to cut into the 
pubis and to cause pain in its steep 
upward and outward curve at this 
point. For these reasons I prefer an 
inclination of not more than 30° 
above the horizontal. 

Heel Socket.—The ideal site for the 
heel socket would be concentric with 
the axis of the ankle-joint. Ankle 
movement would thus be possible 
without any displacement of the 
lower end of the tibia forwards or 
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Of far greater importance than the mere site of the 
ankle socket is the decision whether to make it mobile 
or fixed. In the treatment of delayed union of the bones 
of the leg (for 


has an important 
place if correctly 
used) a very com- 
mon mistake is 
seen in the use 
of a mobile heel 
socket. Ridlon 
(1891) insisted 
that in this con- 
dition the ankle- 
joint must be 
fixed. It can be 
appreciated from 
fig.6 how a mobile 
ankle socket not 
concentric with 
the axis of the 
ankle-joint must 
allow considerable 
angulation at a 
tibial fracture. 
With a fixed heel 
socket a well- 


fitting calliper 
splint allows the 
delayed union to 
take longitudinal 


Fig. 6.—Diagram showing how a mobile ankle 
socket not concentric with axis of ankle-joint 
allows angulation at tibiai fracture. If distance 
from mobile ankle socket of caliiper to ankle- 
joint is half distance from fracture to ankle- 
joint, 30° of movement of foot allows 15° of 


For this reason the. 


backwards (fig. 6). 

In default of the concentric axis 
the common ideal is: to place the 
socket vertically below. the axis of 


Fig. 5—Diagram show- 
ing that line of femur 
lies at junction of 
anterior and middle- 
thirds of horizontal 


shoe this point lies in the leading 


line from front of 
thigh to gluteal fold 
just below tuber 
ischii. 


the ankle-joint. In an ordinary 


edge of the heel, and therefore the 
posterior position of the socket, 
as usually used, lies some 1/,—-°/, in. behind the vertical. 

Practical tests. have shown me that the wearer 
of a calliper is unable to detect variations in the 
position of the socket from as much as 3/, in. in front 
to 3/, in. behind the vertical. The anterior position of 
the socket is superior so far as ease of fitting is con- 
cerned, and has the advantage that it lies in the line 
of the centre of gravity, which passes anterior to the 
_ankle-joint. 


am g 


stress protected 
from lateral angu- 

lation just as adequately as any plaster cast and with the 
advantage that the nutrition of the limb is superior in 
a calliper to that of a limb encased in plaster. 


- movement at fracture. 


TWO PRACTICAL HINTS 


A weight-relieving calliper is never comfortable before 
the skin of the groin has become accustomed to the 
presence of the ring. Two practical hints, trivial in 
themselves, can sometimes determine the difference 
between success and failure. 

The first point is the raising about 3/, in. of the heel 
of the good leg. Remarkable benefit can often be 
derived from this simple aid. 

The second point lies in instructing the patient to 
learn the trick of sitting back on to the ring, thus keeping 
the hip extended. Patients who complain of intolerable 
pain in the region of the adductor tendons in the groin 
will usually be found walking with the trunk sloping 
forward and with the hip in slight flexion. — 


’ : , SUMMARY — 
The variations in calliper design are described, and 
deductions drawn from them. 


The calliper is much more useful than plaster in the 
later stages of fracture treatment. 


I wish to thank Prof. Harry Platt for his advice and 
criticism during the writing of this paper, and Prof. T. P. 
McMurray, with whom it has been discussed. The experi- 
mental work was done with the generous facilities offered 
by the R.E.M.E. of the M.E.F. and was only made possible 
by. the interest shown by Brigadier D. C. Munro, consultant 
surgeon to the Army, and by Mr. Rowley Bristow and Mr. 
Philip Wiles, late orthopedic consultants to the Army and 
the M.E.F. respectively. 
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WHEN a patient with pernicious anemia does not 
respond, or responds only poorly, to treatment with an 
intramuscular liver extract, there is an increasing ten- 
dency to label the case “‘ refractory ’’ and to substitute 
treatment with oral liver extracts, either plain or pro- 
teolysed, or else to give folic acid, when obtainable. 
Rarely does one read that other brands of liver extracts 
have been tried intramuscularly to check the potency 
of the preparation used. 

If the case is clearly anomalous—for instance, if free 
HCl is found in the gastric juice—the term refractory 
may be justified; but, if all the typical features of 
pernicious anzemia—megalocytic anemia, megaloblastic 
bone-marrow, and achlorhydria—are present, the term 
is unjustified from the point of view of both classification 
and prognosis, unless it has been shown that the patient 
failed to respond to several different types and brands 
of liver preparations. 

We are so accustomed to reliable pharmaceutical 
products that the possibility that the liver extract may 
be at fault is rarely considered. ‘Yet such is not infre- 
quently the explanation, and in recent years, particularly 
during the war years, we have many times had referred 
to us cases.of pernicious anzemia, described as refractory 
to parenteral liver therapy, which have responded 
normally and properly to correct treatment with active 
liver extracts. That this situation still persists has 
again been forcibly brought to our attention by the 
reference to us by different general practitioners of three 
patients within a very short period, all of whom had been 
treated with large doses (much greater than those 
recommended by the manufacturer) of a highly purified 
liver extract of the Dakin and West type. It is these 
highly purified liver extracts that are specially liable to 
lose activity in their preparation and should therefore 
be carefully tested clinically before issue for general 
use (Wilkinson and Israëls 1942, Wilkinson et al. 
1946). 

Case 1.—A woman, aged 60, had been admitted to another 
hospital complaining of weakness, lassitude, dyspneea, and 
anorexia of three months’ duration; she had had a sore 
tongue for three weeks, and had lost some weight. Investiga- 
tion showed a hyperchromic anemia, red cells 1,450,000 per 
c.mm., Hb 55% (Haldane); sternal marrow hyperplastic, 
with 32 % normoblasts and 14% megaloblasts; fractional 
gastric analysis showed achlorhydria. Pernicious anemia 
was diagnosed, and the patient was given a Dakin and West 
type of commercial liver preparation, 4 c.cm. daily for five 
days and then thrice weekly. There was no response, and 
reticulocytes remained about 2%. A search was made for 
other lesions ; on radiography the gastro-intestinal tract was 
normal and the chest showed only atheroma of the aorta; 
the stools contained 29:5% total fat of normal distribution. 
At the end of six weeks the patient, having lost ground, 
was transferred to the Manchester Royal Infirmary as a 
case of “ refractory anæmia.’ 

She looked rather thin, with a pale lemon-yellow LAEE 
smooth tongue, no enlargement of liver or spleen, and no 
special abnormalities in other systems; sternal marrow 
predominantly megałoblastic and active. Blood-count: red 
cells 1,750,000 per c.mm., Hb 48%, colour-index 1-37, 
white cells 5800 per ¢c.mm. (polymorphs 71-5%, lymphocytes 
20%, monocytes 3- ‘5%, eosinophils 5%); reticulocytes 1:29 

The patient was given a standard concentrated liver prepara- 
tion (‘ Hepastab Forte’) 2 c.cm., 2 ¢.cm., and 1 c.cm., on 
three successive days; on the "geventh "day reticulocytes 
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were 15%, and on the fourteenth day red cells were 2,330,000 
per c.mm. 3 

Treatment with the same liver extract, 1 c.cm. weekly 
and later fortnightly, was maintained, and two months later 
her red cells were 4,730,000 per c.mm., Hb 98% ; symptoma- 
tically she had fully recovered. 


Case 2.—A woman, aged 55, developed anzmia in 1945. 
There was a family history of pernicious anzemia—father and 
one of eight siblings affected—and a diagnosis of pernicious 
anzmia was made. She was treated with an ordinary liver 
extract, with such good results that she gave up treatment 
after a time. In November, 1946, she relapsed and reported 
to her doctor, who gave her eight injections of an intramuscular 
liver extract of Dakin and West type; but there was no 
response, and the patient’s condition rapidly worsened. 

She attended the outpatient clinic of this department in 
December, 1946, complaining of nausea and vomiting, loss 
of weight, dyspneea, and palpitation on exertion. She was 
pale and moderately icteric; no enlargement of liver or 
spleen, and no mass palpated in the abdomen ; other systems 
showed no special clinical abnormality. Blood-count: red 
cells 1,590,000 per c.mm., Hb 38%, colour-index 1-05, white - 
cells 7200 per c.mm. (polymorphs 59- -5%, lymphocytes 36-5%, 
monocytes 1:5°%, eosinophils 1-0°, basophils 1-0%, myelo- 
cytes 0:5°4) ; normoblasts 4 per 200 ‘white cells ; reticulocytes 
3°8%. 

The patient was admitted a few days later for investigation. 
Achlorhydria was found. The sternal marrow was megalo- 
blastic and active; very few normoblasts were present. 
These findings fitted the previous diagnosis of pernicious 
anemia. In the few days while the patient was waiting for 
admission her red-cell count had fallen to 1,020,000 red cells 
per c.mm., and Hb to 24%. In hospital she was given a 
standard commercial] liver preparation (‘ Anahepol °), 4 ¢c.em., 
4 c.cm., and 2 c.cm. on successive days. Reticulocytes were 
23:4% on the seventh day, and on the fourteenth day the 
red-cell count was 1,750,000 per c.mm., Hb 42%. The patient 
was maintained on 4 c.cm. weekly of this liver extract, but 
this was changed to 2 c.cm. of a more concentrated extract 
(hepastab forte) after her discharge from hospital. Two 


‘months after admission her red-cell count was 4,480,000. 


per c.mm., Hb 92%. 
recovery. 


Case 3.—A man, aged 64, had developed pains in the 
legs, weakness, dyspnoea, and palpitations four years pre- 
viously. Eventually he collapsed at work and was sent to 
a local hogpital, where a pernicious anzemia was diagnosed. 
He was successfully treated and after discharge was maintained 
on a weekly injection of a standard liver extract. For some 
reason this was discontinued after a while, and when the 
inevitable relapse ensued, about three months before admission 
to the Manchester Royal Infirmary, it was accompanied by 
epigastric pain and loss of weight. 

He was treated by his doctor with an iron mixture and then 
given a series of injections of a Dakin and West type of liver 
preparation. There was no response, and he was admitted 
to the Manchester Royal Infirmary in November, 1946. 

He was pale and typically lemon-yellow; the liver was 
just palpable, but the spleen was not; no abnormal mass 
was found in the abdomen, and the other systems presented 
no special abnormality. Blood-count: red cells 1,010,000 
per c.mm., Hb 25%, colour-index 1:25, white cells 3500 per 
c.mm. (polymorphs 67%, lymphocytes 30%, monocytes 25%, 
eosinophils 0-5% ) ; normoblasts 1 per 100 white cells ; reticulo- 
cytes 2:-4%. Sternal marrow showed megaloblastic hyper- 
plasia. The patient was again given a Dakin and West type 
liver preparation, but this caused an anaphylactoid reaction 
and he was therefore given a proteolysed liver preparation 
by mouth 1 oz. daily. There was a good response, reticulocytes 
rose to 24-8% on the eighth day, and on the fifteenth day 
his Hb was 62%. 

At this stage the liver extract by mouth was discontinued, 
and the patient was given a standard concentrated intra- 
muscular liver extract (hepastab forte) 1 c.cm. twice weekly ; 
there were no reactions and his condition steadily improved. 
Two months after admission he had recovered well, with a 
red-cell count of 4,400,000 per c.mm., and Hb 92%. 


She had made an ik aa 


DISCUSSION 


There are two reasons why liver extracts do not 
produce the expected response in patients with pernicious 
anemia. First, the extract may be totally or relatively 
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inactive. It has not yet been found practicable to bring 
liver extracts for the treatment of pernicious anzmia 
within the scope of the Therapeutic Substances Act; 
the reason is obvious, for, in spite of many attempts, 
no satisfactory animal test of anti-anemic activity has 
yet been found; consequently every new batch of liver 
extract manufactured should be subjected to clinical 
trial on properly selected and controlled patients with 
pernicious anzmia. Unfortunately there are serious 
limitations to clinical testing: the number of patients 
with pernicious anemia in relapse is relatively small ; 
they must be under daily supervision; spontaneous 
remission must be excluded—it is frequent enough to 
be a nuisance in this respect—and, once a response is 
obtained, the patient cannot be used for testing other 
batches. The result is that some manufacturers have 
probably not been able to complete the clinical testing 
of their products before issue, so taking an unjustifiable 
risk. 

The second cause of failure is bound up with the 
purification of the liver extracts. Starting from extracts 
originally containing as much as 15-25% solid material, 
4-6 c.cm. being needed for treatment, it has been possible 
to get by further fractionation a response with as little 
as @ total of 1-3 mg. But this purification is attained 
only at the expense of reliability, since every manipulation 
carries with it the danger of inactivation or reduction 
in hemopoietic potency; and, though some patients 
respond excellently to these purified materials, others 
respond poorly or not at all. 

The present three patients were given by their doctors 
the same brand of commercial extract purified by the 
Dakin and West technique; yet, though we have no 
reason to believe it had been issued without previous 
clinical testing, this extract did not produce any response. 
Subsequently we found all three patients responded to 
active treatment—case 1 was given a concentrated liver 
extract, case 2 an ordinary liver extract, and case 3 
an oral proteolysed liver preparation followed by a 
concentrated liver extract; all were finally taken up 
to normal counts and maintained with a standard 
concentrated intramuscular liver extract. 

All these patients had been considered refractory, but 
it is clear that it was the highly purified liver extract 
and not the patient that was at fault. The reason for 
this irregular action of very pure extracts is not clear, 
but it may be connected with the possible multiple 
nature of the anti-pernicious-anemia liver principle. 
Jacobson and SubbaRow, in 1937, described ‘‘ accessory 
factors,” and the discovery of folic acid has raised the 
point again, since it is possible to get responses from 
liver extracts containing no folic acid or insufficient 
folic acid to produce hemopoietic responses. Again we 
reiterate what we (Wilkinson and Israéls 1942, Wilkinson 
et al. 1946) have so often said in the past: no liver 
extract for the treatment of pernicious anemia should 
be issued for general use until it has been clinically 
tested on at least two, and preferably three, adequately 
- controlled uncomplicated cases of pernicious anzmia and 
shown to give complete hematological and clinical 
responses. 

From the practical point of view the practitioner 
should be on his guard against these causes of failure 
with liver extracts. Ifa certain brand or type does not 
produce the expected response within two weeks, he 
should change to another; and, particularly if a very 
pure preparation was used initially, a standard concen- 
trated extract should be given before labelling the case 
refractory. 

In the interests of clarity. and an overburdened 
literature, we ask authors to limit the term “ refractory ” 
to cases with anomalous clinical features, or to those 
which have not responded normally to treatment with 
all types of liver or desiccated-stomach preparations. 
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The attending physician might also bear in mind that 
treatment with oral liver, proteolysed or not, is the most 
expensive form of treatment—some 15-30 times more 
expensive than intramuscular liver—and that it should 
therefore be reserved for patients who can take nothing 
else. 
SUMMARY 


Three cases of pernicious anæmia are described which 
did not respond to a highly purified liver extract of - 
the Dakin and West type, but did respond satisfactorily 
to other forms of liver treatment. i 

The possible causes are discussed, and limitation of 
the term “ refractory ” anæmia is proposed. 
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TREATMENT OF ACUTE APPENDICITIS 


Trna GRAY 
M.B. Glasg. 


ASSISTANT SURGEON, E.M.S.; LATE ASSISTANT SURGEON, . 
GLASGOW ROYAL INFIRMARY 


ACUTE appendicitis still bulks so largely among 
surgical emergencies that it seems useful to describe the 
experience gained by a member of one of the six surgical 
units working in the Glasgow Royal Infirmary before 
and after the introduction of the sulphonamides.. 

This voluntary hospital, situated in the most crowded 
part of the city and tapping the vast densely populated 
industrial area lying to the east, has a very large turnover 
of emergency cases. In the ten-year period 1933-43 I 


- operated on 733 cases of acute appendicitis with: 17 


deaths (2°3%). Two-fifths of the total (296 cases) were 
fulminant cases and had gangrenous perforated appen- 
dices with peritonitis (general peritonitis 182, local 114). 
All the deaths took place among these 296 cases, making 
the death-rate for them 5-:7%. | 
The causes of death were as follows : 

Peritonitis 

Paralytic ileus 

Streptococcal septicemia 

Bronchopneumonia 

Cardiac failure .. 

Diabetic coma 


Four of the deaths were in little boys about ten years 
old. In my experience boys from eight to ten years 
stand up badly to abdominal infection. The cases of 
cardiac failure and diabetic coma were in women of 
sixty and over. 

The average length of. history on admission was 72 
hours, and surgery was never delayed once the diagnosis 
was made. Most of the adults received spinal anesthesia, 
3 c.cm. of 5% procaine with morphine and ephedrine 
premedication. The rest had open chloroform and ether 
with oxygen, atropine being given previously. The 
gridiron incision was used in practically every case. In 
a few I also followed Hamilton Bailey’s method of 
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_ getting better access by incising the transversalis fascia . 


vertically just lateral to the rectus sheath. Very occa- 
sionally when salpingitis could not be ruled out I made a 
right paramedian incision. If there was abscess formation 
I removed the appendix if it could be done without 
opening up fresh tracks for infection. 

All but one of 296 cases were drained. A tube was 
placed in the pelvis and brought out through the wound. | 
In a few cases two rubber tubes were inserted, one to 
the area from which a retrocolic or retrocecal appendix 
had been removed and the other as usual into the pelvis. 
Some had a gauze wick in the tube which was split to 
receive it. In most of the cases the tube was turned and 
shortened in 48 hours and removed on the 3rd or 4th day. 
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The patients were nursed in the Fowler position. 
Rectal salines were given four-hourly for the first 24 
hours. Turpentine enemas were often given 8-12 hours 
after operation. Castor oil 1 oz. was given after the tube 
was removed. If the patients were not sick they were 
encouraged to drink as much as possible. In the earlier 
cases ‘ Pituitrin’ was used occasionally ; later I preferred 
acetylcholine if a peristaltic stimulant was required. In 
. no case did the rubber drainage-tube damage the iliac 

vessels. Gas-gangrene serum was never used. In 1 case 
intravenous salines and a blood-transfusion were given. 


Ryle’s tubes were never used in this series, but in the: 


light of further experience I feel that in 3 cases a fatal 
issue might have been avoided if I had done so. 

In 1942 I began to use sulphapyridine intraperi- 
toneally, 4 g. in 4 oz. of sterile water being introduced, 
but with the short series of cases (22) with comparable 
controls this did not seem to alter the prognosis materially 
in cases with the appendicular type of soiling. I have 
had a few dramatic results when the soiling was with 
large-bowel content. — 

Since 1943 I have not been able to carry out a personal 
follow-up of my cases of fulminating appendicitis in the 
Glasgow Royal Infirmary as I had a war appointment to 
another hospital: outside Glasgow and it was difficult 
to keep complete personal records of the cases. Except 
for the use of Ryle’s tube and intravenous saline drips 
and dusting the wound with sterile sulphonamide powder 
the treatment I carry out is still the same. 


These cases were treated in the wards of Prof. Peter 
Paterson, Mr. G. C. Swanson, and Mr. G.T. Mowat. I wish 
to thank them for their help and advice. 


Reviews of Books 


The Chemical Activities of Bacteria 


Ernest F. GALE, PH.D., member of the scientific staff 
of the Medical Research Council. London: University 
Tutorial Press. 1947. Pp. 199. 8s. 6d. 


CHEMICAL microbiology owes much to the Cambridge 
school. Dr. Gale claims that he has written an elementary 
book, but this is a relative term and the medical bacterio- 
logist may be tempted to consider the subject outside 
his range. He will be wrong, for an understanding of 
infection, immunology, and chemotherapeutic interven- 
tion requires an increasing knowledge of the bio- 
chemistry of bacteria. The chemical activities of bacteria, 
as of other living tissues, are based on the catalytic action 
of enzymes, and the book describes clearly how some of 
these systems may be isolated and studied and how 
they produce their effects. When bacteria divide each 
cell reproduces its own weight of protoplasm, including 
enzymes, prosthetic groups, and so on, in some twenty 
minutes; and the study of this synthesis is of funda- 
mental importance. Gale’s work on the ability of bacteria 
to break down their chemical environment is well known. 
Among other subjects covered are the nitrogen cycle, 
fermentation, the biochemical aspects of pathogenicity 
and chemotherapy, and technical details for the worker 
who has not the facilities of a bacteriological department. 


Diseases of Children’s Eyes 
JAMES HAMILTON DOGGART, M.D. Camb., F.R.C.S., ophthal- 


mic surgeon, Hospital for Sick Children, Great Ormond’ 


Street, London. London: H. Kimpton. 1947. Pp. 288. 
428. 


TEE first book to be written on diseases of children’s 
eyes comes appropriately from the ophthalmic surgeon 
to Great Ormond Street. Beginning with an account of 
the examination of the eye, which is of interest because 
a Special methods must sometimes be adopted in examining 
children’s eyes, he then gives four chapters to the normal 
anatomy of the eye, ocular adnexa, and visual pathways, 
descriptions of which can be found readily elsewhere. 
The rest of the book is an attractive essay on eye diseases, 
embodying many new views and ideas, expressed in 
graceful English. Mr. Doggart’s sane remarks on many 
simple remedies and ill-founded beliefs will be welcome 


to general practitioners, who will find the answer to 
many an anxious mother neatly phrased between the 
covers of this volume. While most of the views expressed 
are generally acceptable, a few are open to question. 
For example, though orthoptics is a useful method of 
treatment with children, the author seems to us rather 
too optimistic in his claims, and it would have saved a lot 
of time up and down the country if he had said outright 
that muscle training for vertical imbalance is a waste of 
time. The influence of maternal rubella in the etiology 
of congenital cataract is not mentioned ; and probing 
in acute dacryocystitis, which in the very young often 
makes a facial incision unnecessary, might also be given 
a note. Mr. Doggart appears to be prejudiced against 
inhalation anesthesia for young squinters, partly on 
the grounds of delay in getting the patient into the 
theatre when the induction is in the hands of a novice: 
surely the answer here is to have children’s anesthetics 
given by experts, not novices. He claims a preference 
for thiopentone, but here the novice is apt to be slow in 
getting into a small child’s vein, and the anguished cries 
and the struggling while he is trying to do so are a serious 
argument against the method except in expert hands. 
Though many of the illustrations painted by Miss 
Trotman are excellent, the colour photograph has now 
come to show us exactly how external eye disease appears 
to the observer, and it is to be hoped that many of them 
will appear in future editions. ; 
Clinical Methods of Neuro-Ophthalmological Exami- 
nation 


ALFRED KESTENBAUM, M.D., asst. clinical professor of 
ophthalmology, New York University. London : 
W. Heinemann. 1947. Pp. 384. 25s. 


A CORRECT understanding of the meaning of disorders 
of nervous conduction in the visual apparatus is the 
basis of a good deal of neurological diagnosis. Though 


_ this makes the neurologist nearly as interested in the 


eye as the ophthalmologist, he usually interprets his 
findings through neurophysiology and is not concerned 
with the physics of sight. The difference in emphasis has 
led to a lacuna in knowledge and in teaching, which 
ophthalmologists have recently tried to fill by writing 
textbooks of ‘‘ neuro-ophthalmology’’; but they are 
handicapped when they come to change their findings 
into the currency of clinical neurology. This is the chief 
basis of criticism of Dr. Kestenbaum’s textbook. 

He presents the principles of the clinical exposure of 
defects in -nervous action of the optic and oculomotor 
mechanisms most clearly and concisely. After a short 
anatomical introduction, he deals in detail with perimetry 
and the visual field, and then discusses lesions of the 
optic nerves, chiasma, tract, radiation, and visual cortex 
in an orderly manner before going on to disturbances of 
extra-ocular muscles, individually, as they affect gaze, 
and as they are affected symmetrically in disorders of 
codrdination. He describes disturbances of the pupil 
and the palpebral fissures, and ends with an explanation 
of some miscellaneous eye signs. His long glossary of 
the jargon of this visual no-man’s-land must be as 
welcome to ophthalmologists as to neurologists. His 
exposition of some of the difficult and debatable problems 
of ophthalmology are very good, and some of the sections 
in which he describes the results of his own investigations 
are the best in the book—in particular. the account of 
macular sparing and of congruous field defects in relation~ 
to the site of lesions in the pathway, and his analysis 
of the mechanisms of gaze. His discussion of the mecha- 
nism of papillcedema is comprehensive. But when the 
artificial signs derived from the analysis of visual dys- 
function have to be integrated into a pattern of nervous 
dysfunction, he has difficulty. The signs remain isolated 
and identified by a proper name, while the syndrome 
to which each is linked is kept distinct from its immediate 
neighbour: a sign is discovered, it points to a discrete 
lesion, and neurology becomes a collection of named 
syndromes. 

The approach in the two subjects is so different that 
Dr. Kestenbaum must be congratulated on helping 
neurologists as much as he has done; and so long as 
students have been well grounded in neurology they will 
benefit greatly from the facts and explanations in this 
detailed and accurate book. 
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- Out of Print l 

THE war years have disciplined the shopper : when 
he cannot have what he wants he is usually glad to 
take what he can get. In the bookshop, however, 
he clings to the right of personal choice, waiting if 
need be for the reissue of the work he seeks. 
Unhappily he must often wait. To the casual reader 
this is an irritation, but for those who read to learn 
it may be a serious impediment, as Prof. Samson 
Wricut 1 implied last week. The general shortage 
has led to improved sharing of resources; the 
membership of one famous society with a large 
medical library has doubled since 1939. The libraries, 
however, are little better placed than the private 
purchaser; and some report that readers, unable to 
borrow British books, are turning to the American 
counterparts. Even this supplementary source may 
soon be curtailed; for the Board of Trade has 
announced a ban on the import of books from: all 
countries except- by individual licence. It is, how- 
ever, not yet known how serious the effect of this 
rale will be. 

Prospective purchasers of British books will be 
astonished to hear that, even excluding production 
by new publishers, the number of books printed is 
now greater than it was in 1939. The Ministry 
of Supply’s Paper Control grants to publishers a 
quota based on their trade in 1938-39; at the 
moment this quota is fixed at 70% by weight, plus 
10% for export. Those concerned with the produc- 
tion and sale of books have called this a niggardly 
allowance,? but by using thinner paper and adopting 
other economy measures they have made a given 
weight of paper serve for up to twice as many books as 
it did before the war. There is, however, substance in 
the suggestion that the year 1938-39, with war in the 
air, was one of trade depression which did not reflect 
the nation’s true appetite for reading. In any case 
it would not be easy to increase our supplies of 
paper; for the shortage of pulp, like that of 
food, is world-wide. Finland, once one of our chief 
suppliers, uses most of her wood for other purposes 
in reparation to Russia. Moreover, Finland, Sweden, 
and Norway, denied the coal resources of Germany, 
now burn in the grate wood that they would otherwise 
gladly export as pulp. The same story of world 
shortage can be told of esparto; formerly obtained 
principally from Spain and North Africa, it is now 
imported in small quantities from Morocco. In the 
war years straw served as an expensive and less 
productive alternative ; this practice continues, but 
the paper industry fears that the Government may 
soon ban imports on even the present limited scale. 
Rag paper is, of course, little more than a memory. 

Even with unlimited pulp, few additional books 
could be made without reorganisation and further 
concessions to the printing trade. 
are working at about 70% of their mechanical 
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capacity ; and this percentage could not be raised 
without further allocation of coal and chemicals. 
Increased paper production, if it could be used effec- 
tively, would certainly lower the cost of books; for 
publishers, wishing to honour the claims of all their 
authors, can now order only small “runs” of each 
book, so the cost of setting the type cannot be spread 
over a large number of purchasers. Despite the 
adoption of a five-day week for printers, and despite 
a scarcity of metal often calling for the distribution of 
type which publishers would prefer to keep standing, 
printing difficulties are not the principal factor ’ 
limiting output: this lies rather in the binding. 
The binding industry, overworked and neglected 
during the war, needs new machinery; and for this 
it must look principally to the United States. But 
new machinery alone would not be enough: two- 
thirds of those employed in the industry are women, 
and a further twenty thousand women are required. 
Finally, there is not enough cloth or boards for covers, 
or even enough glue. It may be asked why publishers 
do not remove at least this obstruction by satisfying 
themselves with the paper covefs beloved of the 
French. Here we touch bottom: folding the sheets 
is an expert task, and there are not enough skilled 
women to do the work by hand or machine. 

Why has the demand for books so greatly exceeded 
our production capacity ? ‘There are a number of 
causes, some likely to continue and some more 
an enhanced interest in reading; the 
raised school age; a vast increase in the number of 
Government publications ; greater demand by over- 


: seas buyers; and last winter’s fuel crisis which put 


back production by a full six months. Furthermore, 
books destroyed by bombing are being replaced ; and 
scientific books unrevised throughout the war years 


are being re-edited and eagerly bought. Publishers 


have been accused of diverting paper that might be 
used for educational books to more easily produced and. 
profitable light literature. So far as medical books are 
concerned this charge cannot be sustained. Most 
medical publishers deal only in scientific works, so 
with them there can be no question of diversion ; 
and those who engage in other forms of publishing 
point out that the profit to them is greater from a 
scientific than from another book, and that there is a 
better prospect of continued good sales from a well- 
chosen medical book than from other works. Any 
measure of censorship over the publisher’s choice of 
books would be regarded as retrograde and undesir- 
able; but a suggestion made by the Library Asso- 
ciation at its meeting in Brighton last June deserves 
close attention. It is that a further 10% of paper 
should be allotted to the “ Moberly pool,” which was 
created to enable publishers to produce essential 
books. In some branches of learning, and not least 
in medicine, the delay in publication is as serious as 
the small number of books printed. After submitting 
his manuscript an author may have to wait three 
years before he sees his work in print; and he is 
fortunate if the delay is no greater than eighteen 
months. During this time advances may prescribe 
revision or even rewriting of his script. - 

In considering our needs at home, we should not 
overlook those of others. One famous medical 
publisher estimates that a third of his, books are 
now sent overseas; but he cannot satisfy more than 
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half the demand for the better-knowp books. The 
orders mostly come from Spain, Holland, France, Bel- 
gium, Hungary, Czechoslovakia, Scandinavia, Poland, 
and Russia. When the war ended Swiss publishers made 
a determined effort to capture Germany’s trade in 


medical books. The attempt met with little success, for. 


these reasons : an antipathy, especially in Scandinavia, 
to the German language and to Germany ; the long 
isolation of Germany which caused her to lag in the 
march of progress ; and the destruction of the German 
pharmaceutical industry. To those who live in 
Britain it may not have occurred that in these days 
of proprietary medicines the sale of textbooks goes 
largely hand in hand with the sale of drugs ; for the 
books explain the use of complex preparations whose 
title and constitution vary from one country to 
another. 

We stand in peril of missing a great opportunity ; 
for to achieve friendship with other nations we must 
impress them not only politically but functionally. 


Each textbook sent to Europe is one more link with. 


a neighbour; and from such beginnings grows 
understanding. ` 


A Cause of Failure in Sympathectomy ? 
_ THE most pressing of the many unsolved problems 
in the surgery of the sympathetic nervous system 1s 
the recurrence of symptoms, particularly after opera- 
tions for Raynaud’s disease or arterial hypertension. 
A variable period of improvement is too commonly 
followed by a relapse. Often the malady present 
precludes the possibility of anything more than 
fleeting improvement after sympathectomy—struc- 
tural disease of the affected organs may be far 
advanced, or by nature progressive, and to operate 
at all may be regarded as an error of judgment. But 
apart from this group, in which the pathology of the 
lesion is to blame, there are many cases in which a 
physiological or anatomical explanation is perhaps 
more probable. | 

For a time it seemed that the secret of ‘success 
' would be found in practising preganglionic section, 
but Haxton! has recently drawn attention to his 
work on Prof. E. D. TELFORD’s patients, and the 
researches of others in the same field, which show 
that in Raynaud’s disease the results of this pregan- 
glionic operation in the upper limb are no better than 
those of ganglionectomy. It would be of great interest 
if a comparable series of patients operated on by the 
more radical sympathectomy practised by SMITHWICK ? 
could be studied in the same way. In both TELFoRD’s ® 
and SMITHWICK’s operations precautions are taken to 
prevent regeneration, which is known to take place 
readily in the sympathetic system and is believed, by 
those who favour the anatomical explanation, to be 
the chief cause of recurrent symptoms after sympa- 
thectomy. It is hard to believe that preganglionic 
fibres from the lower end of the severed thoracic 
sympathetic trunk can make their way across a gap 
of several centimetres, and in an entirely new direction, 
to join the upper end of the divided trunk which has 
been turned upwards, ensheathed in a silk envelope, 
and buried in the muscle of either the front or the 
back of the neck. Some alternative pathway for 
1. Haxton, H. A. Brit. J. Surg. 1947, 35 


‘ 9 69. 
2. Smithwiok, R. H. ` New Engl. J. Med. 1940, 222, 699. 
3. Telford, E. D. British Surgical Practice, London, 1947, p. 472. 
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sympathetic impulses must be sought, and in this 
issue SkooG describes accessory (intermediate) sym- 
pathetic ganglia in the rami communicantes of the 
cervical and upper thoracic sympathetic trunk which 
may perhaps provide such a pathway. 

Such accessory ganglia have. already been described 
in relation to the spinal nerves and rami communi- 
cantes, as Skoog points out, but by decalcifying the 
skeleton of the cervical spine he has been able to 
dissect and section for microscopic study the cervical 
and upper thoracic nerves, and their connexions with 
the sympathetic chain, more completely than has 
been possible before. This study shows the surgeon 
how he will miss a few sympathetic ganglion cells 
and fibres in performing a sympathectomy; and it 
is unfortunately true that, because of the chemical 
mediation of nerve impulses, even a minimal amount 
of tissue which has escaped removal can vitiate the 
result of the operation. These intermediate ganglia _ 
are inconstant in number and position. If they are 
present in relation to the 2nd and 3rd thoracic spinal 
nerve-roots they are unlikely to be removed unless 
the spinal nerves themselves ‘are excised. This is an 
essential step in SMITHWICK’s operation, which was 
designed to interrupt the minute nerve filaments which 
are regarded as extra rami communicantes connecting 
the sympathetic trunk to the spinal nerve medial to 
the main rami. It is possible that these additional 
rami carry fibres to or from the intermediate 
ganglia described by Skooc, and that some of them 
even run inside the spinal canal. These researches 
may ‘point the way to modifications in surgical 


, technique which will make the late results of 


sympathectomy more reliable.. 
Diet and Cirrhosis 

GREAT advances have been made in elucidating the 
metabolic processes associated with the liver in health 
and disease since OPIE and ALFORD, and Davis and 
WHIPPLE, first noted the protective effect of diet in 
experimental chloroform poisoning. Among the main 
contributions of the last decade have been the striking 
additions to our knowledge of the absorption, utilisa- 
tion, and transportation of fat, especially the work of 


BesT and his colleagues, together with the researches 
on the rôle of the thio-amino-acids and the studies 


of WHIPPLE and his group on the plasma proteins, 


with their concept of the “ dynamic equilibrium ” of 
the proteins. In this time also our ideas concerning 
the ætiology of cirrhosis of the liver have changed as 
a result of fuller appreciation of the postnecrotic 
sequelz of infective hepatitis and through the experi- 
mental production both of acute hepatic necrosis and 
of cirrhosis by dietetic means rather than by the 
action of toxic chemical agents. Fn turn the diet 
adopted in hepatic disease has altered from the classical 
liver-sparing one, relatively low in protein, to one 
providing an adequate and probably high intake of 
complete proteins, with or without vitamin supple- 
ments; and more recently the active treatment of 
cirrhosis has given patients a longer survival period 
with partial or complete freedom from ascites and other 
manifestations of the condition. | 

Fat circulates in the blood, and is present in the liver, 
as neutral fat (glycerides), phospholipids, and choles- 
terol esters, having been ingested, mobilised from 


THE LANOET] | 


depots, or synthesised by liver cells from carbohydrate 
and protein. The amount of fat in the liver is fairly 
constant (2-4%) if the diet contains sufficient protein 
and carbohydrate, and fat is continually being passed 
to or from the liver where it is “ worked ”—phos- 
phorylation being a necessary part of the metabolic 
process." Lipotropic factors present in a normal diet 
facilitate the absorption and utilisation of fat and its 
mobilisation from the liver, while alipotropic factors 
favour its accumulation there ; and the amount and 
possibly the kind of fat found in the liver, and any 
secondary results, largely depend on the balance of 
these factors in the diet. Choline is lipotropic, 
‘probably because of its action as an intact molecule 
facilitating the transport of fat by the formation of 
lecithin.” Choline may come from the diet as such, 
or as phospholipid, or it may be synthesised if a 
sufficiency of labile methyl groups can be supplied 
by the important sulphur-containing amino-acid 
methionine. Thus, in animal experiments, if the 
handicap of other factors is not too great, choline, 
lecithin, and methionine by their lipotropic action 
can cause excess of fat to be removed from, and thus 
restore to normal, a “ fatty liver’ previously impaired 
‘in function and susceptible to hepatic toxins. In 
man, however, the therapeutic effects of methionine 
and allied amino-acids have been less striking and 
with few exceptions not encouraging. BEATTIE et al.® 
gave methionine at first by mouth and later intra- 
venously in a case of accidental carbon tetrachloride 
poisoning with prompt regression of symptoms, and 
Eppy ‘ in two similar cases and in others of trinitro- 
toluene poisoning reported encouraging results and 
no deaths. BEATTIE and MARSHALL ® suggested that 
during arsenical treatment methionine, or casein 
digests rich in this amino-acid, could prevent or 
minimise liver damage; but the results of choline 
and methionine treatment, particularly among troops 
with infective hepatitis, homologous serum jaundice, 
and postarsenical jaundice, were unconvincing. There 
was no Clinical or laboratory evidence that these 
hepatic disorders were significantly benefited. - 
Cirrhosis of the liver in man may follow from 
repair of acute hepatic necrosis, as in some cases of 
infective hepatitis, or of toxio hepatitis due to different 
chemical agents; or the cirrhosis may be insidious 
in onset and of ill-defined ætiology but associated with 
chronic alcoholism. This distinction is necessary 
(though not always easy, even after post-mortem 
examination), for the former is established and pro- 
gressive, the result of a previous toxipathic lesion, 
while the latter is most probably dietetic, a process 
whose course, by deduction from morbid anatomical 
studies and by inference from animal experiment, 
can be altered by increasing the protein in the diet, 
while the patient can also be benefited by applying 
intensive supplementary therapeutic measures. Fatty 
infiltration of the liver has been reported as preceding 
diffuse hepatic fibrosis in the human subject, and in 
animal experiments, provided the fatty infiltration is 
sufficiently long maintained by giving a suitable 
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deficient diet, fibrosis results—in rats after 200-400 
days and in dogs after 2—4 years. GLYNN has suggested 
that the induction of the cirrhosis is mechanical ; 
the fat-distended liver cells compress the sinusoids, 
the centrilobular cells suffer most from the circulatory 
interference and undergo atrophy, and fibrosis follows. 
In animals this cirrhosis can be prevented by adding 
sufficient lipotropic agents to the diet.” ° 

In the last decade the exhibition of high-protein 
diets with supplements of choline, methionine, cystine, 
and vitamins of the B-complex, alone and combined, 
has given favourable results in some cases of hepatic 
cirrhosis in man. This has been chiefly in patients with 
enlarged livers, the probable high-fat content of which 
has been reduced by the lipotropic agents in the 
increased diet, the development of cirrhosis being thus 
arrested. In cases at the stage of established ‘‘ decom- 
pensation’ (ascites and cesophageal. heemorrhages) 
results have been less promising. Thus in early cases 
PATEK ê reported that a balanced and nutritious diet 
with supplements of B-complex vitamins afforded a 
longer survival period and reduced ascites; the two- 
year survival-rate was about 45% of these patients 
as against 22% in the untreated controls. With 
similar intensive treatment and the addition of liver 
extract, Morison ® recorded complete remission of 
ascites in 4 out of 9 cases as against none (out of 12) 
in a control group, while another group less intensively 
treated gave intermediate results. RALLI et al.,1° study- 
ing comparable groups of cases similarly treated, but 
with intravenous liver extract as a supplement, have 
shown a 65% survival-rate after a two-year period. 
Now from the Rockefeller Institute LaBBy et al.,4 
co-workers of the late CHARLES L. HOAGLAND, report 
in a series of “ decompensated ” cases a survival-rate 
of 77% (23 out of 30) at the end of two years when 
a diet adequate in calories and proximate principles 
was combined with large quantities of a crude water- 


soluble alcohol-insoluble liver extract (Cohn’s fraction 


G) given intravenously for six months or longer. 
In 12 out of 21 patients the ascites disappeared 
completely within two to twelve months from the 
commencement of treatment, in 7 the frequency of 
paracentesis was reduced, and the remaining 2 were 
unaffected. The observation of periodic moderate 
diuresis some hours after the intravenous injection of 
the liver extract in these cases may be partial con- 
firmation of the interesting report of RALLI and 
his associates 1° that in cirrhosis the liver is unable to 
destroy an antidiuretic substance (apparently from 
the hypophysis) which accumulates and appears in’ 
the urine. Nevertheless the results were probably 
so good because 70% of their patients were 
chronic alcohol addicts who benefited from full 
dietetic treatment rather than from the massive doses 
of crude liver extract they received. It is noteworthy _ 
that in the United States chronic alcoholics still form 
more than half the patients with cirrhosis, whereas in 
the Oxford area this association is now rarely seen.1? 
(Exportamus et vivimus !') If this be true generally 
in this country, less good results can be expected, since 
7. Glynn, L. E. Nutr. Abstr. Rev. 1947, 16, 751. 
8. Patek, A. J. Bull. N.Y. Acad. Med. 1943, 19, 498. 
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one must infer that most cases are toxipathic in origin 
and unlikely to benefit to the same remarkable extent 
from the dietetic and supplementary treatments 
outlined above. But before the value of supplements 
to the dietetic treatment of cirrhosis can be assessed 
truly, larger series of cases observed over long periods 
and with suitable group-controls will be necessary for 
statistical analysis. 


; Annotations 


COMPULSORY SEGREGATION OF CARRIERS? 
NINE patients, who were presumably in the con- 


valescent stage of paratyphoid fever, one of them being 


ambiguously styled a ‘‘ milk producer,” lately walked 
out of a Bedfordshire isolation hospital before they 
were known to be free from infection. They were 
thus potential dangers to the community. The reason 
given for this premature departure was the remoteness 
of the hospital. Another, and more accessible, hospital 
in which these patients would normally . have been 
treated was closed for lack of nurses. 

The members of the hospital board were naturally 
perturbed by the incident; but, as the medical officer 
of health pointed out, there were no legal powers of 
detention. In England and Wales a M.O.H., under the 
Public Health (Infectious Diseases) Regulations, 1927, 
may require a suspected carrier of enteric or dysentery 
organisms to undergo medical examination ; and if the 
carrier state is confirmed, the local authority may 
prohibit him or her, under heavy penalty and for a 
specified time, from handling food or drink for human 
consumption. The M.o.H. also has powers under the 
Food and Drugs Act, 1938, to deal with dairy workers 
who may be in an infectious condition; and here his 
authority is not limited to enteric or dysentery infections. 
North of the Border, the Public Health (Infectious 
Diseases) Regulations (Scotland), 1932, give local 
authorities wider powers; a carrier of any disease 
certified as such by a practitioner and the M.O.H. 
may be isolated compulsorily, or otherwise controlled, 
for renewable periods of three months. The carrier 
has the right of re-examination at any time, and 
of appeal to the Department of Health. It seems 
desirable to confer similar powers in England and 
Wales. 

Usually a sense of responsibility to his family and the 
public leads the patient or his parents to accept isolation 
until release is believed to be safe—belief can never 
amount to certainty because the carrier-state tends to 
be intermittent. The long detention of patients after 
physical recovery is, at best, tedious. Adults sometimes 
worry about family or finance to a degree bordering 
on an anxiety state, whereas children, similarly cabined 
and confined, tend to become “ hospitalised.” Browning,! 
in his classical report on chronic enteric carriers, quoted 
Dittmar’s observation that most enteric carriers are 
women, who may be unable to earn a living as cooks 
or dairy workers and therefore should be recompensed 
by the community (as was the late Typhoid Mary in 
the U.S.A.). Adult chronic carriers of any disease who 
consent to isolation should at least not suffer financial 
loss through no fault of their own. But the cure for the 
psychological and financial ills attendant on a protracted 
carrier-state is to shorten the period of infectivity and 
hence the duration of detention or restriction. So far, 
the enteric carrier-state has proved resistant, or but 
uncertainly responsive, to chemotherapy, but there can 
be little doubt that this too will yield to some future 
sulphonamide or antibiotic, alone or in combination, 


1. Browning, C. H. Spec. Rep. Ser. med. Res. Coun., Lond. 1933, 
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and thus be added to the list which already includes 
carriers of the causal organisms of bacillary dysentery, 
diphtheria, scarlet fever, and cerebrospinal fever. 


HOPES AND FEARS IN INTERNATIONAL HEALTH 


THREE small clouds overhung the fourth session of the 
Interim Commission of the World Health Organisation, 
held at Geneva from Aug. 30 to Sept. 13. The first was 
the delay in ratification of the constitution of the — 
Organisation, now signed by 64 countries but only 
ratified by 22, of whom 17 are members of the United 
Nations. The World Health Conference in New York in 
July, 1946, anticipated that the 26 ratifications of United 
Nations’ members necessary to establish the permanent 
organisation would be forthcoming by the summer of 
1947. The delay is not due to opposition by any country 
or group to ratification—promises of ratification are 
two a penny—but to the inevitable lack of priority which 
a non-controversial matter like health receives in a 
politically troubled world. The result is that the life of 
the Interim Commission is prolonged by at least a year, 
until the summer of 1948, with all the consequential 
difficulties of programme, finance, and staff involved in 
the continuation of an interim body beyond its expected 
period of existence. The Interim Commission has asked 
the chairman of the U.N. General Assembly to impress 
on delegates the importance of early ratification, since 

“ essential progress in international health work is being 
seriously-hindered by the long delay in establishing the 
World Health Organisation.” 

The second cloud was a financial one. A Republican 
congress and the British financial crisis made it inevitable 
that the 1948 budget would not substantially exceed 
that for 1947. Instead of the expanded programme, it 
is doubtful if sufficient funds and staff have been provided 
for the tasks already laid on the secretariat by the 
commission. Indeed, the commission only just rescued 
itself from denying to its staff the allowances for maternity 
and hospital treatment to which they were already 
entitled—a curious situation for a world health organisa- 
tion. More important, many recommendations for field 
work and research made by the expert committees on 
malaria and tuberculosis were turned down, though 
provision for a team or two for B.C.G. vaccination was 
made, a meeting of experts on streptomycin will be held, 
and an expert committee on venereal diseases is to be 
set up. 

Thirdly, the general deterioration in the political 
situation had some inevitable, though slight, reper- 
cussions. These were principally shown in the long 
debate on the place where the first World Health Assem- 
bly should be held. Most European States, including the 
U.S.S.R., wanted Geneva on the grounds of working 
facilities and economy; the Latin Americans, U.S.A., 
Great Britain, and China favoured the western hemi- 
sphere, since all meetings of the Interim Commission, 
except the first, had been in Geneva. ‘The western 
hemisphere won by a considerable majority and the first 
World Health Assembly will probably be held about 
next May in New York, or in Canada if the United States 
has not ratified by then. The next meeting of the 
Interim Commission will be in Geneva in mid-January. 

More than 200 documents had to be considered, but, 
with the help of three night sessions, this was accom- 
plished in the 13 days available, thanks to improved 
efficiency of the secretariat and the commission itself. 
Though it would be unfair to suggest that the contribu- 
tions of members were in inverse ratio to the size of their 
delegations, the work done by some of the “ singleton” 
delegates was outstanding—notably Dr. K. Evang 
(Norway), Dr. C. Mani (India), and, considering -his 
linguistic difficulties, Dr. N. Vinogradov (U.S.S.R.). 
Besides administrative and financial) matters, which 
were discussed in great—perhaps too great—detail by 
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the 15 members attending,! interesting discussions were 
held, in continuation of the Paris Office tradition, on the 
immunity reaction of smallpox vaccination, postvaccinal 
encephalitis, alcoholism, and rat-infestation of ships; 
and two protests by the government of India on quaran- 
tine restrictions imposed by other countries were dealt 
with. The reports of the expert committees on malaria, 
tuberculosis, and biological standardisation were also 
discussed and some limited action taken to implement 
them. 

The report of the Field Services Division showed 
that WHOoIC now has a mission of 25 teaching and 
epidemic control experts in China, much smaller missions 
in Ethiopia, Greece, and Italy, and single medical liaison 
officers in Budapest, Vienna, and Warsaw. The elemen- 
tary training courses for dressers and sanitary officers 
in Ethiopia have been particularly effective, and the 
results of the antimalaria campaign in Greece promise 
to be as good as in 1946. The fellowship programme is 
now in full swing, some 100 awards having been made 
out of about 200 expected in 1947. Medical publications 
have been provided for four countries, and a very success- 
ful lecture. tour in Austria by a group of American and 
Swiss professors was sponsored and financed jointly by 
WHoic and the Unitarian Service Committee of 
America. Proposals from the Ukraine and Byelorussia 
for spending their considerable allocations for fellowships 
and literature are still awaited. 

Just after the session it was learned that UNRRA 
had given a further 1!/, million dollars for the first nine 
months of 1948 or proportionately until a field services 
programme can be financed by the World Health 
Assembly. This recalls the magnificent gift of the 


Rockefeller Foundation to the Health Organisation of 


the League in its early days and will ensure that war- 
devastated countries can continue in 1948 to obtain 
practical help from WHOICc, in expert missions, lectures, 
fellowships, or literature, or indeed in any form—except 
supplies—which their governments choose. 


PARTIAL ELECTROCARDIOGRAPHY 


EVER since the introduction of electrocardiography 
the aim has been to record the potentials of the right and 
left sides of the heart separately. The original limb 
leads do not give records representing actual potential 
differences existing in the heart ; 
represent the summation of the many potentials present 
at a given time in different parts of the heart. Chest 
leads were introduced as a refinement, but their only 
advantage (admittedly an important one) is that they 
record a higher potential and therefore give a curve of 
larger amplitude but of the same pattern. Using a 
unipolar technique, Groedel and Koch ? showed that the 
potential was lowest in the right arm, and by placing 


the indifferent electrode here and the other on the chest | 


wall they recorded the potentials of the right and left sides 
of the heart separately. Even though separation was 
not quite complete it was much more so than with chest 
or limb leads. ~Landecker * has now published a prelimi- 
nary evaluation of the clinical use of this “ partial 
electrocardiography.”” As the maxima of the fields of 
potential of both ventricles partly depend on the position 
of the ventricle, preliminary fluoroscopic examination of 
the heart is necessary. Landecker used the right arm for 
the indifferent electrode. For the placing of the other 
electrode he mapped out twelve areas on the front of 
the chest and the same number on the back of the 
chest, and took electrocardiograms in each of these 
situations. From this selection he could pick out the 
one recording predominantly right ventricular activity 
(dextrocardiogram) and that recording left ventricular 
1. seven Mexico, and the Ukraine did not send representatives 
o the fourth session. 
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activity (lsevocardiogram). Conventional limb and chest 


leads were also recorded, and by comparing these. with 


the dextrocardiogram and levocardiogram he claims to 
have demonstrated significant differences which will 
help to localise myocardial lesions, extrasystoles, and 
arrhythmias. Thus he produces evidence in favour of 
the old terminology of bundle-branch block, which should 


- clarify our knowledge of this confusing condition. 


This method of recording unipolar electrocardiograms 
does not detract from the proved value of the conven- 
tional limb and chest leads, but it may throw fresh light 
on some of the outstanding puzzles of cardiology.. 


HORMONE TREATMENT BY IMPLANTING 
PELLETS | 

TEN years ago Deanesly and Parkes! described in 
animals a method of implanting under the skin tablets 
of tightly compressed hormone crystals which con- 
siderably prolonged the therapeutic effect as compared 
with previous modes of administration. In 1938 the 
method was for the first time applied to the human 
subject.2. Since then hormone implantation has become 
a well-established procedure. It is applicable only to 
substances which are comparatively insoluble in water, 
such as the steroid hormones and the synthetic estrogens 
of the stilbene group, and is useless in the case of water- 
soluble hormones such as insulin since the duration 


of effect is only slightly greater than with subcutaneous. 


injection.? Even with the steroid and stilbene groups 
the rate of absorption varies considerably with the 
different hormones. A 100-mg. pellet of stilbcestrol, for 
instance, remains effective for about three or four 
months, whereas a pellet of cestradiol of similar weight 
may be active for over a year, and ethisterone is only 
partially and very slowly absorbed.4 Desoxycortone, 
testosterone, and progesterone show absorption-rates 
between these two extremes. 

Apart from this specific variability in the absorption- 
rates of the different hormones, the main factor deter- 
mining the amount of hormone reaching the blood- 
stream daily is the surface area of the pellet. 
pellet becomes smaller the daily dose absorbed becomes 
less. With compressed pellets the surface area is difficult 
to calculate because of the irregularity of the surface, 
but pellets prepared by melting the crystals and then 
fusing them into a block exhibit a smooth surface and 
their absorption curve can be very accurately calculated.’ 
Another factor which may interfere with absorption 
from compressed pellets is ‘ ghost ” formation,’ due to the 
deposition of highly insoluble protein in the interstices 
of the pellet. With fused pellets “‘ ghost” formation 
does not occur 5; theorétically their rate of absorption 
depends only on ther surface area and the solubility 
of the hormone in the environment into which they are 
implanted, but there are indications that other factors 
play a part. It is sometimes possible to remove a 
substantial remnant ‘of the pellet long after it has ceased 
to produce a functional effect. This may be due to 
encapsulation by fibrous tissue, though the capsule is 
undoubtedly formed long before the activity wears off. 
The absorption-rate may also vary with the site of 
implantation. It is a clinical impression that pellets 
deeply implanted into muscle are more rapidly absorbed 
than when they are placed just beneath the skin. That 
this may be an important point is suggested by Zondek’s 
claim in last week’s issue (p. 423) that cestrogens 
implanted beneath the vaginal mucosa are 5-6 times 
more effective than when placed subcutaneously. 

The actual technique of implantation has by no means 
been standardised. Some choose simply to make an 
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incision through the skin and to place the pellets in pockets 
fashioned on either side of the incision with fine blunt- 
ended scissors. Others prefer to use a trocar and cannula 
and to thrust the pellets deeply into the underlying 
muscle. In some cases the pellets are placed in the fat 
of the abdominal wall or even beneath the rectus sheath. 
Whatever method is chosen strict asepsis is essential and 


this minor operation should be conducted in the theatre - 


with full surgical technique. Considering that a foreign 
body is being introduced into the tissues it 1s surprising 
that complications so seldom arise. Extrusion of the 
pellets sometimes takes place, in a few cases because 
of defective technique, but more commonly because 
extrusion is a feature of certain hormones. Thus 
stilboestrol, cestradiol, and desoxycortone are seldom 
extruded, whereas testosterone and especially testo- 
sterone propionate is sometimes extruded, and proges- 
terone is nearly always extruded unless it is deeply 
implanted. The risk of extrusion is the best argument 
for deep implantation. It is interesting in this con- 
nexion that Zondek finds that intravaginal implantation 
seldom gives rise to expulsion of the pellets. 

Another aspect of this choice of implantation site is 
of great importance. Implantation of testosterone for 
eunuchoidism, of desoxycortone for Addison’s disease, 
provided the dose has been carefully calculated, or. of 
progesterone for habitual abortion, is an ideal method of 
indefinitely prolonging their action. On the other hand 
there may be considerable danger in embarking on 
prolonged oestrogen therapy. In women it may lead to 
severe flooding, both before and after the menopause, 
which may call for immediate cessation of cestrogen 
treatment. It therefore seems prudent to confine 
cstrogen implantation to strictly subcutaneous sites 
whence the pellet can be easily removed. To look for the 
remnants of an cestrogen pellet in the gluteal muscles, 
the abdominal fat, under the rectus sheath, or beneath 
the vaginal mucosa is an unenviable task. If one must 
implant cestrogen—and there are few indications for 
doing so—it should be placed as superficially as possible. 

Zondek’s intravaginal route is applicable apparently 
not only to the female sex hormones cestrogen and 
progesterone but also to testosterone and desoxycortone. 
While it seems daring to implant androgens in a woman 
without the possibility of recovering them if masculini- 
sation should take place, the administration of desoxy- 
cortone raises an amusing point. Physicians usually 
regard Addison’s disease as within their province. If 
they are to employ intravaginal implantation as a 
method of treatment how will they explain excursions 


into this unaccustomed field either to their gynecological © 


colleagues or to their locally anzsthetised patients ? 


COMPOSITION OF BREAST MILK 


THE composition of human milk largely depends on 
the nutrition of the mother. A study of breast milk 
will, therefore, not only yield information about the 
nutritional requirements of the infant and the special 
needs of the mother but, by reflecting changes in her 
diet, will make it possible to follow on a delicate physio- 
logical gauge the dietary fortunes of the whole population. 
This may be of special value when food is short and 
its free selection restricted by rationing. From such 
considerations arose the inquiry into the composition 
of mother’s milk in war-time Britain, described by 
S. K. Kon and E. H. Mawson at the Royal Society of 
Medicine on June 20. In four years they examined 
more than 2000 samples mostly collected in Reading, 
a prosperous town in the centre of an agricultural area, 
and in Shoreditch, a working-class district of London 
which was exposed to heavy bombing. Other samples 
came from other parts of London and from Glasgow. 
Vitamins A, B,, C, and riboflavine, which are particularly 
dependent on the diet, were specially studied, and, of 


the “major” constituents, fat and total solids. To 
follow their dietary connexions it proved necessary to 
determine how far the composition of milk was influenced 
by factors other than diet, such as time of day, stage ‘of 
lactation, milk yield, and the age and parity of the’ 
mother. In this way various correlations were revealed. 
It became apparent, for example, that the vitamin-A 
content of milk fat declines during almost the whole of 
lactation, rapidly in the initial stages, and much more 
slowly, though steadily, when it is established. By 
allowing for these changes other influences could be 
studied, and it was established that the concentration 
of vitamin A in milk varies little throughout the year 
—an observation no doubt surprising to those accustomed | 
to the well-marked seasonal fluctuations of this vitamin 
in cow’s milk. The absence of pronounced trends in 
the course of the whole investigation testified to the 
constancy of vitamin-A supplies during the war. Con- 
versely, the increase in the population’s vitamin-B, 
supplies occasioned by the introduction of national 
wheatmeal flour in the spring of 1942 was reflected in 
a rise in the vitamin-B, content of breast milk, followed 
by a fall in 1944-45 when the extraction of flour was 
reduced. The study of the vitamin-C content of milk 
indicated a progressive improvement during the war, 
probably resulting in the first instance from increasing ~ 
supplies and better distribution of vegetables and later 
from the issues of oranges in the winter months. 

A similar but perhaps more intensive study, though 
on a rather smaller scale, has been made in the United 
States by I. G. Macy and her associates... When 
Kon and Mawson publish the full results of their large- 
scale inquiry it will be possible to make some instructive 
comparisons with the American findings. 


TRIDIONE IN EPILEPSY 


GRAND mal and petit mal, though both manifestations 
of epilepsy, differ in other ways besides in their clinical 
appearances. The electroencephalograms, for instance, 
are ‘quite distinct, as are their reactions to certain 
chemical changes in the blood. The two types of 
epilepsy differ also in response to drugs. Most of the 
recognised anti-epileptic drugs are useful in controlling 
major fits; none is anything like consistently effective 
in petit mal. Now, however, we have one drug with 
the reverse effect—namely, ‘ Tridione,’ or 3, 5, 5-trimethyl- 
oxazolidine-2, 4-dione. This is given in capsules of 
0-3 g., three to four capsules daily with-meals being the 
usual dose for an adult. It has a striking effect on 
petit mal but increases rather than diminishes major fits 
or psychomotor attacks. 

The term petit mal includes three types of fit: first, 
the common transient loss of consciousness, sometimes 
with a little three-per-second jerking of head and upper 
limbs ; secondly, myoclonic jerks ; and thirdly, the less 
common akinetic or loss-of-posture attacks. It is 
important to notice the limitations of this definition. 
In practice, incomplete or mild major fits, or psychomotor 
(automatic) attacks are often called petit mal, partly 
perhaps to soften the diagnosis for the patient’s relatives ; 
but neither of these types will respond to tridione. 
This means that for the treatment of a patient whose 
petit mal is combined with other forms of attack dual 
medication will be needed. Phenobarbitone is probably 
the best drug for the major fits in these cases, since 
phenytoin appears to encourage petit mal in some 
patients; but for the psychomotor attacks phenytoin is 
easily the more effective remedy. Under tridione medi- 
cation one may expect that petit-mal attacks, as defined 
above, will cease altogether in a third of the cases, and 
will show a well-marked reduction in a further half. 
If attacks arising in connexion with gross pathological 


1. Macy, I. G., Williams, H. H., Pratt, J. P., Hansil, B.M. Amer. 
J. Dis. Child. 1945, 70, 135. 
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lesions of the brain are excluded, the younger the patient 
the more effective will be the drug, and the results will 
be equally good in all three types of the petit-mal triad. 
Extreme frequency of the attacks is no bar to success, 
and with favourable clinical results the E.E.G@. spike- 
and-wave abnormality diminishes or disappears. A 
further advantage of tridione is that its withdrawal is 
not attended by the risk of increase of attacks. If 
they return—and .in some cases they do not—they do 
so gradually and after a considerable interval, whereas 
sudden withdrawal of the usual anticonvulsant drugs 
is liable to cause an increase of fits or even status 
epilepticus. ~~ 

This is the encouraging account given by Lennox!; 
but unfortunately it is not the whole story. Toxic 
effects are not- wanting. One patient in every three 
will complain of photophobia, and one in every seven 
of a rash, either a papular or nodular rash on the forehead 
or face or a generalised morbilliform eruption. These 
are the two commonest manifestations, but it is -the rare 


-= but devastating effect of the drug on the blood-forming 
. organs that must be watched for. 


Lennox found in 
monthly blood examinations of 127 patients who had 
taken tridione for from several months to two years 
that the polymorphs fell below 1600 per c.mm. in 6%, 
and this led to discontinuance of the drug. There was 
a rise in eosinophils to 6-25% in a quarter of the. cases. 

The blood-picture in all patients returned to normal 


- when the drug was stopped. Unfortunately Lennox has 


learnt of 4 deaths from aplastic agranulocytic anemia 
after tridione treatment, and there has recently been 
one such fatality in an institution in this country. 


“These deaths have not been associated with excessive 
Lennox estimates that something like 10,000 - 


dosage. 
people in America are taking tridione, so the fatality- 
rate is small.. He insists that monthly blood examina- 


tions should be done in every case, and he believes that 


the blood-picture would give an indication early enough 
to enable us to avoid disaster. A reduction in the 
number of platelets would be the first evidence of trouble, 
but a polymorph-count of under 1600 per c.mm. would 
call for at least temporary discontinuance of the tridione. 


f! PROFESSIONAL PRIVILEGE 


THE confidential relationship between medical practi- 
tioner and patient was’ mentioned. during recent dis- 
cussions in the House of Commons arising out of the 
reports of the Committee of Privileges. The editor and 
the political correspondent of the Evening News had been 


‘reported to the House for their refusal to answer ques- 


tions as to the identity of the Member of Parliament 
who had furnished their newspaper with information of 
what had happened at a private meeting of the Labour 
Party in the precincts of the House. The analogy with 
other forms of professional relationships and other 
conflicts of loyalties was obvious. ‘‘ Confidence,” said 
Mr. Wilson Harris during the debate on Aug. 12, “‘ is the 
very basis of the best kind of journalism—confidence 
between editor and contributor, confidence between the 
ordinary journalist and anyone giving him information.” 
Mr. Harris expressed the opinion that a journalist, even 
though he were also a member of the House, might be 


justified in declining to answer a question put to him 


by the Committee of Privileges. Subsequent speakers 
developed the application of this point of principle. 
“There are certain traditions,” observed Mr. Walter 
Elliot, ‘‘ to which professional men feel a loyalty which 
involves them occasionally in conflict with the. accepted 
law, and at that point it is a matter for the conscience 
of the individual.” It is clear enough that courts of law 
recognise no privilege as between journalist and con- 


tributor or in the more intimately personal contacts of. 


1. Lennox, W. G. J. Amer. med. Ass. 1947, 134, 138. 
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medical treatment or religious ministration. The sole 
concession which the law-courts allow is the privilegé 
between the litigant and his lawyer: whether the case 
be civil or criminal, neither barristers nor solicitors can- 
be compelled to disclose in court what their clients have 
told them. It is necessary to add that, as Sir Henry 
Morris-Jones was able to inform the House from his own 
experience, if a medical practitioner asks the protection 
of the judge, he will not always be pressed to disclose 
matters entrusted to him in the honourable confidence of 
professional consultation and treatment. Whatever the 
strict law, the court has been known to find ways of 
protecting the witness, although, if cross-examining 


‘counsel were to insist on an answer in spite of judicial 


hints of moderation, the law must take its strict course. 
There is a natural reluctance to embarrass an obviously 
scrupulous witness. This predisposition to sportsmanship 
showed itself in the Attorney-General’s examination of | 
the editor before the Committee of Privileges. “I am 
sure,” said Sir Hartley Shawcross, ‘‘ all the members of 
the committee would feel that this is a matter for your 
own conscience on which they would not wish to press 


_ you, because they have no power to do so; their only 


power is to refer it to the House which might feel com- 
pelled to -press you; I am sure we all realise how 
extremely difficult these conflicting loyalties are.” The 
House, it will be recalled, was really considering allega- 
tions against its own members.. The difficulty of the 
witness was that a member of the House had declined to 
allow his name to be disclosed; by the time that the 
editor had been brought to the bar of the House, the 
member had at last voluntarily stated his part in 
the transaction. The House had perhaps the less concern 
to insist that the two journalists should no longer reveal 
what the House now already knew. 

It is still not clear that the law and custom of Parlia- 
ment coincide with the legal rules enforced in the law- 
courts. On Aug. 12 the House reaffirmed its own supreme 
authority in these sweeping terms : 


“ That the refusal of a witness before a Select Committee 
to answer any question which may be put to him is a 
contempt of the House and an infraction of the undoubted 
right. of this House to conduct any inquiry which may be 
necessary in the public interest.” . 


That declaration suggests that even the sole privilege 
which the law-courts recognise—namely, the privilege 
between lawyer and client—might not be tolerated by 
what we vaguely call the High Court of Parliament. 
Nor does the declaration take into account the merciful 
rule, invariably applied in courts of law, that a witness ` 
is net obliged to make answers which will incriminate 
himself. There the matter stands. Professional men will 
nevertheless note with interest the general recognition 
in the recent parliamentary debate that exemplary 
professional standards are of value to the community 
and that, in the conflict of loyalties, the individual has 
a right to decide, at whatever cost, in the light of his 
conscience. | 


RELEASE OF DOCTORS FROM SERVICES 


THe Central Medical War Committee have been 
informed that the release of medical officers in class A 
will be as follows : . 


Royal Navy.—Oct. l-Nov. 30, group 64; Dec. 1-31, 
group 65. (The Admiralty states that this programme is 
tentative and may require amendment.) | 

Royal Army Medical Corps.—General-duty officers : 
Oct. 1-Nov. 15, group 62; Nov. 16-Dec. 31, group 63. 
All specialists : Oct. 1-31, group 54. Physicians and surgeons 
only : Nov. 1-15, group 55 ; Nov. 16-30, group 56 ; Dec. l- 15, 
group 57; Dec. 16-31, group 58. Specialists other than 
physicians and surgeons: Nov. 1-30, group 55; Dec. 1-31, 
group 56. 

Royal Air Force.—Oct. 1-31, group 63; Nov. 1-30, no 
release. | 
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INTERNATIONAL SOCIETY OF SURGERY 


APART from the unavoidable interruptions of two 
world wars, the International Society of Surgery has 
held a congress in some capital city every three years 
since it was founded in Brussels in 1902. This year 
London has been chosen for the twelfth congress, under 
the presidency of Dr. LEoPpoLD MAYER, of Brussels. 
The arrangements in London have been organised by an 
executive committee with Prof. G. GREY TURNER as 
chairman and Mr. H. W. S. Wriacurt as hon. secretary. 

The nine main discussions, of which some are sum- 
marised below, have been held at University College 
or in the Great Hall of B.M.A. House. The inevitable 
language difficulties have largely been overcome. On 
Tuesday (Sept. 23) many members of the congress 
moved to Edinburgh, where Prof. J. R. LEARMONTH 
arranged a further programme of discussions. 

Welcoming members at a dinner given at the Royal 
College of Surgeons on Sept. 16, Sir ALFRED WEBB- 
JOHNSON, P.R.C.S., referred to the society’s power for good : 
“ We are friends, we are ambassadors, we are improving 
the understanding between our several countries.” Dr. J. 
VERHOOGEN (Brussels), president of the international 
committee, recalled that the society, founded in 1902, 
was now over forty years old ; and he spoke of changes 
in British surgery observed by him during part of this time. 
Dr. MAYER held that “in all countries it is appreciated 


what British surgery did during the war. The duty of the - 


congress is to teach other countries what is being done 
here now.” Dr. ARTHUR W. ALLEN (Boston), president 
of the American College of Surgeons, referred to the 
invaluable work done by the Royal College of Surgeons 
in teaching the basic sciences, without which surgery 
could not progress. ‘‘ This institution is a great inspira- 
_tion to us who have no central and organised place 
where we can study these subjects.” Sir Henry DALE, 
O.M., welcomed the news that collegiate life was to be 
established at the college: ‘‘ I hope that you are going 
to make this an opportunity for contact with the 


. & truss. 


master-minds of the day.” But Prof. ALFRED BLALOCK 
(Baltimore) took a different view: “ One does not have 
to live too closely with great men but rather admire 
great men.” 

On Sept. 15 an exhibition illustrating the history of 
surgery was opened at the Science Museum, South 
Kensington, by Sir Alfred Webb-Johnson. All the 
exhibits have been drawn from the Wellcome Historical 
Medical Museum. Sir Henry Dale, who is chairman of 
the Wellcome trustees, took the chair; he referred to 
the circumstances that have compelled the Wellcome 
Foundation to take over as offices the building in Euston 
Road normally housing the Historical Museum ; and he 
looked forward to the time when the museum would be. 
restored to its home. -In his address Sir Alfred Webb- 
Johnson suggested that there had been many great 
surgeons who did not contribute anything to the develop- 
ment of their art. 

The exhibition is arranged in two sections, one illustra- . 
ting advances in the various special branches of surgery, 
and the other recording progress age by age down to 
the latter part of the last century. The roots of surgery 
go deep: trephining was practised by Neolithic man, 
at first no doubt to let out evil spirits ; but the observa- 
tion of its value against blood-clots under the skull was 
not so long delayed. To those who have thought of 
abdominal surgery as an innovation of the last century 
it may come as a surprise that Guy de Chauliac operated 
for hernia in the 14th century—though he preferred to use 
Here, too, is an account of the werk on which 
modern practice is based: a first edition of Harvey’s 
De Motu Cordis; the apparatus used by Morton for 
inhalation anesthesia in 1846; and THe Lancer of 
March 16, 1867, in which appeared Lister’s first paper on © 
the antiseptic system. Few could remain unmoved by this 
admirable display in which books, pictures, instruments, 
and models combine to impart the sense of history in the 
making. The exhibition remains open until mid-January. 


Scientific Discussions 


SURGICAL TREATMENT OF PULMONARY 
STENOSIS 


Prof. ALFRED BLALocK (Baltimore) outlined the 
development of the surgery of congenital heart disease 
as an introduction to his own work on pulmonary 
stenosis associated with cyanosis. The Fallot tetralogy 
comprises about three-quarters of all lesions giving 
. rise to cyanosis in patients over two years of age. In 
this disorder, with the high interventricular defect of the 
septum which is overridden by the aorta, there is varying 
but pronounced narrowing of the pulmonary trunks. 
Radiologically this may be demonstrated principally 
by concavity in the pulmonary artery and absence of 
visible pulsation. The one lesion from which it must be 
distinguished is the Eisenmenger syndrome ; in this there 
is no pulmonary stenosis, as can be shown by the ‘pressure 
in the heart chambers during intracardiac catheterisation. 


The principle underlying any treatment for relief of 
pulmonary stenosis is to allow non-oxygenated systemic 
blood to enter the pulmonary arteries. The operation 
evolved by Professor Blalock consists of an end-to-side 
anastomosis between a large cut systemic artery, such 
as the subclavian, and one of the main pulmonary trunks. 
Blood can thus enter both lungs and become more fully 
oxygenated. Another operation that has been used is 
that devised by Potts, where a side-to-side anastomosis 
is made between the aorta and one pulmonary trunk. 


Some of the more common variations in this condition | 


were discussed. Of these the most important is the right- 


sided aorta which is found in about a quarter of all 
cases. Professor Blalock showed a comprehensive cine- 
matograph film illustrating every stage of the operation. 
The patient is anzsthetised with intratracheal oyelo- 
propane and oxygen. The approach consists of a free 
incision along the line of the 3rd right interspace with the - 
patient lying on the back; many superficial vessels are 
encountered as a result of congestion. The pleura 
is opened and the incision enlarged with a rib-spreader. 
The lung is retracted and held out of the way, and the 
pleura over the mediastinum incised so that the right 
pulmonary artery can be dissected out freely. This 
vessel is isolated as far centrally as possible and is freed 
out to the main pulmonary branches. The mediastinum 
is further opened and the great vessels are identified. 
The innominate artery is isolated and traced upwards 
beyond its bifurcation. The subclavian branch is 
freed as high up as possible and tied just beyond the 
vertebral artery; it is then clamped centrally and 
divided. The small clamp and artery are turned down 
towards the pulmonary artery and a short length of 
adventitia is removed. At this point there is a pause 
in the operation while the lungs can be reinflated and the 
patient allowed a short period for recovery. On starting 
again the central end of the pulmonary artery is com- 
pressed by a long soft clamp and the open end of the 
subclavian artery brought down to the upper surface 
of this vessel. A small transverse opening is made in 


the pulmonary artery and an anastomosis started. This 
consists of a single everting continuous stitch of 5/0 silk 


‘THE LANCET] 


_which is started on the posterior aspect. At this stage 
cyanosis increases since one lung is temporarily out of 
action. Anzsthesia is well borne, and few ill effects are 
encountered. Once the anastomosis is completed—an 
operation of extreme technical skill—the clamps are 


rémoved and a continuous thrill is noted in the 


pulmonary artery. The pleura is then closed and 
the lung inflated while the chest-wall wound is being 
-~ closed. All air is removed from the chest, and bronchial 
toilet is performed. 

After operation the cyanosis goes quickly, but clubbing 
takes longer to disappear. The blood findings as well as 
the general condition improve considerably ; and the 
results suggest that very great benefit may be expectetl 
in most cases. Altogether 474 operations for pulmonary 
stenosis have been performed, with an overall mortality 
of 18%. In general the subclavian artery on the right 
is selected for an anastomosis, but with a right-sided 
aorta a left approach is indicated. Various modifications 
have to be made from time to time owing to anatomical 
difficulties or abnormalities, and a bilateral operation 
has been performed with success. The age at operation 
varies between two months and over forty-four years, 
with three to nine years suggested as the ideal time. 
Operation complications were light in this series. Finally 

-Professor Blalock demonstrated 2 cases in patients 
on whom he has operated recently in this country. 


PENICILLIN IN SURGERY 


Sir ALEXANDER FLEMING introduced the discussion on 
penicillin by recounting the story of its accidental 
' discovery and the earlier difficulties in production. 
Simple rules for its use must be observed to avoid dis- 
appointment. The infection must be susceptible to 
penicillin treatment, since the drug does not affect all 
microbes. The penicillin must be given in such a manner 
that it reaches the organisms. The dose must be 
adequate ; and there is a tendency for higher dosage now 
that we have got over the original scarcity. Intermittent 
injection is now the custom and there is evidence 
that there is no necessity to maintain a constant high 
bacteriostatic level in the blood. Ten minutes after the 
- injection there is a maximum concentration in the blood, 
and advantage can be taken of this in using the drug 
prophylactically before such measures as extraction of 
septic teeth in conditions such as rheumatic fever. 
Operating under a penicillin umbrella is now accepted 
surgical practice. 

Attempts have been made to spare the patient multiple 
needle injections by slowing absorption, whether by 
applying ice, injecting adrenaline, or even putting on a 
tourniquet at the injection site; or by dissolving the 
penicillin in oil or in oil-and-beeswax mixtures. 
doses in saline will maintain an effective concentration 
in the blood for at least 12 hours, and it is likely that the 
penicillin in oil will be less used in future. Attempts 
are also being.-made to delay excretion of the penicillin 
by the kidney and thus maintain a high blood level. 
Duration of treatment is also important. Gonorrhea 
can be cured by one dose, whereas subacute endocarditis 
may require treatment for months. Local treatment has 
definite possibilities ; pure penicillin being now available 
it can be used within the theca in high concentrations 
with no local irritation. Subconjunctival injections have 
been found to give high concentrations in the contents 
of the eye. There is much talk of the fostering of penicillin 
resistance but underdosage must be of long duration if 
this is to happen. 

Prof. WALTMAN WALTERS (U.S.A.) recounted some of 
his experiences at the Mayo Clinic. To illustrate the 
benefits of penicillin to surgery he mentioned that before 
the advent of penicillin staphylococcal septicemia 
carried a mortality of over 90% in patients over 40 
years; the introduction of sulphonamides reduced 
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this to 40% ; now it is well under 20%. Its effectiveness 
in pyogenic meningitis and abscess of the brain is 
remarkable. It is indeed a striking advance in surgery 
that in cerebral abscess and focal encephalitis it has been 
possible to remove the infected material en masse with 
primary closure in a number of cases. In chest surgery 
50,000 units in 50 ml. of saline has proved of immense 
value in empyemas. In the treatment of postoperative 
pneumonias penicillin has also been outstandingly effective. 
Sir Hues Carns (Oxford) traced the story of penicillin 
from its first clinical use in war wounds in 1943 in Sicily. 
The lesson was then learnt that with adequate débride- 
ment wounds could be closed completely in a few days. | 
A striking fact was that in the Po Valley battle soldiers 
were engaged who had been wounded in three separate 
previous battles. At Oxford in the cases from the B.L.A. 
campaign there: was not a single example of beta- 
hemolytic streptococcal wound infection, and there 
was primary healing in 87%. This‘was in contrast to 
the 1914-18 war when 90% of wounds were infected 
after a week in a base hospital. It was Sir Howard 
Florey who recognised the importance of penicillin, 
supplied a large part of the penicillin for early clinical 
trials, and took the initiative in starting mass production. 
Although the use of penicillin is now well established 
Sir Hugh Cairns said that some principles are still apt 
to be neglected. Penicillin should be active and sterile. 
It is unwise to combine its use with, for .example, 
hydrogen peroxide or flavine, which inactivate it. 
Infection with Ps. pyocyanea is a real risk, especially 
with subarachnoid injection. l 
Access to the infecting organism is obviously essential 
if the penicillin is to work. At the most it can penetrate 
l mm. into a non-vascular area. Dead tissues must 
therefore be excised and pus removed. Lister was 
fortunate in trying out his carbolic-acid method on acci- 
dental wounds ; it would surely have failed in modern 
war wounds with local tissue destruction, for it was not 
until some 40 years later that the importance of excising 
dead tissue came to be realised. 
In some areas penicillin cannot be made available in 


‘sufficient concentration to be effective—for example, 


on the valves of the heart, in the brain ventricles, and in 
cases of diffuse osteitis of the skull. In such cases treatment 
may need to be prolonged for as long as three months. 
Such protracted treatment appears to have no toxic 
effects; one patient with actinomycosis, for instance, 
has already received 400 million units. It is important 
not to neglect the synergistic action of the sulphonamides, 
and such therapy is of especial value in relapsing cases 
of meningitis. Sufficient emphasis has not been laid on the 
value of local penicillin. For 3 years in his neurosurgery 
Sir Hugh Cairns has used penicillin-sulphamezathine 
locally ; this gives a good bacteriostatic level up to 18 
hours after insufflation. Before the introduction of this 
treatment, in 1169 operations there had been 51 infections 
with 13 deaths ; since its introduction there have been 
only 6 infections in 670 cases, with no. deaths. The 
bacteriologists have had to shoulder a large amount of 
extra work in connexion with assays and treatment with 
penicillin. Young surgeons should take up such bacterio- 
logical studies before embarking on their surgical careers. 

Dr. A. Borsas (Venezuela) advocated penicillin in 
urology. He had had great success with it in perirenal 
infections. 

Dr. M. Gronatti (Italy) had found it of definite value 
in acute appendicitis. 

Dr. G. NEFF (Switzerland) had used it in the 
treatment of tendon infections of the hand. General 
penicillin treatment is given and a solution is also 
injected locally into the tendon-sheath at the base of 
the finger. Injection is continued until the solution 
flows from the wound usually present in such cases. 
The method is painful and intravenous narcosis is 


\ 
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essential. It can be repeated daily and the return of full 
movements has been gratifying. : 

Dr. L. ARNAUD (France) had used penicillin extensively 
for conditions ranging from war wounds to colectomies. 
This is indeed, he said, a wonderful gift to humanity. 


WAR WOUNDS OF THE LUNGS 


Describing the results obtained by early operation 
in war wounds of the lungs, Dr. BASTOS-ANSART 
(Barcelona) explained that his findings could not properly 
be compared with the later results in the late war, when 
much experience was allied with developments in 


anesthesia and chemotherapy. His report was based 


, 


on 475 wounds of the lung encountered during the 
Spanish Civil War, where the conditions often differed 
widely from those in other theatres of war. On many 
occasions the patients were wounded only a short 
distance from the hospital, and some were admitted 
within 10 minutes of injury. It was decided that the main 
danger lay in the wound to the chest wall and media- 
stinum and not in the simple wound of the lung. The 
routine procedure was to treat closed wounds con- 
servatively and only to use active measures in the form 
of major thoracotomy for gross open chest wounds. 
The mortality where major surgery was used was high, 
but many of the casualties were received in a desperate 
condition. It was found that the performance of a 
perfect operation was an unjustifiable luxury and that 
intrathoracic intervention should be completed as 
quickly as possible. On the other hand it was important 
to close the chest wall carefully and completely. In 70 
cases of thoraco-abdominal wounds there was a mortality 
of 50%, but these figures were greatly improved on later, 
and there is no doubt that many more of these men 
would have died if left on the open battlefield. 

. In the conservative treatment of chest wounds the 
essential step, Dr. Bastos-Ansart emphasised, is to make 
sure that there is no increase of intrathoracic pressure 
which may displace the mediastinum and cause asphyxia 
and cyanosis. Blood coming from the lung nearly always 
stops spontaneously, and aspiration of the chest, which 
should be undertaken about the fourth day, removes 
irritating material and prevents infection of the clot. 
The results of treatment on these lines are eminently 
satisfactory, but the removal of any retained foreign 
body will have to be considered later. 

When an open pneumothorax occurs the flapping of 
the mediastinum produces progressive heart-failure, and 
there is also an acapnic anoxzemia. The disturbance of 
respiration may be extreme and it is of vital importance 
to close the external wound. This should be done by 
the excision of damaged: chest-wall tissue followed by 


suture; the scope of the operation should be limited 


and it should not develop into a formal wide thoraco- 
tomy if this can be avoided. Thoracotomy is, however, 
justified when it is probable that the abdominal cavity 
has been penetrated. Dr. Bastos-Ansart usually prefers 
to close the chest and open the abdomen separately 
rather than use a combined incision. 

The main cause of death appears to be shock, which 
as a rule is secondary to cardiac and pulmonary dis- 
turbances. Local anesthesia is preferred. Postopera- 
tively a partial atelectasis is common, but after a period 
of distress these patients improve. It should be noted that 
these cases were treated before penicillin was obtainable. 

Dr. R. Matas (New Orleans) said he appreciated the 
difficulties encountered in the Spanish Civil War, but 
the results obtained illustrated the advantages of quick 
transport. The most valuable principle arrived at 
was the use of conservative methods in closed chest 
wounds. 

Mr. A. L. p’ABREU (Birmingham) quoted his experi- 
ences with 2000 cases of gunshot wounds. He pointed 
out that though transport was probably more difficult 


than in the Spanish Civil War he had the great advantage 
of trained thoracic teams, skilled in modern anesthesia, 
and the great help of chemotherapy. His patients were 
healthy young adults and not a mixed section of the 
population. The main basis of treatment could be viewed 
in two parts—(1) life-saving measures including the 
treatment of shock, hemorrhage, and any gross intra- 
thoracic tension effects; and (2) rehabilitation and 
treatment of sepsis. Before the two-phase treatment 
was adopted the empyema-rate was 33%; after the 
inception of the two-phase principle the rate was 12% 
and it was finally reduced to 7%. In the immediate 
treatment, after the urgent measures mentioned, any 
open chest wound should be closed after meticulous 
excision of damaged tissue. The chest should be aspirated 
dry 12 hours after injury. Mr. d’Abreu gave examples 
to illustrate closure of the chest and also secondary suture 
in infected cases which had been controlled with peni- 


cillin. Out of 1000 cases, there were 839 examples of 


hemothorax, of which well over half were simple and 
a quarter became infected. There were 115 examples 
in this series of thoraco-abdominal wounds and 339 of 
retained intrathoracic foreign bodies. The removal of 
foreign bodies is important, because of their tendency to 
later infection, as also is the complete aspiration of all 
simple hemothoraces. Decortication and clot removal 
in clotted hemothorax have also proved their value. 
The importance of early and thorough treatment was 
illustrated by the fact that 500 soldiers returned to duty 
after a comparatively short time. The value of penicillin 
needs no emphasis. 

Dr. J. ESTELLA Y BERMUDES (Madrid) referred to the 
advantages of modern anesthesia which facilitates the. 
handling of intrapulmonary structures; on the other 
hand, in dealing with the chest wall, he has found that 
infiltration anzesthesia has considerable advantages. 


VASODILATATION IN ARTERIAL DISEASE 


Dr. JuLio Drez (Buenos Aires) described the use of 
vasodilator substances, before or during operations, to 
reduce the dangers of postoperative complications due 
to peripheral ischemia. Of the many techniques tried, 
the effective ones can be grouped into physical, chemical, 
and surgicak methods. n 

Physical methods consist of (1) alterations of tempera- 
ture; (2) modifications of position; and (3) venous 
compression. The knowledge that heat applied to an 
ischemic limb increases the cellular metabolism and 
oxygen consumption has led some surgeons to chill the 
affected limb. This is illogical because cold favours the 
development of gangrene. The best method is to keep 
the temperature of the limb at 25°C and to warm up the 
rest of the body. By this method a reflex vasodilatation 
is often obtained in the affected limb. The view that the 
best position for an ischemic limb is horizontal is mis- 
taken. The ideal is to keep changing its position from 
the dependent to the horizontal every 10-15 minutes. 
This treatment can be continued for 2-3 days, after 
which cedema usually appears; the limb must then be 
put in the horizontal position of rest for progressively 
increasing periods of 30, 60, and 120 minutes. This 
technique considerably improves cellular nutrition and 
in consequence relieves the pain of ischemia. Intermittent 
venous compression, which aids the oxygenation of the 
tissues and produces a slight vasodilatation of the limb, 
has its uses, but it is less important than changes of 
position and is used only in special circumstances—for 
example, when there are fractures which will interfere 
with changes of position. 

Among the large number of chemical substances said to 
produce vasodilatation, Dr. Diez looks on only two as 
really active—tetraethylammonium chloride (T.E.A.C.) 
and intravenous ether. He has had no personal experi- 
ence with T.E.A.C., but he has been following the technique 
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of Katz with intravenous ether, using 25 ml. of ether and 
1000 ml. of 5% glucose with 100 mg. of heparin added to 
reduce the tendency to venous thrombosis. Intravenous 
ether consistently gives a maximal peripheral vaso- 
dilatation ; the foot temperature is raised to 35°C, 
which is the rise that can be obtained in a normal limb 
by total paralysis of the vasoconstrictors, whether 
ieee be chemically or surgically. Vasodilatation pro- 
duced intravenous ether appears to liberate the 
wistaholitea and Dr. Diez has seen this happen in limbs 
which have been partially or totally sympathectomised 
but in which the temperature has not reached 35°C 
on account of a serious arterial lesion. When the 
circulation is in danger, paralytic vasodilatation produced 
by procaine or by sympathetic ganglionectomy does not 
always save the limb. When the patient’s condition is 
very bad procaine vasodilatation is worth trying, but 
it must be repeated every 12 hours; for this reason 
Dr. Diez has been using intravenous ether more and more, 
but he sees no reason why the two treatments should not 
be combined. When the case is not urgent it is better 
to do a sympathectomy at the appropriate level. ` 

These lines of treatment are indicated in cases of 
arterial injury and contusion, aneurysms, and arterial 
emboli. In arterial contusion one should also do a 
surgical exploration of the injured vessel. One may 
=~ find a simple injury to the adventitia. All degrees of 
- arterial injury may produce profound vascular spasm. 
After emptying a perivascular hematoma, it is advisable 
to do a periarterial sympathectomy. If at the time of 
operation it is noticed that the artery, as the result of 
local thrombosis, is transformed into a rigid cord, it is 
better to do an arteriectomy, because an injured artery 
causes harmful reflex effects. If periarterial sympathec- 
tomy or arteriectomy does not give an immediately 
satisfactory result, it should be followed at once by 
procaine vasodilatation and intravenous ether ; ganglion- 
ectomy is required only in very severe cases. 

In arterial injuries thé best treatment is suture by 
Blakemore’s technique, followed by intense and pro- 
longed heparinisation. If technical difficulties or lack 
of material make this method impracticable, the vessel 
should be ligatured immediately below a large collateral 
branch, and it is also as well to tie off the satellite veins. 
Ligation of the subclavian and axillary arteries is 
not dangerous because a satisfactory collateral circula- 
tion is immediately established. On the other hand, 
ligation of the femoral artery above the profunda, and 
of the popliteal artery, is nearly always followed by 
gangrene. In all cases every available means to obtain 
vasodilatation should be adopted. When the patient’s 
general condition permits .it, a sympathetic ganglion- 
ectomy should be done, followed by intravenous ether, 
as soon as possible ; a delay of 24-28 hours may be fatal. 

A pulsating hematoma demands immediate surgical 
treatment, particularly if it is infected or is rapidly 
enlarging. It should be treated by Matas’s method of 
aneurysmorrhaphy, which in most cases gives a good 
circulation. If there is any residual ischemia after 
operation, ganglionectomy should be done. 

Arterial aneurysms are only seen nowadays in the 
aorta and the common iliac and popliteal arteries. 
Aneurysms of the common iliac artery, which are always 
fusiform, invariably produce gangrene ; they are treated 
by exclusion ligature, no matter what vasodilator is 
employed. Those of the popliteal artery should receive 
preliminary intermittent compression, to increase the 
collateral circulation, before the more radical methods 
of treatment are resorted to. Arteriovenous aneurysms 
do not require immediate surgery. Compression should 
be tried until tests show that a collateral circulation is 
established. One should then do the Matas operation, 
which does not interfere with the circulation. This 
may or may not need to be augmented by ganglionectomy. 


REPAIR OF SKIN DEFECTS 
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For arterial embolism, embolectomy carried out during 
the first 24 hours is often the best method, but this 
operation often does not save the limb, either because the 
thrombus cannot be properly removed or because a 
second thrombosis follows. Arterial embolism and papa- 
verine are intimately associated in doctors’ minds today, 
but Dr. Diez has no confidence in this drug. The most 
important thing is at once ‘to heparinise the patient 
to check the spread of emboli. The occlusion of all 
collaterals produced by the spread of the thrombus is 
more harmful than the thrombus itself. Dicoumarol should 
should be given at the same time as heparin, so that the 
dicoumarol may replace the heparin when the necessary 
reduction in prothrombin has been obtained. Many 
limbs which in former days would have been lost have 
been saved by these means. When embolectomy is 
thought to be worth while, one should at once heparinise 
the limb and also inject heparin into the open artery. 
In the next 24 hours, if the patient’s general condition 
justifies it, a ganglionectomy can be performed; but 
most patients suffering from arterial embolism have un- 
compensated heart disease and have had a coronary lesion. 


REPAIR OF SKIN DEFECTS 


Prof. T. Pomrret KILNER (Oxford) maintained that 
the general surgeon should have at least a working 
knowledge of the why, when, and how of skin-grafting. 
He should feel free to carry out radical destructive 
procedures, as for the eradication of malignant disease, 
unfettered by a fear of leaving disfigurement and confident 
that he or his plastic surgeon colleagues can replace the 


defects produced. When radical amputation of the breast 


~ 2? 


calls for the removal of a large area of “ dangerous 
skin, a free skin-graft should be at once applied to any 
raw surface which cannot be covered except by wide 
undermining and suture under tension. l 
The small thin “epidermal” grafts employed by 
Reverdin are now seldom used, but the pinch graft or 
small deep graft—epidermal at its periphery and full- 
thickness at its centre—has a definite field of usefulness 
in expediting epithelialisation in large granulating areas 
of the type produced by burns and street accidents. 
These grafts give a poor cosmetic result and tend to- 
leave disfiguring scars in the donor area, but are excellent 
as an emergency measure. They will take well even in the 
presence of infection ; rapid spread of epithelium between 
them quickly provides complete skin covering and so 
prevents contracture. Such grafts can be cut under 
local anesthesia and the whole treatment can sometimes 
be completed without keeping the patient in hospital. - 
Postage-stamp or chess-board grafts (Gabarro) are being 
extensively used in place of the pinch graft. It takes 
much less time to cut a sheet of Thiersch and divide it 
into squares for application to a large raw surface than 
to cut the many pinch grafts which would be required. 
The sheet of graft can be cut under local anesthesia but 
Professor Kilner thinks that the many injections required 
often give more pain than the taking of the graft without — 
local injections, provided sedation with ‘Omnopon’ and ` 
scopolamine has been sufficient and correctly timed. 
Part of the sheet may be stored, cut up into squares, 


_and applied later to any remaining raw surfaces or to 


areas where some of the first series have failed to “‘ take.” 
The cosmetic result is usually better than with pinch 
grafts ; it is good enough for work on the limbs but not 
for the face; the donor area is not disfigured and may 
be used again. 

The Thiersch graft should be uniform in thickness 
and should look like tissue-paper. It should leave behind 
a surface with only tiny punctate hemorrhages, on 
which epithelial growth is so rapid that healing is sound 
at the time of first dressing in 7-10 days. This type of 
graft is surgically very economical, since the donor area 
suffers little and may be used again later. Professor 
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Kilner has never seen a keloid scar at the donor site of 
a true Thiersch graft. The keloids one does see some- 
times are evidence that the knife has penetrated deeply 
at some points or throughout the graft. The Thiersch 
graft is usually required to be hairless, so the inner 
aspect of the upper arm or the outer side of the thigh 
are suitable donor areas. Whenever possible the graft 
should be cut first, for it should be considered inexcusable 
to infect the donor area. Splinting is of great importance 
when grafting the limbs. In many regions about the 
face and neck it is impossible to control movements, and 
in these situations the technique of plasma or fibrin 
fixation evolved by Sano and others should prove 
particularly valuable. The introduction of mechanical 
aids in graft-cutting has led to the use of grafts of 
relatively predetermined thickness, and there has lately 
been a tendency to use thicker grafts which give a 
better appearance and have less tendency to contract, 
‘but they may grow hair and the donor sites may produce 
unpleasant keloid scars which have sometimes been more 
-disfiguring than the original scars. They are also less 
certain to take and liable to show disappointing colour 
changes or remain dead white: the result in either case 
may be improved by tattooing. 

Professor Kilner described the technique of cutting 
and applying Wolfe-Krause, or full-thickness, grafts. 
The disadvantages of these include the risk of colour 
variations and the uncertainty of take.’ Small areas of 
necrosis may form, and Professor Kilner mentioned 
Medawar’s idea of keeping the grafted area cool (at room 
temperature) to prevent necrosis occurring before the 
blood-supply is established. 

“Attempts to graft from one individual to another of 
the same species (homografts) and from a member of 
one species to a member of a different species (hetero- 
grafts) have sometimes been successful, but grave doubt 
must be entertained about the accuracy of observation 
of those who have reported permanent results. 

Homologous skin-grafting may be indicated as a life- 
saving measure in the treatment of small children 
denuded of large areas of skin by burns, scalds, or other 
trauma. Temporary skin covering can be given to tide 
the patient over the period of shock and toxic absorption 
which otherwise might prove fatal. 

Professor Kilner then described the technique and 
applications of various forms of skin-flap. 


RECENT ADVANCES IN ARTERIOGRAPHY 


Prof. R. Dos Santos (Lisbon) illustrated his address 
with an incomparable series of pictures showing the 
applications of arteriography. After demonstrating the 
normal he considered lesions of the vessels, including 
embolism, thrombosis, and aneurysms. Of special 
interest were the cases where narrowing or obliteration 
of a vessel from arterial disease was suspected, and the 
X-ray pictures showed narrowing at several points. 

After operation on aneurysms, using Matas’s technique, 
not only is there regression of the greatly augmented 
collateral circulation but the normal circulation is 
apparently restored. 

One picture after another showed that where a bone 
tumour is malignant new blood-vessels to the tumour 
are formed ; 
the tumour, and the draining venous channels are par- 
ticularly characteristic. With benign tumours, on the other 
hand, only the normal blood-vessels are present, though 
they may be pushed aside by inflammatory lesions 
such as chronic osteomyelitis, tuberculous disease, or 
gummata. Soft-tissue tumours do not usually give the 
same clear-cut picture, though growths of organs such 
as the kidney are outlined by their blood-vessels. 

The only difficulty in the interpretation of arterio- 
grams seems to be that of vasospasm, arising either from 
the distension caused by the injection or from the 
chemical irritation of the opaque substance itself. 


- method of attacking the disease. 


a leash of vessels can be seen filling 


Professor Dos Santos has found all of the modern ‘ Uro- 
selectan’ group of opaque media satisfactory for 
injection into vessels, and in his hands there is apparently 
no danger even from massive injections into atheromatous 
aortas. = 

A radiographic table with a hexagonal rotating holder 


lodging six casettes enables a quick succession of pictures 


to be taken ; and, as Professor Dos Santos emphasised, 
there can be no doubt of the great value of the method in 
studying the normal anatomy and physiology of the 
vascular tree when it is actually in action. 

In the discussion Dr. J. C. Dos Sanros (Lisbon) 
indicated the value of phlebography for locating com- 
plete or partial venous block. 


HEPARIN IN SURGERY 


Dr. C. Craroorp (Stockholm) reported on the use 
of heparin in the prevention of pulmonary embolism, 
previously one of the most feared of surgical tragedies. 
The incidence of thrombo-embolism after operation is 
about 1% and when pulmonary embolism occurs 1 case 
in 6 dies. At last, Dr. Crafoord said, there is a differemt 
Before the introduction 
of heparin heroic procedures such as the Trendelenburg 
operation were: the only possible life-saving measures.. 
He has performed 23 pulmonary embolectomies ; 3 of 
the patients have recovered—8 survived the operation _ 
for a short time. Since 1938, thanks to heparin, no such 
operation has had to be performed. The seriousness of 
thrombophlebitis cannot be judged by mortality alone, 
for us sequele are often disabling and even crippling. 

Heparin was discovered in 1916 by William Howell, 
large-scale extraction was started. in 1933, and by 1935 
its chemical nature had been determined. Its action 
was shown to depend on the high electric charge which 
it carries. In 1940 Gunnar Bauer reported after radio- 
logical and clinical studies that heparin could be relied 
on to prevent thrombosis in the calf veins spreading 
either locally or to the opposite leg. It thus became 
possible to start ambulation almost immediately after 
such therapy—i.e., after 4-7 days on the average— 
whereas previously 40 days in bed was a minimum in 
such cases. Before the introduction of heparin, in 543 
cases of venous thrombosis there were 88 deaths; with 
heparin therapy, in 900 cases there have been only 4 
deaths (0-45%). The daily quantity of heparin is given in 
four doses, of 125, 100, 100, and 125 mg. (1 mg.=1001.v.) ; 
this daily dosage is maintained for three to four days. 
A needle with a small rubber diaphragm is used which 
enables the nurse to give several injections without 
removing the needle. They have now started combining 
heparin with dicoumarol therapy. There is however a 
tendency for thromboses to ensue after the dicoumarol has 
been stopped, so it is advisable to continue with heparin 
for a few days after stopping the dicoumarol. Dr. Crafoord 
and his colleagues do not use phlebography as a routine. 

The serious sequels of venous thromboses in the leg 
are due to a spread of the thrombotic process to the 
thigh. How serious these sequele are is not commonly 
appreciated. A follow-up of 510 cases of deep venous 
thrombosis showed that 10% of the patients were 
completely disabled, 6% were in excellent health, and 
of the rest a large proportion either had to change their 
profession or had to lie up for considerable periods because 
of recurrent attacks of thrombosis, chronic œdema, or 
the chronic indurated eczema which develops in at least 
a fifth of cases of deep venous thrombosis. 

Dr. Crafoord’s advice was that heparin should be 
given at the slightest suspicion of an early thrombotic 
lesion. Heparin has also proved valuable in cases of 
mesenteric thrombosis, coronary infarction, and retinal 
venous thrombosis, and it is an essential factor in the 
use of the “ artificial kidney’; in subacute bacterial 
endocarditis, however,- it is dangerous. Dr. Crafoord 


has been using it for blood-transfusions, injecting it into 


THE LANCET] 
the donor in a dosage of 1 mg./kg.; it also facilitates 
venesection in polycythemia. | 

Prof. W. E. GALLIE (Toronto) supported Dr. Crafoord’s 
views on the value of heparin and its great possibilities 
in the prevention of thrombosis. There is a large field 
for its use in peripheral vascular surgery. Physicians 
are still loth to transfer their embolism cases to surgeons. 
In Toronto good results have been obtained in arterial 
embolectomy ; there is hope even 24 hours after the 
embolism, but early diagnosis is the key to success. 

Dr. GUNNAR BAUER (Mariestad) agreed that heparin 
had revolutionised the outlook with regard to the dangers 
from sequele of venous thrombosis and embolism. He 
has now used heparin prophylactically for seven years 
in more than 1200 operations with not a single death 
from embolism. Radiological studies in cases of 
thrombosis of the leg veins have confirmed that after 
heparinisation the thrombotic process never extends 
more than an inch above its original level. The body 
still has to cope with a local thrombosis, but heparin 
prevents it spreading into the thigh, and that is the 
danger area from the point of view of embolism. Heparin 
has made such measures as high venous ligation com- 
pletely unnecessary. | 

Dr. A.. JENTZER (Geneva) felt that more attention 
should be paid to the other mechanisms precipitating 
thrombosis, such as the rôle of the venous wall. He has 
found the albumin/globulin ratio in the serum altered 
in cases of thrombosis. 

Prof. WALTMAN: WALTERS (U.S.A.) said that at the 
Mayo Clinic since 1941 heparin has been superseded by 
dicoumarol. Heparin has the advantage of immediate 
effectiveness, but its cost is great and its administration 
is time-consuming and demands much expert attention. 
Dicoumarol is easily administered, but its action is 
-= delayed for three days or so and its effect is not easily 
arrested. It is dangerous for patients with hepatic or 
renal disease. At present at the Mayo Clinic dicoumarol 
is being used for patients who have not had a previous 
thrombosis ; whereas in cases where thrombosis has 
already developed heparin is used as well. In the 1941-47 
period 2000 cases had dicoumarol and heparin therapy 


prophylactically ; 800 of these were cases of hysterec- — 


tomy and in 400 the cases were of the type where the 
risk of thrombosis is increased. From previous records 
the expected incidence of thrombosis was 4% and that 
of fatal embolism 0:7%. The thrombosis incidence was 
reduced to 0-3% and there was no case of fatal pulmonary 
embolism. Where thrombosis had already developed 
anticoagulant therapy was administered to 352 cases. 
The expected incidence of fatal embolism was 5-7% ; 
with dicoumarol the incidence was reduced to 0:3%. 
There has been serious bleeding after dicoumarol therapy 
in 1% of cases. Ligation of veins is seldom indicated to 
prevent pulmonary embolism. 

Dr. Pi. SANDBLOM (Stockholm) suggested that heparin 
has potential uses in septic and inflammatory lesions. 

Dr. J. C. Dos Santos (Lisbon) gave a warning against 
the use of heparin after arterial suture ; there is a grave 
risk of subsequent bleeding from the suture line. 

Dr. CRAFOORD, in reply, agreed that heparin is inad- 
visable after arterial suture, and with a swift-flowing 
stream there is really no need for it. It is dangerous after 
such operations as aortic embolectomy. He prefers 
intermittent to continuous administration, for the 
maintenance of a constant high level in the blood is a 
disadvantage. Some of the poor results obtained in the 
‘treatment of venous thrombosis are undoubtedly due to 
the inferior standard of some of the heparin products 
on the market ;. besides being ineffective some brands 
cause undesirable reactions. A combination of heparin 
and dicoumarol is probably the ideal. Protamine zinc 
sulphate will counter the effect of heparin but not that 
` of dicoumarol. The suggested use of heparin in suppura- 
tion is worthy of further study. 


- PRESENT POSITION OF PENICILLIN - 
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PRESENT POSITION OF PENICILLIN 


Hospirats and other users of penicillin have lately 
been complaining of shortages, despite the continued 
rise in production—in August of this year 409,000 mega 
units were produced, against 344,000 in March. The 
causes of this shortage, according to the Ministry of 
Supply, are the greater quantities of the drug prescribed 
and the export of too large a proportion of the total 
amount manufactured. At present about 40% of the 
penicillin manufactured in this country is exported. 

It has therefore been decided that to adjust the 
balance exports must be restricted to 30% of production 
for the time being.! The situation will be constantly 
reviewed with the object of maintaining the highest 
possible level of exports consistent with home needs. 
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MINISTRY OF HEALTH STATEMENT 

The Ministry of Health have issued the following note 
on economy measures. 

For some time the‘amount of penicillin used has been 


increasing sharply; it is being prescribed in much 


larger doses and is being applied in a wider range 
of diseases. An investigation disclosed that, while 
in most cases penicillin is properly prescribed and used, 
some wastage does occur. The Ministry of Health is 
anxious not to interfere with a doctor’s right to prescribe 
according to his own judgment, but doctors are asked 
to codperate on the lines indicated below. 

Distributors of penicillin have reported difficulty in 
filling orders from hospitals owing to the particular vial 
sizes requested not being available. In general, this 
difficulty seems to arise from an increased demand for 
the larger vials, particularly the 500,000 and 1,000,000 
unit sizes. Every effort is made by the producers to 
provide vial sizes as required, but there is a time lag 
in altering packing arrangements to meet changing 
requirements. It is therefore asked that hospitals and 
other users shall, where practicable, accept the vial sizes 
immediately available. 

Only a small proportion of penicillin now produced in 
the United Kingdom is crystalline or white. This pro- 
portion will increase, but for the present consumers should 
wherever possible use coloured penicillin, the potency of 
which is now generally about 1000-1200 units per mg. 
The white is much more expensive than the yellow peni- 
cillin. The crystalline form need only be used when 
intrathecal, ventricular, or subconjunctional administra- 
tion is necessary. In almost all other conditions yellow 
penicillin as produced today is equally effective. 

Under the conditions of storage shown on the package 
the useful life of dry penicillin can be expected even to 
exceed the expiry date, but in solution it should be kept 
in a refrigerator to maintain its potency. It is destroyed 
by acids and alkalis; by metals such as zinc, lead, 
copper, and aluminium; by the primary alcohols; by 
oxidising agents such as hydrogen peroxide and potassium 
permanganate; and by long boiling, though it is not 
affected by heating to 60-70°C for some minutes. l 


ACTION AND. USE OF PENICILLIN 


For successful treatment with penicillin the following 
rules should be observed : 


(a) Penicillin should not be used except in infections by 
sensitive micro-organisms. When there is any doubt a bac- 
teriological test should be made. A result can be obtained 
in 24 hours. 

(b) It must be administered by such methods as will bring 
it into contact with the infecting microbes, either locally or 
through the blood-stream. 


1. Glaxo Laboratories Ltd. however inform us that for some time past 
they have not been exporting more than 30% of their production, 
so the new restriction will not enable them to make larger 

supplies of ‘ Penicillin Glaxo ’ available for the home market. 
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(c) Sterility of syringes, bottles, and solutions must be 
maintained throughout. 

(d) The amount of penicillin administered must be sufficient 
to produce a bactericidal concentration in the infected focus. 

(e) It must be given long enough to eradicate the infection. 


Dosage must of course be adjusted to the individual 
circumstances of patient and disease. Usually the most 
effective therapeutic tactic is to start with large doses on 
the first day or first few days when treatment is likely 
to be lengthy. This can be followed by smaller doses 
to the end of the course. Sometimes, when the initial 
dosage has been too small, administration has had to be 
prolonged till the total amount of penicillin used has been 
significantly greater than it would have been if more 
intensive therapy had been used at the start. Further, 
except in ophthalmic conditions and with the dusting 
of powders direct into wounds, topical application alone 
does not always produce the- desired effect and better 
results are often obtained if penicillin is exhibited sys- 
temically instead of, or in conjunction with, topical 
application. 


INFECTIONS SUSCEPTIBLE TO PENICILLIN 


Sensitive bacteria Insensitive bacteria 


Staphylococcus Coli-typhoid group 
Streptococcus Dysentery group 
Pneumococcus Hemophilus group 
Meningococcus Ps. pyocyanea 
Gonococcus B. proteus 
Diphtheria group Cholera vibrio 
Anthrax bacillus Enterococcus 
Tetanus bacillus Tubercle bacillus 
Spirochates Brucella 
Gas-gangrene organisms B. pestis 


- Penicillin is effective in the treatment of :— 


Septicemias Cellulitis 
Pneumonia Furunculosis 
Empyema Carbuncles 
Osteomyelitis Abscesses: breast and others 
Meningitis Actinomycosis 
Subacute bacterial endocar- Vincent’s angina 
ditis Sycosis barbe . 
Venereal] diseases Impetigo 
Wounds and burns Bronchitis, acute and 
Corneal ulcers chronic 


: i \ 
In all these the dosage and method of administration 
vary with the site, nature, and severity of the infection. 
Penicillin is ineffective in the following : 
Typhoid group Pemphigus (adult) 
Dysentery group Ulcerative colitis 
Tuberculosis Psoriasis 
Influenza (virus) Disseminated sclerosis 
Whooping-cough Parkinson’s disease 
Malaria Carcinoma 
Rheumatoid arthritis 


Many pharmacists throughout the country have been 
licensed under the Therapeutic Substances Act to dispense 
sterile aqueous injections and oil-wax suspensions of 
penicillin. These pharmacists have had to satisfy the 
licensing authority that their premises and staff are 
suitable for the purpose. They are inspected by the 
inspector under the Act. The firms have gone to con- 
siderable expense and trouble to meet the requirements 
of equipment and special accommodation and they have 
all excellent facilities for dispensing sterile preparations 
under strict aseptic conditions. 

Where a doctor does not himself prepare solutions of 
penicillin from a vial of the dry substance and an ampoule 
of sterile water it is desirable that the services of these 
licensee pharmacists should be utilised. In some smaller 
hospitals nurses often. prepare multiple-dose containers 
of penicillin. It is suggested that such work does not 
properly lie within their scope. When a'nearby pharma- 
cist holds the necessary licence it is clearly preferable to 
use his services. 


FIRST EUROPEAN CONGRESS OF 
RHEUMATOLOGY 


THIS congress was held in Copenhagen on Sept. 3-8, 
with Prof. C. HOTTEN, of Aarhus, as president. The 
400 delegates who attended represented twenty-five 
countries. | 

At a council meeting held before the congress it was 
agreed to form a European section of the Ligue Inter- 
nationale contre le Rhumatisme as a counterpart to the 
Pan-American section which was formed during the 
war. Dr. M. P. WEIL, of Paris, was elected the first 
president ; Dr. W.-S. C. COPEMAN and Prof. B. PRUSIK 
(Prague) vice-presidents ; Prof. $. JARLOV (Denmark) 
secretary-general; and Dr. K. KALBAK (Denmark) 
secretary. It is hoped that the next congress of this body 
will be held in Czechoslovakia in 1948. 

At the opening session the ministers of health and 
social affairs spoke of their active interest in the 
rheumatic diseases as a social problem, which is already 
being officially tackled in Denmark with the help of 
their departments. 

The PRESIDENT, in his inaugural address, pointed out 
that the field of clinical observation has not yet been 
exhausted in this disease group. He emphasised the 
importance of correlating the recently gained knowledge 
in associated diseases such as periarteritis, myositis, 
and scleroderma, as well as in the field of peripheral 
vascular and sympathetic nervous physiology. On the 


public-health level, the medical authorities in many — 


countries have been forced by the pressure of public 
opinion to take action. This increases the need for 
rheumatologists to take stock of their position and 
combine to fill the many gaps in their knowledge of 
this disease group. The object of the new body is to 
facilitate the exchange of current knowledge between the 
countries interested and to correlate and organise team 
investigations in every country through their national 
branches. : a! 

Dr. G. D. KERSLEY and Dr. H.J. GIBSON spoke on 
the morbid anatomy and histology, of rheumatic lesions. 
Confirming the work of Freund et al. in 1946, they 
reported the discovery of a specific type of lesion in 


rheumatoid arthritis which occurs in any or all of the 


muscles of the body at any stage of the disease as well 


as in other mesodermal tissues and around the peripheral _ 


nerves. The lesion consists in a perivascular accumula- 
tion of lymphocytes with degenerative and proliferative 
changes in all the coats of the small blood-vessels and 
degenerative changes in the muscle-fibres. Speaking of 
nodule formation in various types of rheumatism, they 
distinguished five distinct types; while in the field of 
“ fibrositis ” they put forward the probability of a dual 
pathology. . 

Many Scandinavian .contributors dealt with the 
antistreptolysin titre and similar antibody responses in 
both rheumatic fever and rheumatoid arthritis; no final 
opinion has been reached on this subject. 

In the next session, under the chairmanship of 
Dr. COPEMAN, the subject for discussion was the treat- 
ment of rheumatoid arthritis with gold salts and chemo- 
therapy. Confirmation of the value of the various gold 


salts in rheumatoid arthritis came from Denmark, 
Sweden, Holland, and Switzerland. Dr. BERNARD 
SCHLESINGER, and some speakers in the discussion. were 
less optimistic. The third and fourth sessions, under the 


chairmanship of Prof. F. Coste (France) and Dr. J. Van 
BREEMEN (Holland), dealt with the social importance 
of the rheumatic diseases, and with the biochemical 


problems of rheumatism. 


The congress then moved to the University of Aarhus 
on the mainland, where it split up into two sections. 
Papers were read on such varied subjects as liver tests 
in rheumatism, studies in the peripheral circulation of 
rheumatics, food allergy in rheumatoid arthritis, dental 
infection and joint disease in medieval Denmark, 
rheumatic fever among the partisan forces of Yugo- 
slavia, jaundice as a ‘‘ rheumatic ” disease in Poland, 
and the rôle of wound sepsis in unmasking rheumatic 
syndromes during the war in Roumania. 

In addition tothe lavish official functions, much 
private hospitality was offered to visitors by the members 
of the Danish Rheumatism Association, among whom 
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must be mentioned Mr. de Bornemann, their energetic 
treasurer, who was subsequently elected treasurer of the 
new European league. 


@ 


. POISONOUS FLORA 


THE recent deaths of three children in hospital in 
Barrow-in-Furness from eating the roots of water drop- 
wort (Ginanthe crocata) make it pertinent to draw 
attention to the several members of the British flora 
which have proved fatal or caused serious symptoms in 
human beings. In times of food shortage people are 


. more inclined to experiment with wild plants, and 
. gastro-enteritis may occur from people eating normally 


harmless fungi which have been left until overripe, or 
from sampling poisonous plants because their leaves or 
roots resemble familiar culinary herbs. Altogether about 
200 British plants contain poisonous constituents in 
some part at some season. | 

Water dropwort has previously caused deaths. 
McGrath } reported a fatal case in co. Kerry in 1937; 
and in 1938 a coroner’s inquest at St. Helens, Lancs, 
‘found that a boy of 13 had died from eating the root 
in mistake for that of sweet flag, which local anglers eat. 
The parsley-like leaves of the poisonous water dropworts 
(there are four British species and several varieties) are 
also from time to time the cause of trouble with children. 
Three other members of the British umbelliferz are apt 
to cause poisoning: horsebane (Gnanthe phellandrium), 
spotted hemlock (Conium maculatum), and fool’s parsley 
(Æthusa cynapium).? A fourth, thestrong-smelling parsley- 
like cowbane (Cicuta virosa), is another of the white- 
flowered waterside umbellifers with a blistering yellow sap 
as fatal as the dropworts; it was believed to have been on 
the list of State poisons used in ancient Athens. The 
dropworts and cowbanes flower in July, and their roots 
are mistaken for parsnips. 

At an inquest in 1934, the East Riding coroner found 
that a child of 10 had died from chewing a horse-chestnut 
twig, which contains a poisonous alkaloid. Some years 
earlier there was an inquest in Bristol on a child who 

„ate the shiny black berries of deadly nightshade (Atropa 

belladonna) in mistake for cherries and died in two hours. 
There was also the notorious indident in 1846,3 when two 
people died in the London Hospital, and several others 
were taken ill, after partaking of deadly-nightshade 
berries which had been collected and sold in the streets 
of London as edible fruit under the name of “ nettle- 
berries ” ; the man who sold them was convicted of 
manslaughter. The Sherburne Chapel at Mitton Church, 
Whalley, Lancs, contains a mémorial to a boy who was 
poisoned by eating yew berries, and in 1932 a hospital 
patient at Camberwell died from eating yew leaves,‘ a 
disaster more often affecting cattle. | 

The list of poisonous plants includes cultivated sorts, 
such as the American poison ivy (Rhus toxicodendron), 
one of the sumachs, which causes a severe dermatitis 
in sensitive people. The poison (an oil) is present in all 
parts of the plant, including the fine hairs and cuticle 
of the leaf, which is not unlike that of the common 
Virginia creeper, and dead leaves still retain it. Primula 
obconica also has a bad reputation for producing 
dermatitis. 

Many of the wild poisonous plants belong to the 
solanacesze, with potato-like flowerse Deadly nightshade 
(Atropa belladonna) is one and henbane (Hyoscyamus 
niger) another; but in most parts of the country these 
are mainly casuals. Woody nightshade or bittersweet 
(Solanum dulcamara) is often confused with the deadly 
nightshade, but its berries are not nearly so poisonous. 
The thorn-apple (Datura stramonium) with its large white 
solitary: bell-like flowers is another dangerous solanum 


often found on waste land or rubbish heaps as a casual 


or escape from cultivation in this country. 

Monkshood (Aconitum napellus), also called wolfsbane, 
is probably the most poisonous plant in Britain. Poison- 
ous in all its parts, it is often found wild in thickets near 
water, as at Dovedale, and is often cultivated in gardens. 
Its roots are sometimes mistaken for horse-radish. All 


MoGrath, J. Irish J. med. Sci. July, 1937, p. 309. 
See Lancet, 1937, ii, 458. 

See Ibid, 1846, ii, 251, 280. 

See Ibid, 1932, ii, 531, 535. 
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the spurges (euphorbiacez), especially Capa spurge, are 
dangerous; holding them in the hand before. smoking ` 
tobacco is said to make the lips swell. The dark berries 
of spurge laurel and common laurel are also poisonous. 
Anemone is poisonous when fresh, marsh-marigold or 
kingcups- when flowering, clematis or traveller’s joy 
after spring, all parts of poppies (though poppy oil is 
used in manufacturing foods), and the fetid helleborine, . 
a wild relation of the cultivated Christmas rose, growing 
in stony limestone parts of Hampshire and Sussex. 

The poisonous reputation of some plants is based on 
very shaky foundations. Thus it is said that charlock 
flowers and seeds lead to inflation of the intestines, 
corncockle causes nervous diseases when its seeds get 


. into cereals, and ragwort produces cirrhosis of the liver. 


Some of these beliefs might be worth following up. All 
parts of the foxglove (Digitalis purpurea) are poisonous, 
as are those of meadow-saffron, and the bulbs and roots 
of daffodil, aconite, wild hyacinth or bluebell, jonquil, 
and autumn crocus. Parts of white bryony, eaten in 
mistake for parsnips and turnips, have caused trouble ; 
so has wild. celery. | . 

Poisonous berries include those of fetid iris of the 
south, honeysuckle, holly, mezereon, black nightshade 
(a weed of cultivated places), guelder rose, dwarf elder, 
black bryony, white bryony, and the yellow fruits of 
potato. The berries of yew, holly, bird cherry, and the 
orange fruits of sea buckthorn on the coasts of East Anglia 
and West Lancashire are dangerous to children, together 
with the seeds of laburnum, juniper, and daphne, and ` 
the kernels of almonds. Mountain ash or rowan berries are 
occasionally made into jelly in Scotland, whereas in 
England they are avoided as poisonous and have indeed 
caused serious symptoms. It may be that’ only the 
kernels are harmful. Snowberry, the white berry often 
planted for pheasant coverts, privet which bears purple 
berries when uncut, and the orange fruits of berberis are 
further examples. Poisonous stems and seeds of wild 
flowers include those of celandine, convolvulus, and wild 
arum or cuckoo pint. Hemp, a weed of air-raid shelters, 
is another dangerous plant. _ 

Many poisonous plants, such as dropwort, grow in 
damp places or by the waterside. Browsing animals 
avoid them ; so the plants grow well and thus afford a 
greater temptation to children. Not only marsh-marigold 
(Caltha palustris) but also the large water buttercups or- 
spearworts (Ranunculus lingua and R. flammula) have | 
an acrid sap which causes vomiting: indeed small 
amounts were once prescribed for this purpose and for 
raising blisters. They also cause dermatitis ; hence the 
specific name flammula. 

Finally the fungi. The poisonous species are in a 
minority, and most deaths are due to the small deathcap 
toadstool, Amanita phalloides, which grows under damp 
field trees, or the fly agaric, Amanita muscaria. The 
deatheap is dirty yellow ; the fly agaric red, flecked with 
white. Both have a “ collar.” 


LOCAL EXECUTIVE COUNCILS 


WE publish this week a further list of the chairmen 
and medical members of the executive councils now being 
established under the National Health Service Act. 
The first list appeared in our issue of Sept. 6 (p. 364). 
Birmingham | 

Mr. A. Shanks (chairman); Drs. A. Beauchamp, J. A. 
Brown, R. C. L. Burges, R. W. Donovan, W. Gordon, F. E. 
Gould, H. P. Newsholme, M. G. Sheldon, W. R. Topping. 


Caernarvonshire ; 

Alderman Mrs. Anne Fisher (chairman); Drs. R. Salter 
Ellis, W. Charles Evans, Robert J. Helsby, A. Maddock 
Jones, W. Hilton Parry, D. E. Parry Pritchard, R. Rees 
Prytherch, I. Mostyn Williams. 


Cardiff ; 

Sir Herbert Hiles (chairman); Drs. F. Campbell, C. E. G. 
Gill, A. H. Mitchell, F. Y. Pearson, T. R. Rees, M. G. Williams, 
J. D. Williamson. 


Cardiganshire 

derman D. A. Davies (chairman); Drs. W. R. Bowen, 
Ernest Ll. Davies, Trevor G. Davies, D. I. Evans, H. D. G. 
Jones, T. J. Jones, D. A. J. Williams. 


486 THE LANCET] 


Carmarthenshire : E 
' Mr. W. D. Davies (chairman); Drs. D. Arwyn Davies, 
M. J. Evans, D. M. Hughes, R. Bevan John, John Phillips, 
A. H. D. Smith, Oscar Williams. 


Chester ; 

Mr. B. A. Wiliams (chairman); Drs. J. M. Dobie, 
W. Gilchrist, R. Gilmore, W. J. Griffiths, J. W. Lobban, 
- D. R. Owen, G. W. Phillips, C. K. Sconce, W. Whitelaw. 


Denbighshire and Flintshire 

Mr. Obed Roberts (chairman); Drs. Ifor Hughes Davies, 
J. B. Dobson, D. B. Evans, Margaret R. Herford, G. Pari 
Huws, T. O. Jones, Charles E. Morris. ' 


Derbyshire 

Mr. T. Allsop (chairman); Drs. E. J. Allen, R. C. Allen, 
E. C. Dawson, C. W. Evans, J. Moir, H. W. Pooler, A. H. 
Rankin. E 
Glamorgan 

Mr. L. Jones (chairman); Drs. Trevor Davies, G. H. Evans, 
F. M. Lloyd Jones, Islwyn Morris, Emrys Owen, R. A. 
Phillips, E. J. Rees. 
Kingston-upon-Hull 

Alderman R. E. Smith (chairman); Drs. A. M. Boyne, 
E. F. Deacon, E. M. Dearn, N. Gebbie, I. G. Innes, 
N. Jennings, J. H. Parker, P. M. Scott. 
Liverpool l 

Mr. A. J. Murnaghan (chairman) ; 
O. R. Belcher, B. A. Cowan, A. W. G. Cumming, P. J. 
Gibbons, T. A. Jermy, W. P. Petrie. 


Merionethshire 


Mr. John Lloyd (chairman); Drs. J. A. Davies, D. R. 


Edwards, R. W. Edwards, Robert Jones, J. W. Morris, 
D. O. Wiliams, R. M. Williams. 


Merthyr Tydfil 

Mr. A. J. Lewis (chairman); Drs. S. J. Bloom, J. Brennan, 
C. J. Clark, Pearson E. Creswell, R. G. Evans, A. Morton 
Robertson, T. H. Stephens, H. E. Thomas. 


Monmouthshire and Newport 

Mr. L. Lewis (chairman); Drs. A. Arthur, J. C. H. Bird, 
R. J. S. Doherty, J. Powell Jenkins, C. G. Mackay, G. W. 
Parry, J. H. Verwey. A f 
Montgomeryshire 

Mr. J. D. K. Lloyd (chairman); Drs. L. J. F. Bull, 
J. Fitzgerald Clarke, D. E. Davies, Maldwyn I. Jackson, 
R. Davies Jones, H. G. Pinker, A. Gordon Smith. 


Newcastle-on-Tyne l 

Lord Westwood (chairman); Drs. T. H. Bates, J. Russell 
Campbell, H. H. Goodman, W. Herbertson, M. Macnaughton, 
R. H. Raine, H. Russell, W. S. Walton, H. F. Wattsford. 


Northumberland 

Mr. D. C. West (chairman); Drs. H. S. Brown, H. Dickie, 
G. W. L. Kirk, W. C. Lowry, M. Maclean, J. McDonald, 
J. B. Tilley, A. K. Towers. 


Pembrokeshire 

Mr. J. E. P. Morris (chairman); Drs. J. A. K. Douglas, 
W. F. T. George, D. Harvard, E. J. Jones, J. H. Owen, 
D. H. Pennant, E. Roland Williams, J. O. Williams. 


Plymouth , 
Mr. J. R. Baker, J.P. (chairman); Drs. T. M. Jamieson, 


W. E. Lishman, W. A. Lister, T. T. P. Murphy, T. Peirson, 
Mabel Ramsay, H. C. S. Reid, J. W. G. H. Riddell. 


Southend-on-Sea 

Mr. H. H. Burrows (chairman); Drs. G. Foster-Smith, 
H. W. Greenwood, H. F. Hiscocks, A. W. Holthusen, D. 
Kennedy, J. Stevenson Logan, C. E. Pearsons, J. G. Weston. 


Suffolk (West) 

Sir Gilbert Stone (chairman); Lady Briscoe, M.B., Drs. 
J. W. Bromley, J. Davis, H. F. Everett, D. C. McClure, 
C. T. E. Parsons, N. Stevens, H. A. Ware. 


Swansea 

Mr. R. A. Wetherall (chairman); Drs. T. H. Anderson, 
W. V. Howells, R. Jamieson, F. M. Lloyd Jones, G. A. M. 
Madel, Urban Marks, William Parker. 


Wolverhampton 

Alderman W. Lawley (chairman); Drs. C. A. Day, R. S. V. 
Marshall, L. B. Paling, Jessie Pringle, A. V. Russell, L. C. 
Rutter, C. L. Spackman. 
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In England Now 
A Running Commentary by Peripatetic Correspondents 


AT the International Conference of Physicians it was 
interesting to hear about the man who, after the 
ligation of his ductus, ran a hundred yards in 10 
seconds and a mile in 5 minutes, and won a boxing 
championship. Would that experts would devise some- 
thing to enable visitors to such conferences to endure 


_ the marathon of 3 hours of scientific papers without a 


single break for leg stretching, wakening up, restoring 
fluid balance, attending to nature, or easing seat-ache. 
I wish something could be done to make the organisers - 
of these conferences more humane. Could they not allow - 
just one break of 5 minutes in a 3-3'/, hours’ session ? 
Could they not provide some fluid refreshment—if not 
tea or coffee, at least some orange squash—to revive the 
spirits of the audience ? Failing that, perhaps they could 
hand out amphetamine tablets, or some gentle quick- 
acting soporific, according to taste, to see the wretched 
visitors through to the ordained end. 

In my view papers should be limited to 15-20 minutes 
to shorten the period of suffering and introduce more 
variety. And some sort of telescope should be supplied 
to people in the rear part of the hall to enable them to 
see the minute marks on the screen which the speaker 
alone knows represent words and figures. Speakers 
should have learnt by now that not more than 5000 
words, 50 diagrams, and 20 graphs on a single slide can 
be fully grasped in the 30 seconds allowed for seeing it. 
Cannot the selection of subjects for projection on the 
screen, the technique of slide-making, and the lighting 
in the projector be improved, so that the slides show 
what they are supposed to show? For not more than 
two out of ten slides or plates projected could be properly 
seen or understood by the rear half of the audience. 
Still, we were well compensated for these discomforts by 
the Guildhall dinner and Winston’s speech. 

* * xk 


At 9.15 exactly the two halves of Tower Bridge lifted 
lazily skywards, a couple of arresting blasts came from 
the whistle, the band played “ Oh! What a Beautiful 
Mornin’ ! ” and the P.S, Silver Heron paddled sideways 
into mid-stream, en route for Southend. The voyage 
to the mudflats of the east has been undergone this 
summer, with publicly-reported enjoyment, by such 
widely separated temperaments as Mile. Mila Parely, 
the French film actress, and our Mr. Herbert Morrison. 
Now this is to place an record that practically the entire 
resident staff of St. Ethelred’s were among the thousand- 
odd souls queueing on Tower Hill one recent Sunday 
morning who had heard the traditional call of the sea 
in their British ears. Most of them had also heard 
that the bar would be open from the moment of departure. 

We floated gently on the thick Thames water with a 
pleasant motion that discreetly suggested shipboard 
without the remotest possibility of inducing sea-sickness 
in anyone. The ugly uneven London waterfront slipped 
leisurely past us on each side, the grimy warehouses, 
mildewing wharves, and gaunt bomb ruins crowding in 
the picture of general abandonment by civilisation 
characteristic of dock areas all over the world. Masts 
and funnels stuck up occasionally above the buildings 
screening the docks, imparting a splash of colour and a 
slightly surrealistic tifrn to the drab scenery. Meanwhile, 
loud-speakers doggedly pointed out official objects of 
interest on the bank, and the weather already gave 
promise of developing the most enormous thirst-raising 
properties. | 

By the time we had passed between the giant pylons 
that carry power from bank to bank (‘‘ The cables sag 
110 feet in the middle,” said the loud-speaker) those 
friendships which are well known to be struck up rapidly 
on board ship had already come into being. This matey- 
ness was encouraged by the very close proximity of one’s 
fellow voyagers. The vessel was as crowded as the Ark 
and appeared to contain an almost equally assorted 
collection of passengers. But as the ship had seen service 
in two wars (so the plaque under the bridge told us) 
and had paddled equally sedately away from the beaches 
at Dunkirk, the load probably left her entirely unworried. 

Voices became heartier, bursts of laughter rang 
across the packed decks, and here and there singing broke 


= “Then I shall take the PH.D. and D.Sc.” 
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out, with all sorts of tunes from the latest at the Palais 
to- ‘“ Knees Up Mother Brown ” (with actions). It’s 
remarkable how on any uninhibited binge of this sort 
it’s always the Mothers of Ten, the solid old dears who 
at other times are pillars of the varicose-vein clinic, who 
start the singing, dancing, and other horseplay that 
drag the proceedings down to the expected level. 
As the sun rose higher in the sky it forced up a 
wonderful crop of headgear on the ship’s company, 
ranging from one pukka white-topped yachting cap 
(on a wearer one suspected had never seen a yacht) 
down to the unimaginative handkerchief folded at each 
corner. All the young women tied on enormous paper- 
and-cellophane affairs printed with an alarmingly inviting 
slogan that they had, I hope, as little intention of 
ratifying as théy. offered natural inducement to do so. 
Above all the impassive‘ captain guided his vessel past 
the ferries and lighters, the tugs and colliers, thè wrecks 
and dredgers until the Thames stretched further away 
on each side and the bank became more distant than a 
bottle-throw. | 

The presence of a pier at Southend should surprise 


nobody, but on first regarding its length one can’t help © 


‘experiencing a sort of awe invoked by the first sight of 
elephants, giant Cunarders, heavyweight boxers, and 
other objects greatly in excess of the accustomed size. 
Its long arm thrown over the mud separated the immi- 
grants from the delights of their destination as firmly 
as the Red Sea separated many of their forefathers from 
another Promised Land. Allowing for the negotiation 
of the pier, we had four hot and colourful hours ah 
of us, which we decided to squander at one of the amuse- 
ment parks. This enclosure turned out to contain more 
emetic machines per acre than any other piece of land in 
Europe. For a shilling one could be propelled up, down, 
forwards, backwards, sideways, or any combination 
thereof at supersonic speeds. One could be shot down an 
almost vertical tram-line in a sort of assault boat into a 
tiny pond of shallow water. One could speed down a 
heavily banked spiral chute on a mat—at least, one 
began with a mat. One could hurtle through space 
(mainly directly downwards) along the complicated 
scaffolding of the switchback, which one approached 
with the forced bravado of a French aristocrat mounting 
the guillotine. If nothing else, our vestibular systems 
had plenty of exercise. l 

-~ We looked in at What the Butler Saw (he must have 
been horribly disappointed), we peered over the Wall of 
Death, and we rolled balls into little holes where, for an 
immense outlay, one could eventually win back a chipped 
ashtray with Margate on it. We patronised a real and 
quite inadequately fenced-in flea-circus. And we con- 
sumed cockles, whelks, ice-cream, jellied eels, tea, and 
shrimps, in that order. You see, we were determined to 
do the thing properly. . 

On the way back, as the river narrowed and the 
waterfront softened into a kind twilight haze, we col- 
lected together in the stern and sang old ballads. If our 
return had neither the adventure nor the charm of the 
homecoming of Stephen Leacock’s Knights of Pythias, 
at least it had some of the melody. We sang of 
Macnamara and his Band, of O’Reilly and his House, 
of the adventures of those red plush trouserings, and of 
the disastrous quart d’heure of the baker’s boy, humming 
certain stretches. As we drew alongside a worried steward 
approached us. ‘‘ Excuse me, sir,’ he began, ‘‘ I was 
just ’avin’ a bet with my mate. We usually manage to 
place most of our unusual passengers, but your party’s 
got us beat. You’d be theatricals, wouldn’t you? ”’ 
he added hopefully. We denied such distinction modestly. 
“« Just a crowd of Bevan boys on the loose,” we told him. 

xk xk w 

“Were next,” said the Indian. ‘‘I never get a worth- 
while viva—the minute they see I’m pigmented, they 
always start on tropical diseases.” ‘‘ Will you be qualified 
if you get through this lot? ” I asked. “Oh,” he said 
cheerfully, ‘‘ I’m qualified already—in fact I’m a lecturer 
in India. But I have to get the M.B. so that I can take my 
M.D.” “And what will you do when you’ve got it? ” 
“ And what 
next? ” “Wel, I’d really like to be a violinist. But 
I’ve passed all the music exams. I asked if there weren’t 
any higher ones I could sit, and they said no, now you 
can only play your fiddle.” , 


ead | 


Letters to the Editor 


THE CLINICAL PATHOLOGIST 


Sir,—In your leading article on Sept. 20 you ask 
among other questions whether the development of 
clinical pathology was led by clinicians striving to 
combine the clinical approach with first-hand knowledge | 
of laboratory methods, or by laboratory-trained workers - 
wanting to come more closely to grips with bedside 
problems. | a 

It is difficult to define clinical pathology, of which its 
first professor in this country has said that, like con- 
version and love at first sight, to be known it must be 
experienced. Of the Association of Clinical Pathologists, 
may I say that it came into existence in 1927 as the result 
of the efforts of medical practitioners falling into your 
second category ? I myself played some part in the 
formation of the association ; my experience both as a 
medical student and later in the R.A.M.C. during the 
first world war made me conscious of the divorce then 
existing between clinical. medicine and laboratory 
practice ; when called to be the first pathologist to the 
newly founded laboratory of the clinical units of 
St. Thomas’s Hospital, it was my prime function to 
bring these two branches of medicine again into that 
healthy and fruitful union maintained in the great days 
eee Bright, Addison, Gull, Sutton, and many 
others. 

Later it was impressed upon me that in the provinces, 
then as now served mainly by the non-teaching hospitals, 
the need for such a reinsemination of clinical medicine 
by its basic sciences was even greater than in London 
or the other university centres. Having moved into the 
provinces I there found many pathologists who were 
as anxious as myself to pursue the basic pathological 
sciences in relation to clinical medicine; but who, 
through isolation and lack of encouragement, assistance, 
and support, found themselves hampered and thwarted 
in their task. The early members of the Association of 
Clinical Pathologists were almost without exception 
attached to provincial hospitals and only very few to any 
university ; this is now far from being the case. we 

The association thus came into being as a result of the 
need felt by- workers in the smaller provincial hospitals. 
It is in these hospitals that the greater part of the medical 
and surgical work of this country is and will continue to | 
be done, and it is in these hospitals that the greater 
number of clinical pathologists are and will continue to 
be found. 

This is not to say that the department of clinical 
pathology is not also required in university centres. 
In these a high degree of specialisation in all branches of 
pathology exists and must continue to exist; but, as 
is pointed out in the Goodenough report, the need still 
remains for a correlating department both as between 
the highly specialised sectional departments of pathology, 
and as between these and the clinical departments. : 


S. C. DYKE. 


Wolverhampton. 
BRAIN AND MIND 


Sir,— Your leading article on Sept. 6 reminds us 
that whenever the observed facts contradict our theories 
we must question our assumptions. The ‘“‘ mind-body ” 
problem has reached an impasse. The observed facts 
have burst the bounds set by current theories of the 
relation of brain and mind. Philosophers, psychologists, 
and physical scientists seem to agree on that. 

The currently accepted subdivision of life or of 
experience into two parts, mind and matter—energy ' 
and idea—is, I suggest, too simple to embrace the 
facts and too vague to be scientifically useful. 

What we call mind includes two different and dis- 
tinguishable kinds of experience—two types of vital 
phenomena. There is ‘‘mind that appears to run 
parallel with bodily activity.” This kind of mind is 
studied by the student of ‘‘ psyche-somatics.’”’ As 
Dr. Power (Sept. 20) says: ‘‘in certain cases motor 
and mental repetition can be demonstrated to occur 
together.” But psyche-somatics does not embrace the 
whole of mental experience. There is also “ mind ”’ 
that appears to determine in measure the actions and 
reactions of the psyche-soma-—mind that is able to 
will, to initiate, to choose between alternatives, and to 
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value one action or thought rather than another. Are 
we wise in secluding all these latter activities of mind 
from our consideration when we attempt to formulate 
a theory of the relations of brain and mind or of body 
and mind? The “will” does not appear to run in 
parallel with the body; on the contrary it appears to 
conflict with the psyche-soma. My view is that at 
least a three-fold analysis of the living human organism 
is demanded by the simple facts of observation. I 
suggest that some hypothesis that allows a place for 
“ spirit” as a third factor, or group of factors, in the 
determination of living states is urgently called for 
today. The residuum of will and spirit cannot safely 
be neglected or left out of our consideration. 

The phenomena of perseveration to which Dr. Power 
alludes support my view. The conditions in which 
perseveration occurs, and of which Dr. Power gives some 
examples, seem to me to be explicable upon the simple 
hypothesis that injury or toxemia produce a temporary 
severance of the pathway by which the will or spirit 
normally intervenes to modify experience and reaction. 
It is as if the organism deprived of its ‘‘ spiritual’ factor 
continues to run on in a mechanical, clocklike fashion. 
In such states new trains of thought and action cannot 
be initiated because that third factor is not operating. 
Sleep, hysteria, alcoholism, obsessional states, and many 
psychiatric phenomena provide further examples of this 
break in the linkage between the spirit and the psyche- 
soma. 

Mental science can make little progress whilst it is 
bemused by utterly inadequate and false theories about 
mind and matter, and their relations. The time has 
surely come to reintroduce the age-old hypothesis of 
a ‘“‘ third factor °’—namely, that of will-spirit, or the 
“ self that values ’’—into our current philosophies. 


Worcester. HowARD E. COLLIER. 


SOCIAL MEDICINE 


SIR, —At the International Conference of Physicians 
the place of social medicine in the curriculum was 
discussed. As a general practitioner I should like to 
suggest a possible means by which these ideas can be 
put into operation in our daily work. The necessity for 
tackling everyday problems on the lines of social 
medicine is constantly before us, but facilities for 
. practising such methods are entirely lacking. 

In the new health service I hope it may be possible for 
general practitioners to have the assistance of social- 
service personnel. But our almoners are in short supply, 
and their skill must be used mainly in hospitals.. Would 
it not be possible to organise a service of voluntary 
workers, or part-time paid workers, on the lines of the 
care committees who for so many years have done 
invaluable work in the elementary schools? These 
women, under a trained welfare worker, do home visiting, 
and help parents to carry out the instructions of the 
school doctors. A similar service, under trained super- 
vision, could help give effect to the’a.P.’s instructions in 
numberless types of cases, more especially where cases 
need handling in terms of hygiene. 

As an example, take the country girls who come to 
our towns for their first jobs. Though most are essentially 
healthy, their physiology. is often upset by -the changed 
environment. After a preliminary consultation with 
their doctor they would be greatly helped by a visit 
from a social worker who could help them with their 
diets (many of these girls know nothing of cooking and 
have only a gas ring on which to make a meal), advise 
them as to the various ways in which they can use their 
leisure (many of them have never heard of youth clubs, 
cycling clubs, &c., and would have no idea how to join 
them), and give them informal friendly help. 

We must scrutinise with care the balance-sheet of our 
trained workers, and use them to the best advantage. 
They must not be wasted in work which does not make 
full demands on their knowledge and experience. ‘The 
tradition of part-time voluntary work under trained 
supervision is strong in England. In the new organisation 
of our health services it must surely be possible for the 
latter to supplement the former, especially in the field 
of general medical practice. i 


London, S.W.10. A. E. B. HARDING. 


SOCIAL MEDICINE 
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' THORACO-ABDOMINAL APPROACH FOR 
i GASTRECTOMY i 

S1ir,— Your annotation of Sept. 6 (p. 361) raises many 
interesting points in connexion with the surgical exposure 
of the lower thorax and upper abdomen. The pros and 
cons of the abdominal, thoracic, and abdominothoracic 
methods of approach are clearly stated. In my opinion, 
the abdominothoracic approach has all the advantages 
and none of the disadvantages of the two other methods, 
provided the position of the patient is correct and the 
incision properly planned. . 

I began using the “angular abdominothoracic”’ incision 1 * 
some 3!/, years ago, in connexion with direct irradiation of 
cancer of the stomach. The first occasion was for a carcinoma 
of the abdominal cesophagus. While recognising the great 
advantages of this exposure over a purely abdominal approach 
for direct irradiation and radical surgery of the stomach, I soon 
had reason to change the exposure to the “ oblique abdomino- 
thoracic ” incision ! ? for the reasons already stated elsewhere. 

The unsuitability of the transthoracic approach for direct 
irradiation was explained at a meeting of the Royal Society 
of Medicine on Feb. 6, 1946 %: “ Due to the tendency 


of the growth to spread along the stomach or to lymphatic . 


glands towards the mid-line or beyond, exposure must be 
made to enable the irradiation to be directed in an antero- 
posterior plane, otherwise uniform irradiation of the tumour 
area would be impossible.” I feel that it is generally unsuitable 
for the surgical approach to tumours of this area for the same 
reason. For, as I said, ‘‘ as regards estimating the extent of 
spread of the disease, laparotomy is essential, since the spread 
(from both lower cesophagus and cardia) is usually below the 
diaphragm. Spread to the posterior mediastinum can be sought 
for when the thorax is opened. There is some difference of 
opinion as to when the laparotomy should be done, but it 
would seem to be unwise, and unfair to the patient, to open 


his thorax and divide his diaphragm before we know the 


extent of spread in the abdomen.” I went on to explain that 
Garlock ‘ favoured a separate laparotomy through a small 
upper left paramedian incision some seven to ten days before 
the main operation (transthoracic approach), while Churchill 
and Sweet ê carried it out immediately beforehand. Garlock ® 
has more recently come round to the combined abdomino- 
thoracic approach, but he explores the abdomen through an 
upper left pararectal incision, which may be extended into 
the thorax through the ninth left interspace. 

The one disadvantage of the abdominothoracic approach 
compared to the transthoracic is the longer time taken to 
open and close the wound. But the tremendous advantages 
of direct and easy exposure of the whole upper abdomen and 
lower thorax outweigh this. I have found the most convenient 
position of the patient to be lying on the right side, with 
about 30—35° tilt from the supine position, when using the 
oblique abdominothoracic incision for either surgical excision 
or direct irradiation.? This position is adequate to swing the 
heart and pericardium to the right and give free direct 
exposure of the lower oesophagus, while it is devoid of the 
disadvantages of the “ customary position of the patient during 
a posterolateral approach.” Firm pillows and sandbags .will 
maintain the position, without the help of Garlock’s hip-strap. 

It is interesting to see that both Mr. N. C. Tanner 
and Mr. P. R. Allison have come round to the abdomino- 
thoracic approach since the Royal Society of Medicine’s 
meeting at which they were the opening speakers. The 
abdominal part of Mr. Tanner’s incision is somewhat 
similar to the corresponding part of my oblique abdomino- 
thoracic incision. I cannot agree with him that a postero- 
lateral thoracotomy is best if dealing with pri 
carcinoma of the cesophagus above the level of the 
cardia, for the reasons I have already given. 

While I have not on hand any record of Mr. Allison’s 
remarks at the recent Oxford meeting of the Association 
of Surgeons, in his letter of Sept. 13 he seems to come 
down very solidly in favour of the abdominothoracic 
approach; but he does not agree with the distinction 
between abdominothoracic and thoraco-abdominal. Of 
course there is no point in distinguishing between them 
1. Fairchild, G. C., Shorter, A. Lancet, 1945, ii, 522. 

Fairchild, G. C., Shorter, A. Brit. med. J. Aug. 16, 1947, p. 243. 


2. 

3. Shorter, A. Proc. R. Soc. Med. 1946, 39, 420. : 
4. Garlock, J. H. Surg. Gynec. Obstet. 1941, 73, 244; Ibid, 1942, 
5, 
6. 


74, 555. 
Churchill, E. D., Sweet, R. H. Ann. Surg. 1942, 115, S97; 


116, 566. 
Garlock, J. H. Surg. Gynec. Obstet. 1946, 83, 737. 
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provided the abdomen is explored first in each case, ` 


before the incision is continued into the thorax. But 
he does not appear to do this. Apparently he explores 
the abdomen first in a ‘ primary gastric growth .. . 
when serious doubt exists about the operability.” I 
maintain that itis often not possible to decide before 


operation whether a tumour is primarily gastric, or from 


the abdominal or thoracic cesophagus. Also, I feel that 
it is seldom, if ever, possible to be sure that any tumour 
in this area is operable, as regards the extent of spread 
of the disease or the fitness of the patient for operation, 
without exploring the abdomen.’ I strongly disagree 
with Mr. Allison’s suggestion of exploring the thorax first 
in dealing with primary growths in the lower cesophagus, 
or usually making a complete exposure, because of the 
possibility of metastases in the abdominal lymphatic 
glands. Should ‘radical treatment” (presumably 
excision) be impossible, the only other methods justifying 
a “ complete exposure’’ are direct irradiation (which he 
does not mention) and palliative resection. But even if 
the former is contemplated the abdomen should be 
explored first, as discussed above. The only other 
palliative operation worth consideration is gastrostomy. 


Although this is a very worth-while procedure, it hardly 


calls for a “complete exposure.” 


Mount Vernon Hospital, Northwood, ALAN SHORTER. 
esex. 


SCHISTOSOMIASIS . 


SR,—Among the few post-mortem examinations that 
have been made on persens dying whilst undergoing 
the “lightning cure” for schistosomiasis no record 
has appeared of the presence of dying worms in the 
pulmonary system or other sites where the dislodged 
parasites were found in sheep similarly treated with 
massive doses of antimonium potassium tartrate. 

It would be interesting to know whether this new form 
of treatment has been favoured in the Far East, where, 
however, sodium preparations of the drug might tend to 
influence unduly an already impaired liver. Such a liver 
would probably be less capable of dealing with the 
successful destruction of a large number of these 
elongated parasites of the blood-vessels. | 


Durban, Natal. F. G. CAWSTON. 
-= DIAGNOSING AMŒBIASIS 


SıR,—Dr. Robertson’s case of acute amcebiasf com- 
plicating cholecystectomy, reported in your issue of 


| Sept. 6, is another warning that the infection must be 


seriously considered in all cases of colitis, and even of 
obscure abdominal or hepatic symptoms. 

Our knowledge of amoebiasis has advanced so much 
during the, last few years that the textbooks have simply 
fallen out of step. . The practitioner who still expects to 
find ‘‘ blood and mucus ” in the stools, or at least the 
history of such occurrence, is likely to miss quite a few 
cases of chronic infection. It is still not sufficiently well 
known that amoebiasis may be present without any 
history of dysentery ; however in most cases there will be 
a history of irregularity of the bowels and, perhaps bouts 
of profuse diarrhcea with loose motions at other times, 
and obscure abdominal pain; and some patients will 
volunteer the observation that they seem to be using more 
toilet paper than they ever did before. 

It is also not sufficiently known that acute or chronic 


“ amoebiasis can exist in people who have never been in 


the tropics. Edson and others! described 39 cases in 


an American camp in Northern Ireland among fresh . 


troops who had nevet been outside the U.S.A. Of these 
39, 12 had never even been in the southern States where 
amoebiasis is known to occur. In one division 20% of 
the food-handlers were found to be carriers; and such 
carriers are likely to appear in this country among the 
soldiers returning from the Far East. - 

In Edson’s series of 39, only 7 had history of ‘‘ blood and 
mucus ’’; the others complained merely of irregularity 


_ of the bowels, of obscure abdominal pains and disten- 


sion, and of growing fatigue. They could fall asleep any 
time during the day, but sleep was not refreshing. Apart 
from the signs of colitis this fatigue is one of the most 
constant signs of amebiasis, together with some enlarge- 


1. Edson, J. N., Ingegno, A. P., D’Albora, J. B. Ann. intern. Med. 
1945, 23, 961. . 
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ment of the liver downwards or upwards and an area of 
pain or tenderness in the right lobe. These last two signs 
rapidly disappear after the first few injections of emetine. 

In a military hospital I saw lately two unsuspected 
cases of chronic amoebiasis. ; 

Case 1.—A regular soldier of 39 years complained of loss 
of weight, loss of appetite, shortness of breath, dry cough, 
and retrosternal pains. He looked ill, and the first clinical 
impression suggested growth of the lung. However, all chest. 
investigations were negative, the X-ray film showing increased 
vascularity of the right base. The liver was found to be very . 
tender on pressure in the anterior axillary line. Sigmoidoscopy 
and stool examinations were strongly suggestive of amebiasis, 
but not conclusive. There was dramatic response to an anti- 
amoebic course. There was no history of ‘‘ blood and mucus.” ~ 


CasE 2.—A soldier of 27 complained of loss of weight, 
fatigue, indigestion, and obscure abdominal pain. A few 
bouts of “ Egyptian tummy” (short attacks of profuse 
diarrhea) were admitted. Suspicion arose when localised 
tenderness in the ascending colon was found, together with 
tenderness of the right lobe of the liver. Typical amoebic 
ulcers were demonstrated by sigmoidoscopy. The response 
to emetine was dramatic. - 


It should be borne in mind that the infection is very 
insidious in its onset; and the organism is not easily 
identified in the stool. It sometimes can be seen after 
a double dose of salts, or by a penicillin enema ; 
specimens must be then examined during one day. But 
sometimes there is nothing more to go on than suspicion. 
The latest edition of the War Office memorandum ? rightly 
recommends the therapeutic use of emetine in these cases. 

Valuable time is often wasted by denying the patient 
an initial course of succinyl sulphathiazole, with con- 
current penicillins The best results are obtained by 
giving ten injections of emetine gr. | daily after five days 
preparation with succinyl sulphathiazole; during the 
emetine treatment penicillin 300,000 units is given 
8-hourly. This course is followed by eight doses of 
emetine bismuth iodide gr. 3 at night ; concurrently 
‘ Diodoquin’ may be given, and vitamin-B compound 
tablets and a high-protein diet are recommended. The 
ten emetine injections are essential only in cases of liver 
involvement; but this is nearly always present in the 
chronic form of the disease. 

Cambridge Hospital, Aldershot. 


URETHANE AND STILBAMIDINE IN MULTIPLE 
MYELOMA 


| Srm,—I read with’ interest Dr. Alwall’s article and 
your annotation in the issue of Sept. 13. The annota- 
tion refers to the “ dissociated trigeminal -anzsthesia 
that may occur as a delayed sequel to treatment with 
stilbamidine. May I underline this reference ?' 

We found that this sequel, which we looked on at. 
first as rare and interesting rather than serious, occurred 
in more than half the cases with which we maintained 
contact, and, though in the majority the symptoms were 
slight and needed a leading question to elicit them, they 
might be severe and dominate the patient’s life for 
months or even years. One of our patients was in a 
suicidal mood as a result of tingling, formication, and 
hyperesthesia of the affected area for several months. 
The neuropathy usually appeared 3-4 months after the 
termination of treatment. On account of this sequel 
and a suspicion regarding the rare occurrence of graver 
sequele, I have for some time recommended that this 
drug should be reserved for proven antimony-resistant 
cases. More recently, Lieut.-Colonel W. H. Hargreaves, 
R.A.M.C., has found that trigeminal neuropathy followed 
in almost every case in which he used the drug.* We 
did not observe it in any case where we used the far less 
effective (in kala-azar) pentamidine (4-4’-diamidino- 
diphenoxy-pentane). be toad 

It seems possible that stilbamidine is coming into more 
general use in this country, so I feel that a warning 
should be issued here. Colonel Hargreaves has, I know, 
already called attention to the danger of this drug in the 
United States. 

London, W.1. 


A. ERDEI. 


L. EVERARD NAPIER. 


2. Medical Diseases in Tropical and Sub-Tropical Areas. H.M. 
Stationery Office. 1946. 
3. Milit. Surg. 1947,-100, 212. 
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EFFECT OF BENADRYL ON GASTRIC ACIDITY 


Sir,—It is generally agreed that the acid gastric juice 
plays an important part in the production of simple 
peptic ulcers. The most reliable methods of producing 
‘* peptic ulcers’’ experimentally—e.g., the diversion of 
the alkaline duodenal contents into the ileum or the 
implantation of histamine in beeswax—are all based on 
the assumption that the acid gastric juice is the main 
factor concerned in ulcer formation, and this assumption 
underlies both the experimental quest for the best type 
of surgical procedure, and the work of Schiffrin and 
Ivy on enterogastrone, the latest of the inhibitors 
of gastric secretion. 

Secretion of gastric juice is initiated by three waves 
of stimuli: (1) those of psychic origin acting through 
the vagi; (2) those of gastric origin, which are of two 
main types, including the direct action of the products 
of digestion, 
and the mech- 
anical and 
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whose action 
are unknown. 
All -these 
a stimuli appar- 
ently act ultimately through the agency of histamine, 
which is the strongest pharmacological stimulant to acid 
secretion that is known, and which has a selective and 
direct action on the parietal cells. 

‘ Benadryl’ being an antagonist of histamine, I decided 
to test its power to diminish the acidity of the gastric 
secretion. It was therefore given by mouth to a few 
patients with diseases in no way connected with the 


stomach and 


Fig. iia showing free acid secreted by eight 
patients in each ?/,¢ hour of a fractional gastric 
analysis, with and without benadry!. 
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the first two 
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was given; 


produced a 
definite in- 
crease in both 
the free and 
total acidity in 
both patients, 
the amount given was increased to 300 mg. in the later 
trials, but with exactly the same results (fig. 1). Two 
other patients were tested also ; in one of them, who had 
a duodenal ulcer, there was a huge increase in the 
acidity of the fasting contents, in spite of the fact that 
. 300 mg. of benadryl had been given (fig. 2). The 

investigation was stopped because the findings confirm 


1. Schiffrin, M. J., Ivy, A. ©. Arch. Surg., Chicago, 1942, 44, 399. 
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Fig. 2—Free acid secreted by a patient with an 


active duodenal ulcer, with and without 
benadryl (300 mg. by mouth). 
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those of McElin and Horton? and Moersch and 
Rivers,? and because Crane et al. have shown 
experiméntally that benadryl does not protect guineapigs 
against the development of ulcers after the implantation 
of histamine in beeswax. 

My experiments seem to show that benadryl is unlikely 
to prove effective in the treatment of gastric and 
duodenal ulcers, and they throw some doubt on the 
hypothesis that the ultimate stimulus to the parietal 
cells is normally histamine. The sharp rise in gastric 
acidity which follows administration of benadryl should 
be remembered when this is given to relieve 
bronchial spasm or anaphylactic shock in patients with 
peptic ulcer. | 

I wish to thank Mr. R. L. Newell for his help in the 
presentation of this work. 


Manchester Royal Infirmary. F. S. A. DORAN. 


GASTRO-ENTERITIS AND MASTOIDITIS 


Srr,—I would like to endorse the observations 
(Sept. 13) of my friend Mr. McGibbon. His point is that 
the middle-ear infection is caused by the passage of 
infected vomitus from the nasopharynx up the eustachian 
tube, and not by a blood-borne infection. This assertion 
is supported and amplified by a case of my own in which 
a well-developed infant of 14 days developed otitis media 
which proved to be tuberculous. The organism was 
considered to be of the bovine type; and this led to the 
discovery that the milk supplied to the child was tuber- 
culous. Furthermore it had been the mother’s custom 
to feed the infant lying flat on its back; and, if the 
flow through the teat was free, milk was often noticed 
in the child’s nose. In other words, there was recurring 
regurgitation of tuberculous milk into the nasopharynx, 
with ultimate infection of the middle ear. Another 
suggestive point is the frequency of otitis media or its 
residua in children with cleft palate, in which condition 
nasopharyngeal regurgitation can readily take place. 

' The following prophylactic measures therefore com- 
mend themselves : 

1. Babies should be fed in the sitting position. 

2. Weakly infants with gastro-enteritis should be 
nursed in the lateral position, so that there is less risk 
of vomitus reaching the nose and nasopharynx. This, 
of course, demands unremitting nursing attention. 

Liverpool. JOHN ROBERTS. 


SALMONELLA IN THE BACK-YARD 


Sm,—Your annotation of Aug. 23, does not emphasise 
the recognised importance of different animal species 
as possible reservoirs of human salmonella infections in 
this country. Reference is made to the danger of 
S. typhi-murium food-poisoning from the cqnsumption 
of inadequately cooked duck eggs, and to that section 
of the Medical Research Council report > dealing with 
the isolation of salmonellas from the mesenteric lymph- 
glands of healthy pigs at slaughter. The annotation 
then continues: ‘‘ Other domestic animals may also 
have been invaded but there is no information on this 
point.” Ina survey of avian salmonellosis in Great Britain, 
Gordon and Buxton * have recorded the isolation from 
poultry of S. pullorum, S. gallinarum, S. typhi-murcum, 
S. thompson, S. enteritidis, S. california, S. bareilly, 
S. montevideo, S. anatum, and S. london. Later, the 
same workers reported S. oranienburg and S. bovis 
morbificans? as causing serious disease in chicks; and 
during May of this year S. cubana and S. brancaster 
were isolated from two separate hatches of turkey 
poults. During the first eight months of this year over 
ninety outbreaks of avian salmonellosis, excluding 
S. pullorum and S. gallinarum, have been recorded at 
this laboratory; and the organism most frequently 
encountered has been S. thompson. | 

The-importance of poultry as a possible reservoir of 
salmonella infections from both the agricultural and 
public-health points of view is fully realised by the 
veterinary profession. Investigations into the methods 


2. McElin, T. W., Horton, T. B. Proc. Mayo Clin. 1945, 20, 417. 
3. Moersch, R. U., Rivers, A. B. Gastroenterology, 1946, 7, 91 
4. Crane, a eee S., Dailey, M. E. Amer. J. digest. 

e > Oo . 
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of controlling salmonellosis of animal origin are being 
carried out. After S. pullorum (bacillary white diarrhoea 
of chicks) and S. gallinarum (fowl typhoid), S. thompson 
and S. typhi-murium are the commonest salmonella 
types found in poultry in this country ; and much recent 
research has been directed against these types.* The 
common methods of egg contamination in the case of 
S. thompson infection of fowls and S. typhi-murium 
infection of ducks have been demonstrated, and work 
is now in progress on practical methods of egg disin- 
fection. 

Similar investigations into the incidence and control 
of salmonellosis in other domestic animals, especially 
S. dublin infection of cattle,’ have also been in progress 
during the last two years. It is hoped that from these 
results a clearer understanding of the relationship 
between salmonella infections in man and animals will 
be jaa 

R. F. GORDON 


ry of Agricultur 
Veten Laboratory, Weybridge. A. BUXTON. 


STREPTOMYCIN TRIALS ! 

Srr,— With regard to your report (Sept. 13, p. 398) of 
my paper to the International Conference of Physicians, 
may I make it clear that the cases I discussed were only 
those treated at the Hospital for Sick Children, Great 
Ormond Street ? This hospital is but one of the many 
centres where the Medical Research Council clinical 
trials with streptomycin have been taking place. 


Hospital for Sick Children, . A. B. THIE. 
Great Ormond Street. pee BOA 


POLIOMY ELITIS IN SEMI-ISOLATED 
COMMUNITIES 


SIR;—One of the fundamental problems of the 


epidemiology of poliomyelitis is how the virus gets ` 


its teeth, and it is suggested that a study of outbreaks 
which have occurred or may occur in semi-isolated 
communities such as residential schools and children’s 
homes at different stages of the general high prevalence 
might throw some light on this problem. The essential 
object of the inquiry would be to find out how the disease 
behaves in such communities at different seasons of the 
year. These communities have been chosen because it 
should be easier to determine the number of subclinical 
cases 1? occurring in them than in the general population. 

I should be most grateful for information from doctors 
who have had or may have to deal with outbreaks in 
semi-isolated communities. In the first instance a short 
statement as to the approximate date of the outbreak, 
population at risk, and the number of definite and 
doubtful cases would make it possible to decide whether 
a more detailed investigation would be likely to con- 
tribute to the solution of tbe problem stated in the 
first sentence, of this letter. Subsequently it will be 
necessary to collect information in a more or less standard 
form for ease of analysis. I should also like to hear 
immediately when a first case appears in a previously 
unaffected community. 

Ministry of Health. W. H. BRADLEY. 


DEODỌRISING REFRIGERATORS 
Sir,— Dr. Marsh, who describes the use of a chloramine 
spray to abolish the odour of large refrigerating rooms 
(April 26, p. 576), may be interested to know that when 
I was studying the value of activated vegetable charcoal 
in the purification of water-supplies some years ago I 


tested this material as a deodorant for domestic refrigera- _ 


tors in which fruit, milk, and other dairy products were 
stored. About 3—4 OZ. of activated powdered charcoal, 
or twice this quantity of granular charcoal, was kept in 
an enamel saucer, nicely spread out to the rim, and 
allowed to remain on the top shelf of the refrigerator. 
The organic smell of the fruit and other food materials, 
which was very noticeable on opening the door, and the 


8. Gordon a F., Buxton, A. J. Hyg., Camb. 1945, 44, mos Peay ie 
Bull. Min. Hith. P.H.L.S. 1945, 4, 46. Wilson, J. E t. Rec. 
tote ee 57, fl. Gordon, R. F., Garside, J. S. J? PRA ‘Path. 

9. “a D Vv. Vet. Rec. 1946, 58, 211. Bythell, D. W. P. Ibid, 

10. See Casey, A. E., Fishbein, W.I., Abrams, A. Amer. J. Dis. 
Cmo. 1946, 72, 661. Annotation in Brit. med. J. Sept. 13, 
p ; 


refrigerating odour which was always present were no 
longer evident. The activated charcoal remained efficient 
and potent for from 7 to 12 days, depending on the 
quantity of stored materials and possibly also on the: 
intensity of the odour of some of the fruits. During 
this period the charcoal was turned and disturbed with 
an fingers every 2 or 3 days to bring fresh surfaces to the 
op. 


Madras. T. N. S. RAGHAVACHARI. 


PLASTIC ARCH-SUPPORTS 


Sır, —The value of arch-supports for weakness of both 
the longitudinal and the transverse arches has been 
debated for many years. A great variety of methods of 
treatment has been suggested. These include wedges 
placed at various points of the sole and heel; the 
Whitman brace made to a corrected plaster cast of the . 
foot; manipulation and immobilisation in the over- 
corrected position in plaster-of-paris; and _ callipers 
designed to correct both the leg and the foot. The basic 
idea in all of them is to make the patient walk with the 
foot in the straight or neutral position and to remove 
strain from painful areas. 

At least in a proportion of cases the mal-alignment of 
the foot appears to call for some type of arch-support. 
Lightness of weight and ease of manufacture and adjust- 
ment are important desiderata. A substance which 
appears to possess these attributes is a plastic developed 
at the beginning of the late war by the Du Pont 
Corporation in America. 

The American plastic is transparent, is light in weight, is 
impervious to any chemical reagent except some alcohols, 
and while rigid at body temperatures is sufficiently 
softened by a somewhat greater heat to allow of moulding 
and manipulation. When softened in this way it will 
conform to any shape or pattern and has been used 
instead of the customary plaster-of-paris cast in the 
treatment of spinal and limb deformities and fractures. 
It has also been used in the treatment of varicose ulcers 
of the leg to provide support, exclude air, and at 
the same time allow of inspection of the ulcer and 
surrounding skin. 

The method adopted is to take a plaster cast of the 
part. After setting, the cast is removed and a paper 
pattern made. The pattern is used to cut out from sheet- 
plastic of suitable thickness a piece which can be softened 
by heat and moulded to the plaster cast. When applied 
to the patient any defects, such as pressure points, are 
visible and can be remedied immediately by local 
softening and adjustment. Its advantages over plaster- 
of-paris are: 


1. Its transparency allows examination of the part without 
removal of the splint. 

2. Pressure points are visible and can be remedied at once. 

3. The splint is only a fraction of the weight of plaster-of- 
paris. 

4. Corrections of shape can be made without making a 
new complete cast. 

5. Being made in various thicknesses it 1s easy to choose 
whatever strength is required. 


For my experiments in making arch-supports I used 
‘ Perspex,’ supplied by Imperial Chemical Industries Ltd. 
The technique adopted was similar to that described by 


` MacGowan.! 


1. A slipper cast made with plaster-of-paris bandages is 
taken of the foot while at rest—i.e., non-weight-bearing, for 
it is when weight-bearing that deformity appears. 

2. While the plaster is still deformable any necessary 
correction of shape is made by digital pressure. 

3. After removing the plaster cast a positive is made, and 
on this the outline of the desired support is drawn with an 
indelible-ink pencil. A paper pattern is cut to conform to the 
outline and from it the necessary shaped piece of perspex is 
cut. 

4. The perspex is then heated until Pliable, placed on the 
plaster positive, and pressed until it conforms to every contour. 

5. The hardened support is finished by smoothing all edges. 
and by polishing. 


According to the amount of support required a suit- 
able thickness of perspex is chosen. It must be borne 


1. MacGowan, T. J.B. A. Lancet, 1943, i, 805. 
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in mind that whatever thickness is used there is a small 
amount of longitudinal resilience, though the transverse 
arch is almost completely rigid. Compared with the 
ordinary type these perspex supports have no weight, 
and do not cause additional fatigue to already tired feet. 


G. ENTWISTLE. 


FATAL SERUM REACTIONS 


S1r,—Deaths after the injection of various sera have 
been reported in THE LANCET on three occasions within 
twelve months.! The means for prevention and treatment 


Blackpool. 


of anaphylactic shock which were summarised in your 


annotations are far from satisfactory. 

In 1944 I published a method ? which appears to me 
to be sure and safe. It is an established fact that 
anaphylaxis does not develop in the presence of either 
local or general anesthesia. For this reason it is advised 
that 1% procaine with adrenaline be added to the serum, 
unless an operation is being performed under general 
anzsthesia—e.g., for wound toilet. Further details, 
including the theoretical and experimental basis of this 
very simple measure, may be found in my paper. In 
this way hundreds of serum injections have been given 
abso ay incident, and I can strongly recommend the 
method. 


` Biccur Cholim Hospital, Jerusalem. 


CRAMP AND SALT BALANCE 


Str,—In connexion with Sir Arthur Hall’s article 
= of Aug. 16 I should like to draw your attention to my 
. experiences with the prevention and treatment of these 
painful attacks during my work in Central Europe °? 
and in subtropical Palestine. 

The well-known fact that very severe cramp is caused 
by excessive water-loss through diarrhcea and vomiting, 
as in cholera, prompted me to try the effect of an increased 
water intake in the prevention of cramp in which no 
cause was recognisable. In most of my cases dramatic 
success was achieved by the simple expedient of making 
the patient drink 500-750 ml. of water before going to 
. bed, mostly without additional salt intake. This experi- 
ence supports Sir Arthur Hall’s statement that in most 
of those who suffer from cramp in ordinary life there 
is no evidence of disturbed salt balance. 

As to the cutting short of an attack, I worked out a 
manipulation on myself when trying to relieve the pain 
by all possible changes in the position of the affected limb 
and by active movement. Only particular movements 
were successful ; these consisted of the active contraction 
of the antagonists of the muscle in cramp, or, more 
easily, passive movement of the limb in the direction 
opposed to that of the contracted muscle’s action. 
In other words this muscle was stretched. Moreover, 
I was able to produce cramp in a predisposed muscle by 
shortening the distance between its origin and insertion. 
In relieving cramp it is essential to increase this distance 
as far as possible. With cramp of the calf muscles the 
required movement is dorsiflexion of the foot. With 
the common cramp of the extensor hallucis longus the 
fequired movement is forceful passive plantar-flexion 
of the big- toe; while with cramp of the peroneus 
leading to pronation of the foot abduction is helpful. 
Treatment of the less common cramp of the interossei 


G. WOLFSOHN. 


is more difficult. Most cramps, however, can be ended | 


in less than a minute by the method described; and 
where it cannot be readily applied relief is sometimes 
achieved by strong irritating stimuli—rubbing, scratching, 
or pricking—over the antagonistic muscles. 

The rationale of these procedures may be found in 
Sherrington’s theory of the functional interaction between 
agonists and antagonists in normal movements. 


Central Emek Hospital, F Š i 
Aftula, Palestine. S. FLEISCHMANN 


1. See Gardner, &. Lancet, 1946. i, 689 ; Annotations, Ibid, p. 694 ; 
Ibid, 1946, ii, 354 ; and bid, 1947, i, 602. 

2. Wolfsohn, G. Acta med. orient. 1944, 3, 11. 

3. Med. Welt, 1931, 5, 1125. 


Tue President of the French Republic has conferred the 
cross of the chevalier of the Legion of Honour on Dr. B. 
Ashworth Underwood, director of the Wellcome Historical 
Medical Museum. 


CRAMP AND SALT BALANCE 
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Public Health 


Salaries of Social Workers 


TRADITIONALLY, social work demands a sense of 
vocation ; and since those who feel a call to such service 
are less likely to have an eye to the main chance than 
others, it is perhaps inevitable that they have been 
somewhat poorly rewarded. Moreover, many of the 
first agencies to employ social workers were voluntary 
bodies whose funds were less substantial than the ills 
they sought to relieve; and the social workers they 
attracted were often people of some private means, 
who needed, at most, a supplement rather than an 
adequate living allowance. Though many public bodies 
now employ social workers, and some of these pay 
appropriate salaries, the tradition of poor rates of pay 
has persisted, and in the main colours the prospects of 
those who enter social work, whether in the service of 
voluntary or public bodies. 

A joint committee of the British Federation of Social 
Workers and the National Council of Social Service, 
under the chairmanship of Prof. T. S. Simey, was 
appointed in July, 1945, to consider salaries and general 
conditions of service in social work throughout the 
country, and to set up some machinery for their improve- 
ment. Their report? shows that many social workers 
in later life find themselves ‘‘ attempting to carry burdens 
for which their financial means are insufficient, and this 


‘is often a particularly cruel task when a man has to 


support a wife and young family, or, more frequently 
and typically, when a woman has to support her parents 
and possibly other relations as well.” Many voluntary 
agencies which pay low salaries are fully aware of the 
need to raise them but are completely unable to find 
the money. The committee feel that in such cases the 
volume of work should be restricted so that paid workers 
should receive a proper salary; and if an adequate 
full-time salary cannot be paid the work should be limited 
to what can be done by a part-time worker. 

They propose that a permanent joint committee 
should be maintained by the National Council of Social 
Service to establish salary scales and to keep up-to-date 
information on training, remuneration, conditions of 
work, and recruitment of social workers. It is note- 
worthy that ‘‘ the supply in this field of employment 
is lavish,” because it seems many people, especially 
women, are moved by a wish to help their fellows. This 
disposes of the argument, often heard when nursing 
recruitment is discussed, that the present generation of 
young women lack the wish to serve others. Despite 
poor remuneration, social work evidently attracts many 
girls who might make leaders in the nursing profession 
were they not repelled by conditions of hospital life. 

The committee consider that a social worker should 
have a good secondary education, or its equivalent, and 
that she should enter the work only through a recognised 


professional training course or a university course. More 
financial help should be available to enable students 
to take such courses at an appropriate age. They accept 


the following American criteria for deciding rates of pay : 

The basic determinant in all occupatjons should be a 
minimum standard of living. 

Professional workers are entitled to additional compensation 
if their work requires a longer time spent in study and 
special study, and requires more selective typos of skills 
than industrial occupations. 

There should be a range of salaries based on the greater 
value of the mature worker. 


The committee recommend that the rates for such 
qualified social workers as almoners, psychiatric workers, 
and probation officers should be taken as examples of 
the standards to be achieved, though without implying 
that these rates are satisfactory in themselves. The 
initial salary of a qualified social worker should be £300, 
and of the experienced worker (as distinct from the 
senior worker with administrative responsibilities) in 
the £350-450 range. Dependants’ allowances of not 
less than £26 for each child and £52 for each adult 
dependant should be paid, in addition to the amounts 


1. Salaries and Conditions of Work of Social Workers. Published 
by the National Council of Social Service. . 86. 2s. 6d. 


‘payable under the Family Allowances Act. 
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They also 
strongly advise all agencies without a reasonable super- 
annuation scheme to adopt that of the Social Workers’ 
Pension Fund or an equivalent. 


Food-poisoning 


Among recent outbreaks of food-poisoning have been 
two in Perthshire and one at New Southgate, London. 
`- Perthshire.—On Aug. 31, out of a party of 60 who had 
had a meal at 6 P.m., 56 became ill between 7 P.M. and 
10 P.M., 4 being detained in hospital. The evidence 
pointed to tinned corned beef, which had been opened 
and served i ediately. When seen next day the 
meat appeared to be perfectly sound ; but on examination 
the outer s ce was found to be heavily contaminated 
with Staph. aureus. The tin concerned was one of a 
consignment which had been distributed all over the 
area, mainly in small portions; but no further cases 
occurred. | i 

The second outbreak was traced to cream buns, and 
the causal organism was found to be S. typhi-murium. 
About 120 people in the Crieff neighbourhood were 
affected, and there was 1 death. Most of the cases were 
fairly mild; there was thus some delay in obtaining 
medical advice and the true position did not become 
apparent until the fourth day. Fortunately, on the 
sixth day two of the cream buns were discovered, and 
from these, as from the fæces of some of, the patients, 


S. typhi-murium was isolated. The synthetic cream in 


question,’ which is widely distributed over the country, 
was made up in the usual way. There have been no 
reports of cases elsewhere, and the source of contamina- 
tion is unknown. 

New Southgate——The outbreak here appeared on 
Sept. 12 among pupils attending a local school; 45 are 
known to have. been infected. Investigation showed 
that tinned salmon, supplied to some of the pupils for 
the midday: meal on Sept. 11, was responsible for the 
outbreak; 5 cases in children attending the junior 
school, who did not eat this salmon, appeared forty-eight 
hours after the main batch ; their infection is attributed 
to case-to-case spread. Moreover, the fathers of 2 
infected children reported the onset of diarrhcea on 
Sept. 15 and 16. The cases have mostly been mild and 
of short duration. Bacteriological investigation,- not 
yet complete, has revealed in the fæces of many patients 
an atypical coliform bacillus; and an unusually high 
content of Staph. aureus has been found on culture. 


| Poliomyelitis and Polioencephalitis 


The number of cases of poliomyelitis in England and 
Wales notified during the week ended Sept. 13 was 572 
(662), and the number of notifications of polioencephalitis 
was 42 (46). Figures in parentheses are those for the 
week ended Sept. 6. 

In London the notifications of poliomyelitis, 63 (69), 
continued to decline, and in most other counties there 
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were declines, varying in amount but not obviously 
related to geographical situation. There were increases 
in Bucks 2 (0), Cornwall 4 (0), Cumberland 7 (2), Derby 
8 (5) Devon 11 (5), Hereford 6.(1), Hertford 12 (9), 
Hunts 3 (1), Leicester 15 (11), Kesteven, Lincs, 7 (1), 


22 24 26 


Northampton 7 (5), Salop 5 (1), Southampton 11 (5), 
East Sussex 9 (6), West Sussex 7 (5), Isle of Wight 7 (4), 
Isle of Ely 1 (0), Cardigan 1 (0), Carmarthen 1 (0), 
Brecon 1 (0). The reduction of 90 over the country as 


- a whole is encouraging. 


Post-mortem Material.—In addition to specimens 
in glycerol-saline for the Virus Reference Laboratory, 
Colindale, it is requested that representative specimens 
of spinal cord, as much as possible of the brain stem, 
and pieces of cortex including the motor area be preserved 
in formol saline and sent either to Prof. J. McIntosh, - 
Middlesex Hospital, Mortimer Street, London, W.1, or 
to Dr. J. G. Greenfield, National Hospital for Nervous 
Diseases, Queen Square, W.C.1. ; 


LOCAL INITIATIVE 


The medical officer of health of Runcorn has compiled 
for limited circulation a list of cases of anterior polio- 
myelitis notified in the district, and of cases in patients 
normally residing in the area but reported elsewhere. 
The list gives the name, address, and clinical and other 
details of each patient ; the date of onset; the patient’s 
doctor ; the name of the hospital to which the patient 
was admitted; the action taken; and the movements 
before onset. An appendix provides a summary of 
present opinion on the mode of spread and treatment 
of the disease; and preventive measures are concisely 
described. | 

The virtue of this enterprise is clear. It is calculated 
to foster the general practitioner’s interest in the course 
of the local outbreak, by furnishing him with a clear 
picture of the epidemiological situation ; and it conveys 
to him succinct advice in an acceptable form. 


Infectious Disease in England and Wales 
WEEK ENDED SEPT. 13 . 


Notifications.—Smallpox, 0; scarlet fever, 674; 
whooping-cough, 1519; diphtheria, 162; paratyphoid, 
14; typhoid, 13; measles (excluding rubella), 1038 ; 
pneumonia (primary or influenzal), 203; cerebrospinal 
fever, 25; poliomyelitis, 572; polioencephalitis, 42 ; 
encephalitis lethargica, 0; dysentery, 69; puerperal 
pyrexia, 124; ophthalmia neonatorum, 63. No case 
of cholera, plague, or typhus was notified during the 
week. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 1 (0) from measles, 1 (0) from scarlet fever, 
1 (0) from diphtheria, 6 (0) from whooping-cough, 80 (4) 
from diarrhoea and enteritis under two years, and 4 (2) 
from influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified during the week 
was 210 (corresponding to a rate of 25 per thousand 
total births), including 24 in London. 


~ Medicine and the Law a 


The Wrong Solution 


Ir will be recalled that in the recent case of Collins v. 
Hertfordshire County Council and King + evidence was 
given that a patient had died as the result of cocaine 
being administered under the misapprehension that the 
solution was one of procaine. The surgeon who gave the 
solution had ordered procaine by telephone, the message 
being taken by a student house-surgeon who had mis- 
understood the message and had asked the hospital 
pharmacist for a cocaine solution. Mr. Justice Hilbery 


‘found that the surgeon had been negligent. 


A similar claim for damages came before a Canadian 
court at about the same time. A miner came to hospital 


with a dislocated thumb to be set under a local anæsthetic. _ . 


The nurse assisting the doctor went to another nurse 
and asked for ‘ Novocain’; she was given a labelled 
bottle, but neither she nor the doctor examined the 
label. The thumb was set and the doctor left. A few 
minutes later another patient drew attention to the 
patient’s condition. The doctor was called, but efforts to 
restore the patient were unsuccessful and he died within 
half an hour. Instead of 4 c.cm. of novocain solution 


1. See Lancet, 1947, i, 571. 
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the patient had been 
adrenaline. 

The court found that the nurses were in charge of 
drugs as dangerous substances in the use of which they 
were called on to exercise reasonable care. They had failed 
to do so, and the hospital was liable for their negligence. 

It was in respect of the surgeon that the Nova Scotian 
court took a different view from the English court. 
The judge said: ‘‘In the present case a look at the 
label would have been sufficient to have avoided the 
` accident, but in a good many cases of operations it 
would be difficult to make a personal check and in a 
matter of such simplicity as looking at a label I think 
that he was justified in following what was no doubt 
the routine.” In the English case the surgeon was found 

liable because of his omission. 

` The comments on the cases in the Canadian Bar 
Review (1947, 25, 646) refer especially to the position of 
the surgeon. The writer finds that Mr. Justice Hilbery’s 
discussion of the position of the surgeon in relation to 
his employment by the hospital was “ most unsatis- 
factory,” though it is admitted that a determination of 
this problem was really unnecessary as the hospital had 
been held liable to the widow. The test, it is submitted, 
is not the extent of the control of the hospital over the 
operating surgeon but whether at the crucial moment he 
is working for the hospital (and through it for the 
patient) or directly for the patient. On the other hand 
the commentator is not in agreement with the Nova 
Scotian judge’s decision on the extent of care due by the 
surgeon. ‘“‘ Reasonable care where life and death are 
involved is not, it is submitted, observed by a physician 
who when he receives a labelled bottle from a nurse fails 
to check the label when he has every opportunity to do 
so and then, serenely confident of the ‘ competence’ of 
his nurse, goes ahead with his injection from that 
bottle.” The comments follow the lines of the reasoning 
adopted in the judgment of Mr. Justice Hilbery. 


Obituary 


NORMAN GODFREY BENNETT 
: KT., M.A., M.B. CAMB., L.D.S. | 


Sir Norman Bennett, consulting dental surgeon to 
St. George’s Hospital, died at Woldingham, on Sept. 14, 
at the age of 77. After taking his L.D.s. in 1894 at 
the Royal Dental Hospital, Bennett continued his 
medical studies at St. John’s College, Cambridge, and 
St. George’s Hospital, obtaining his B.cHIR. in 1896. 

He quickly won recognition as a clinician and a 
teacher, and in due course was appointed to the staffs 
of both his own hospitals and their schools, and also 
of the Royal Northern Hospital. He became an examiner 
for the University of Liver- 
pool and for the Royal College 
of Surgeons. His other appoint- 
ments were in conformity with 
his high status in the profession. 
He succeeded Sir Charles Tomes 
as a member of the General 
Medical Council, and he was con- 
sulting dental surgeon to the 
Royal Navy, president of the 
British Dental Association during 
its jubilee year of 1930, chairman 
of its representative board from 
1912 to 1922 and again in 1944, 
and president of the section of 


given 4 c.cm. of a solution of 


of Medicine. In 1930 he received 
a knighthood. Editor of The 
Science and Practice of Dental 
Surgery, Bennett also contributed 
articles on his specialty to Pye’s 
Surgical Handicraft and Rolleston’s Encyclopedia of 
Medical Practice. 

A colleague who had known Bennett for over 50 years 
writes : ‘‘ I succeeded him in at least two official appoint- 
ments and learned thereby what a large amount of 
disinterested work he had done and in what an able 
manner it had been accomplished. Bennett had a clear 
and lucid brain, he was able to dissect an involved 


Press Portrait Bureau 


odontology of the Royal Society ° 


question, pick out the salient points and present them 
in a simplified form or quote an analogy. A valuable 
member at committees and an ideal chairman, he 
seldom spoke unless he could enlighten a subject, and he 


- would often appear to be uninterested or inattentive 


during some long discussion, yet when asked for his 
views his reply, beautifully formulated, concise, and 
conclusive, would enable the committee to proceed with 
its agenda. ` 

‘* A man of wide culture, apart from his own profession 
he was interested in the political issues of the day and 
in other secular and non-secular subjects, ranging from 
the nutritive value of bread to the social value of bridge, 
at which he was a keen and skilful player and the 
introducer of a convention which bears his christian name. 

“ Bennett was a doughty fighter and enjoyed a contest 
of wits; he possessed an immense sense of humour 
and was always courteous. It was these attributes 
that were so valuable to his profession during the passing 
of the Dentists Act of 1921 in which he took a prominent 
part, as well as in the appointment of dentists to the 
Army and later to the Navy and Air Force. His sense 
of fairness and his integrity of character were such that 
he would sacrifice any preferment he had gained rather 
than have his name, or that of a friend or foe, besmirched 
from unjust motives. - There is a saying that no man 
is indispensable, but I feel that even this rule has some- 


‘times exceptions when a staunch and lovable friend 


passes away.”* 

Bennett married Maida Mabel, daughter of John 
Henderson, in 1903; he is survived by his widow and 
three children, a son and two daughters, one of whom 
is following her father’s profession. His brother, G. T. 
Bennett, a fellow and mathematical lecturer at Emmanuel 
College, Cambridge, died in 1943. 


EDWARD ARTHUR SAUNDERS 
B.M. OXFD, F.R.C.P. 


Dr. E. A. Saunders, consulting physician to the West 
London Hospital, died at Lewes on Sept. 8 at the age 
of 81. Born at Reigate, the son of W. F. Saunders, 
F.L.S., he entered St. John’s College, Oxford, from 
Merchant Taylors’ School with a science scholarship. 
At St. Thomas’s Hospital, where he graduated B.M. in 
1894; he was awarded the Mead medal. During the next 
two years he held several house-appointments at St. 
Thomas’s and in 1897 he was appointed to a clinical 
assistantship at Great Ormond Street. During the 
Maidstone typhoid epidemic in 1898 he was assistant 
superintendent of the emergency hospitals and he later 
published an article on the infectivity of enteric fever. 
When Saunders came to settle in consulting practice, 
“it was not his fortune,” a colleague writes, “to find 
a footing in his own hospital—such appointments are 
few in comparison to suitable applicants. Hence like 
others he journeyed west and in 1899 was appointed 
assistant physician and pathologist to the West London 
Hospital. There he found a band of keen wanderers 
like himself—Keetley Seymour Taylor, John Pardoe, 
and Bidwell—who were building up a reputation for 
that young institution and transforming an embryo 
postgraduate college into a widely recognised foundation 
which attracted many men from the Services and the 
Colonies. Saunders could have had no reason to regret 
his enforced choice of an academic home. Of calm 
demeanour he was cultured and courteous, yet reserved 
in manner. Punctual in his attendance at hospital, he 
was appreciated and liked by his nursing staff and 
junior colleagues and beloved by his patients. Even 
the infants seemed to know him, and his ward sister 
recalls that no babe cried when he came to its cot. 
The Hammersmith mothers quickly recognised his 
natural ease with children and his clinics were always 
crowded.” 

After Bidwell’s death, Saunders was for a time dean 
of the school and he held the lectureships of medicine 
and diseases of children at the school. He was also a 


‘member of the staffs of the SS. John and Elizabeth 


Hospital, St. Luke’s Hostel, and Fulham Babies Hospital. 
In 1910 he was elected F.R.c.P., and four years later, as 
president of the West London Medico-Chirurgical Society, 
he gave an address on the throat and nasopharynx in 
relation to general medicine. His other published work 
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included papers on the medical inspection of children, 
congenital abnormalities, and juvenile diabetes. 

In 1920 he retired, but from his home at Barcombe 
Millis in Sussex he continued to take an active interest 
in the West London Hospital as a member of the board 
of management. Of his life in Sussex a kinsman writes : 
“Arthur was one of a long-lived family of nine. He 
was sociable, greatly enjoying the country house parties 
and garden parties of a now forgotten world. A good 
companion, he enjoyed all games without being good at 
any of them. Keen on almost any sport, after he 
retired he attended meets of hounds, including beagles, 
following as well as he could on foot when he was in his 
seventies. In the days when bird-watching was a rarity 


he was a close observer, and his chief pleasure in retire-. 


ment was to visit new places to watch birds and study 
the flora. Not a bookish man, it was first-hand experience 
of people and nature that interested him. His sociability 
was coupled with reserve and he had few intimates. 
He was entirely free from pettiness or envy, but under- 
neath he was, I think, a little disappointed that he had 
not had a rather more conspicuous career.”’ 


Diary of the Week 


SEPT. 28 TO OCT. 4 


Monday, 29th | 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 

5 P.M. Mr. Hassan Ibrahim: Bilharziasis and Bilharzial Cance 
of the Bladder. (Hunterian lecture.) : 


Tuesday, 30th 
ROYAL COLLEGE OF SURGEONS . 
5 P.M. . Dr., Harold Wookey (Toron: Surgical Treatment of 
Malignant Disease of the Pharynx and Œsophagus. 
(Hunterian lecture.) 


Wednesday, 1st 

ROYAL COLLEGE OF SURGEONS 
5 P.M. Prof. Ernest Finch: The Cancer Problem. 

ROYAL SOCIETY OF MEDIOINE, 1, Wimpole Street, W.1 
2.30 P.M. History of Medicine. Dr. Hubert Norman: History 

of the Treatment of Mental Disorders. (Presidential 
_ address. 

UNIVERSITY, OF GLASGOW _—— 

8 P.M. (Department of Ophthalmology.) 

Industrial Cataract. 


Thursday, 2nd 
ROYAL COLLEGE OF SURGEONS i 
6 P.M. Mr. Harold Edwards: Hernia. 
MEDIOAL SOCIETY OF THE L.C.C. SERVICE ; 
4 P.M. (County Hall, S.H.1.) Prof. John Ryle: Social Aspects 
of Hospital Work. 
LONDON SOHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 
5 P.M. Dr. G. B. Mitchell-Heggs': Pyogenic Affections. 


Friday, 3rd — . 
ROYAL COLLEGE OF SURGEONS 
5 P.M. Prof. R. Milnes Walker: Surgery of the Pancreas. 


- Births, Marriages, and Deaths 


Dr. J. D. Fraser ; 


BIRTHS ? 


CAMPBELL.—On Sept. 17, the wife of Dr. I. D. Campbell—a daughtér. 

DONALDBON—On Sept. 19, in Edinburgh, the wife of Dr. E. M. 

Donaldson—a daughter. ; 

FLANNERY.—On Sept. 17, at Minchinhampton, Glos, the wife of 
Surgeon Commander A. E. Flannery, R.N.—& son. 

ForBES.—On Sept. 17, at Oxford, the wife of Dr. H. A. W. Forbes— 


& son. 

LrescomB.—On Sept. 13, at Farnborough, Kent, the wife of Mr. J. F. 
Lipscomb, F.R.C.8.—a BON. 

MAcLAREN.—On Sept. 14, at Carlisle, the wife of Dr. Colin Maclaren 


—a son. ` F 
MALLINSON.—On Sept. Be in London, the wife of Sir Paul Mallinson, 
M.R.C.P.——-& a Ir. i 
THOMPSON. —On Sept. 16, in London, Ontario, Canada, the wife 
of Dr. C. A. Thompson—a daughter. 
UNDERWOOD-WHITNEY.—On Sept. 14, the wife of Dr. A. J. Under- 
wood-Whitney—a daughter. 


MARRIAGES , 


PERSHOUSE.—On Sept. 20, in London, Samuel Henry 
Creighton: Clarke, F.R.C.8., to Elizabeth Pershouse. 
FRASER—FOYLE.—-On Sept. 16, in London, Frederick Earle Fraser, 
M.B., to Edith Victoria Foyle, M.B. , i 
MACKAY—JEBB.—On Sept. 18, at Ellesmere, Shropshire, William 
Robert Hope Mackay, M.D., to Ruth Lois Myfanwy Jebb. 
CHELL—BULL.—On A 20, at Vancouver, John Howard 
Mitchell, surgeon lieut.-commander, R.N., to Marion Frances 
Bull 


SrRACHAN-—-FORSELI.—On Sept. 10, at Frisby-on-the-Wreak, 
Michael Strachan, M.R.C.8., to Isobel June Forsell. 
<< _ DEATHS | > 
BENNETT.—On Sept. 14, at Woldingham, Surrey, Sir Norman 
Godfrey Bennett, M.A., M.B. Camb., L.D.8., aged 77. 
THOMPSON. —In September, in Argentina, George William Thomp- 
son, M.B. Edin., F.R.O.8., aged 82. 


DIARY OF THE WEEK—BIRTHS, MARRIAGES, AND DEATHS 


— 
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Notes and News 


TO HONOUR OUR GUESTS 


On Sept. 22 honorary fellowship of the Royal College of 
Surgeons of England was conferred on Dr. Arthur Wilburn 
Allen, president of the American College of Surgeons; Prof. ’ 
Irvin Abell, chairman of the board of regents, American 
College of Surgeons; Dr. Frank Howard Lahey, director ‘of. 
the Lahey Clinic, Boston; Prof. Dallas Burton Phemister, 
president-elect, American College of Surgeons; and Prof. 
Alfred Blalock, member of the board of regents, American 
College of Surgeons. 

The honorary medal of the college was presented to Prof. 
Wiliam Edward Gallie, a former president of the American 
College of Surgeons; and the Lister medal to Prof. Evarts 
Ambrose Graham. 

A delegation from the American college, headed by Dr. Allen, 
presented to the English college a lecture table and lectern, 


“as a token of great appreciation, of our high esteem, and 


of our undying friendship.” Sir Alfred Webb-Johnson, 
receiving the gift on behalf of the college, said that a tradition 
died. only if it were forgotten: future generations would 
certainly remember this presentation. 


D.D.T. AND MALARIA IN ITALY 


Ur to 1940 intensive antimalarial measures in Italy had 
gradually reduced the morbidity and mortality figures, to 
the lowest level ever reached for that country. The war in 
Italy, however, undid all this good work through the destruc- 
tion of the drainage of the vast marshy areas, the dispersal 
of antimalarial personnel, the scarcity of drugs, the shifting 
of population, and the systematic removal of cattle by the 
Germans, with the result that mosquitoes which had hitherto 
practically confined their attentions to cattle had now to 
turn to human beings. Consequently there has been a 
serious recrudescence of malaria, reaching what, it is ‘hoped, 
was the peak in 1944. Sponsored by .Unrra and the Rocke- 
feller Foundation, experiments were carried out with D.D.T. 
in the Tiber delta. It was found that the most effective 
preparation to use was a solution of 5% D.D.T. in oil, 1-5-2 g. 
being applied per sq. metre. This solution retained its 
insecticidal power for 10—12 months, arrested the transmission 
of malaria, and rendered other preventive measures super- 
fluous. In 1946 this method was. applied in many other 
areas, from which jt almost completely eradicated anopheles 
and other domestic insects, reducing the incidence of primary 
malaria to extreme rarity and considerably decreasing the 
number of recurrences. These successful results have 
encouraged the high commissary for hygiene and public 
health, backed by UNRRA, to attempt to eradicate malaria 
entirely from Italy, Sicily, and Sardinia by a five-year plan 
with p.p.t. A special effort will be made in Sardinia, where 
the prescribing species of: mosquito, A. labranchia, is 
responsible for the severity of malaria in that island, which is 
as large as Wales. | . 


: THE EDINBURGH SCHOOL 


For the occasion of this week’s visit of the International 
Society of Surgery a booklet, the Edinburgh Medical School, 
has been prepared by the Wilkie Surgical Research Laboratory 
of the university. The school’s history is traced from 1505 
when a Seal of Cause was granted by King James IV of Scotland 
to the Incorporation of Barbers and Surgeons. Pictures of 
former professors of surgery from Syme to Wilkie and Fraser 
recall a proud history. | 


POST-FELLOWSHIP GRANTS 

A SURVEY of medical research and education conducted by 
the Markle Foundation of New York has shown that many 
potential teachers and research-workers are being drawn 
away from academic medicine “at a time when teachers 
are urgently needed, and when the increasing sums for 
fundamental research from public and private agencies 
cannot be used to the fullest advantage for lack of trained 
investigators.” Scholarships are available for. the student 
and for the scientist once his name is made, but there are 
few sources of help at the beginning of his career for the 
man (or woman) who chooses academic medicine. The 
foundation is therefore offering, in coöperation with the 
medical schools of the United States and Canada, some 
fifty scholarships over a five-year period to young men and 


l. Canaperia,G. A. Bull. mens. Off. int. Hyg. publ. 1946, 38,. 1070. 
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women with a strong interest in research and teaching in 
any of the clinical or preclinical sciences or in the sciences 
basic to medicine. Candidates should have had training in 
some special field to qualify them to receive a regular faculty 
appointment and to conduct original research. For each of 
these scholars in medical science a grant of $25,000 at the rate 
of $5000 annually will be paid to the medical school at which 
he will work. The school will determine his salary and 
academic rank, encourage research by setting reasonable 


limits on teaching and other activities, provide laboratory 


facilities, and, if necessary, make a financial contribution 

towards his work. Recommendation for scholarships will 

only be accepted from an American or Canadian medical 
school. 
‘*MOTHERCRAFT IN PICTURES”! 

Many of the services which a mother undertakes for a 


young baby require the deftness which only—quickly—comes 
with practice; but if she is to make a good start she needs a 


clear idea of the movements she is going to make, and the 


objects she will need to have at hand at every stage of washing, 
dressing, and feeding the baby. Miss M. Maslen Jones, s.B.N., 
nursing director of the Mothercraft Training Society, has 
compiled a little book of really informative pictures, mainly 
photographs, showing how to handle a baby, how to make up 
his feeds, and arrange his bed; what equipment is needed 
for washing, bathing, and feeding, and for the care of the hair 
and nails; what clothing he needs, and what opportunities 
for exercise and rest. Most of us learn practical skills most 
quickly by seeing and doing. This book is a first-class example 
of teaching by visual aids. 


MEDICINE IN GERMANY 


On his return from an inspection in the U.S. zone of 
Germany, Major-General Raymond W. Bliss, surgeon-general 
of the United States Army, expressed the opinion that German 
medicine has fallen to an almost unbelievably low state. 
Some of the foremost doctors, he said, are still in concentration 
camps; and the load of patients is greater than ever before. 
To extend the experience of army doctors beyond the restricted 
field of Service medicine, and to ease the increasingly serious 
German situation, General Bliss proposes that American 
medical officers should go as residents to German hospitals. 


University of Aberdeen > 
On Sept. 17 the following degrees and iplos were 
conferred : 


M.D.—A, A. Harper (with highest honours). 

Ch.M.—P. H. aoe (with honours). 

M.B., Oh.B.— J. Johnston, A. J. Watson (with second-class 
honours) ; ; Hilda Aitken, W. A. Anderson, Dorothy E. Barron, 
I. O. pranuan A. W. Bruce, Nan H. Bruce, W. A. Cramond, I. M. 
Cran, R. S. Forrester, D. J. Gill, Margaret S. Hamilton, Elizabeth C. 
Hendrie, James Hen ; Alexander Hunter, A. F. Johnstone, 
Moyra S. M. Kemp, Una Lawrie, K. M. Leighton, Kathleen J. Logan, 
Kathleen McCombie, A. D. Macdonald, Donald McIntosh, A. M. 
Mackay, J. F maori: Bertine J. C. Mackintosh, Peter Marioni, 
Lorna C. Milne, D. Munro, Mary L. Price, w. I. Reid, G. L. 
Ritchie, A. McQ. Teahertaon, George Ross, Jacques Savy, Mary A. 
Shirreffs, D. W. C. Smith, D. T. Sutherland, A. S. Taylor, A. D. 
Thom, W. G. Thomson, A. GC. Turnbull, J. H. Warrack, Elizabeth L. 
Watson, K. C. Watson, J. N. Wattie, Grace A. M. Webster, 
Agnes O. M. Williamson, Catherine J. J. A Margaret C. Wood. 

D.P.H.—A. P. Buchan, R. W. Farquhar, F. S. A. Forbes, Mary M. 
Martin, C. C. Wright. 


Royal College of Physicians of London 
-= On St. Luke’s Day, Saturday, Oct. 18, at 3 P.M., Dr. C. E. 
Lakin will deliver the Harveian oration at the college, Pall 
Mall East, S.W.1. His subject is to be Our Founders and 
Benefactors. 

In view of the Government decision about dinners the 
Harveian dinner on the same day has been cancelled. 


Middlesex Hospital 

To fall in with the Government’s expressed wish the 
medical school have cancelled their annual dinner which had 
been arranged for Oct. 2 at the Savoy Hotel. 


Royal Free Hospital 

Prof. Ida Mann will give the inaugural address of the 
1947-48 session at the prize-giving which will take place 
today, Friday, Sept. 26, at 3 P.M., at B.M.A. House, Tavistock 
Square, London, W.C. l. She will speak on the Possibilities 
of a Medical Education. 


1. London: Faber & Faber. 1947. 
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.Cater, K. H. Cheung, Sidney Childs, J. 


Royal College of Surgeons of England 

An extraordinary meeting of the council was held on 
Sept. 22, with Sir Alfred Webb-Johnson, the president, in 
the chair. 

The Hallett prize was awarded to Dr. Nanalal Jivan Shah 
(Guy’s Hospital). 

It was decided that the additional six months’ period of 
surgical training of candidates for the final fellowship examina- 
tion should take effect as from Jan. 1, 1949. 

A diploma of fellowship was granted to F. J. A. H. Black- 
wood ; and a diploma of membership to J. B. Binks. 

The following diplomas were awarded jointly with the 
Royal College of Physicians : 


D.P.H.—Alexander McFarlane. 
D.T.M. & H—G. M. Abraham, G. Fi Allen, J. F. Britto, J. H. 
C. Clarke, Lesley M. B. 
Copland, M. A. C. Dowling, A. J. F. berle, E. N. Emmerson, 
A. Pazolbnoy, S. K. Ganguli, V. T. H. Gunaratne, M. T. Gyi, 
Fera W. D. Hall, K. P. Hare, W. D. Hughes, J. P. F. Hummel, 
M. P. Hutchinson, Frances C. Kerr, S. N. Kothare, Phaik-Lia Lim, 
N. W. Low, P. C. Mahanty, B. K. Naik, A. A. Odier, A. À. Omar, 
C. P. Patel, D. N. Patel, A. J. Patterson, R. A. O’G. Pearson, 
H. J. A. Richards, J. G. Salter, R. S. Saxton, J. C. Shee, R. P. 
Shields, W. P. Stamm, K. G. B. Stork, Robert Symons, W. F. J. M. 
Thom, "Emanuel Tuckman, H. W. \Wheate, Hanna H. Wozniak, 
a B. Wright. N 
D.O.M.S.—Solomon Adler, L. P. Agarwal, R. M. Archer, N. K. 
Barber, Januariusz Bienkowski, M. W. Bird, W. G. Bridges, K. B. 
Brown, R. A. Burn, Helena B. A. Casey, David Christison, C. A. G. 
Cook, E. H. L. Cook, B. C. Curwood, L. W. Davies, E. A. Donegan, 


G. F. Ensor, K. B. Forsyth, D. P. Greaves, T. S. S. Gregory, F. B. 
Halliday, H. J. Hamelberg, J. M. Heller, C. R. S. Jackson, N. S. 
Jain, Sarah J. Jenkins, T. S.-B. Kelly, P. J. M. Kent, D. A. 


Langley, Marion McArthur, P. H. N. Matthews, W. S. Milne,. D. G. 
Mody, E. S. Perkins, J. S. Phillpotts, F. C. Rodger, Maeve Rusk, 
M. H. M. Ryan, Q. R. Schindl dler, D. T. Shortridge, F. N. Shuttle- 
worth, D. G. Simpson, C. S. Smalley, J. L. S. Smith, C. H. H. B. 
Sparrow, Geoffrey Sutherland, W.M. Walker, Nina S. S. S. Warwick, 
S. E. White, Eunice M. Wilson. 

D.Phys. Med.—A. O. Boyle, M. C. Woodhouse, Andrew mero vier 


London School of Osteopathy 


The postgraduate course for doctors will begin on Oct. 6 
(instead of Sept. 30 as originally announced) at the college, 


24/25, Dorset Square, London, W.1. , 


Welsh National School of Medicine 

Prof. Harry Platt will open the new session at the school on 
Tuesday, Sept. 30, with an address on Medicine, as and 
Learning. 


Cambridge Medical Graduates’ Club 

It is hoped to revive the activities of this club with a sherry 
party at the Apothecaries’ Hall on Oct. 30. All Cambridge 
medical men are eligible for election, but there have been no 
new members since 1939. Those who have qualified since 
then and old members who have not received notices should 
write to Dr. R. A. Hickling, 99, Harley Street, London, W.1. 


Regional Boards’ Appointments 

The appointment of senior administrative medical officers 
to the following hospital boards was announced in the Daily 
Telegraph of Sept. 22: South-east Metropolitan region : 
Brigadier H. L. Glyn Hughes (commandant of the R.A.M.C. 
depot and inspector of training, Home Command); North- 
east Metropolitan region : Dr. J. I. P. Wilson (superintendent, 
Hackney Hospital, and a former E.M.S. sector hospital 
officer) ; South-west Metropolitan region : Dr. Kenneth Cowan 
(m.0.H., Gloucestershire). Mr. C. M. Ker (home secretary to 
the government of the United Provinces) has been appointed 
secretary to the South-east M aropolilan board. 


CORRIGENDUM.—New members joining the Medical Defence 
Union in 1946 numbered 2037; the total of 1872 given in 
our annotation of Sept. 20 (p. 432) was the figure for 1945. 


Appointments 


CAMPBELL, R. J. C.,.M.B. Edin., D.M.R.: 
Bradford. 

JEssoP, W. H. G., M.D., M.CHIR. Camb., F.R.C.S.: asst. Surgeon, 
Royal Victoria and West Hants Hospital, Bournemouth. 

Mayou, C. R., M.D. Birm., D.P.H. : deputy M.O.H., Coventry. 

TAYLOR, ROBERT, M.B. Edin, D.P.H. : asst. M.O.H., Preston. 

TURNER, F. R., M.R.C.8.: asst. radiologist, Royal Salop Infirmary, 
Shrewsbury. 


Northampton County Borough: ,. 


DARLING, AVERELL, M.B. Belf., D.P.H. : : deputy M.o.H. and deputy 
school M.o. 
sates MARY, M.B.N.U.I., D.P.H.: asst. M.O.H. and asst. school 


director of radiology, 


- 
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‘BRITISH ANTI-LEWISITE - 


ITS USE AND THERAPEUTIC VALUE IN ARSENICAL 


INTOXICATIONS 


- 4 REPORT FROM THE BAL CONFERENCE, MEDICAL RESEARCH 


COUNCIE * 
British Anti-Lewisite (BAL) is the name given to a 


' compound, 2,3-dimereaptopropanol, discovered early in 


the late war as a result of a planned research for 
the Ministry of Supply and developed as an antidote 
to the local and systemic damagé caused by contamination 
of the skin or eyes with arsenical vesicant gases. 

In the pure state it is a colourless oil readily soluble 
in fat solvents and soluble to the extent of about 6% 
in water. During 1941-42 its value in counteracting 


_ the effects produced by contamination with lewisite was 
exhaustively studied, and it was finally adopted officially 


| lewisite and the other arsenical vesicants. 


as a suitable agent for the treatment of the effects of 
Its efficacy 
as an arsenical antidote and its power to reverse the 
tissue damage caused by arsenicals depend on its ability 
to form relatively stable ring compounds with arsenoxides, 
thereby diminishing the reaction of the arsenical with 
the tissues and increasing its urinary excretion from the 


. system. 

= CH,—SH > CH, -s 
} i > AsR 
H—SH + RAsO—— H-S + H,O 
H,—OH COR 


A review of the original work with lewisite has already 


appeared (Peters et al. 1945), with an account of the 
early developments of this work in U.S.A. (Waters and 
Stock 1945). 

The application of BAL to the treatment of dermatitis 
and other complications arising in the course of arseno- 
therapy has also been extensively studied both in this 
country and the U.S.A. The present short report 
summarises the findings of a. clinical trial of the thera- 
peutic value of the compound, carried out recently 


under the auspices of the Medical Research Council, a 


full account of which will shortly be published (Carleton 


et al. 1947). 


| METHOD 

The trial was based on the results obtained in 44 cases 
of arsenical dermatitis, collected with the assistance of 
the Service departments and the Ministry of Health. 
To facilitate the interpretation of any effects noted, 
the cases were selected so that the dermatitis was in 
each instance severe and widespread, 41 of the cases 
being of the acute exfoliative type. 

‘Treatment was carried out by the clinicians in charge 
of the cases according to a scheme prepared by the 
BaL Conference and intended for initial guidance about 
dosage. The ampoules of Bat used in this work were 


_ prepared by a modification of the method described 


by Eagle in U.S.A., and contained 5% Bat in arachis 
oil and benzyl benzoate ; they were nitrogen-filled and 
were sterilised by heating for 1 hour at 170°C. 

The Bat was given by deep intramuscular injection 
into the thigh or gluteal region. 
taining a concentration of the drug the following course 
of injections for adults of average weight was given in 
most cases : 

First day : four injections, each of 2 ml. of 5% 
4- -hourly intervals. 


BAr, at 


* The report is signed by— 
Prof. R. A. PETERS 


degadier J. 
Brigadier J. BENNET 


Dr. F. J. O. HERRALD 

Mr. A. J. KING, F.R.C.8. 
Dr. G. L. M. MCELLIGOTT 
Dr. L. N. OWEN - 

Dr. L. A. STOCKEN . 


Š Dr. D. I. WILIAMS 
Brigadier H. T. FINDLAY Prof. R. H. S. THOMPSON ` 
Prof. J. H. GADDUM (secretary). 


6475 


ORIGINAL ARTICLES 


In the hope of main- - 


[ocr. 4, 1947 


A Saa l 
E oy Sn 


Second, third, and fourth days: 
Fifth and sixth days: 2 ml. daily. 


Where possible other local treatment of the affected 


2 ml. twice daily. 


skin was withheld. 


RESULTS 


From the reports received from the clinicians who 
cooperated in this trial it has been concluded that 
BAL therapy is of definite value in the treatment of 
this condition. Of the 44 cases studied 31 (70%) were 
benefited by the treatment, 23 of them (52%) strikingly 
so. The mean duration from the first injection of 
Bat to the time when healing was complete or nearly 
complete was 21 days. The earliest sign of response 
to treatment was in many cases a well-marked subsidence 
of the oedema present in the skin. In several instances 
clinical evidence of relapse was seen shortly after the 
end of the course of Bar therapy. In every case, 
however, this responded satisfactorily to a further short 
course of injections. 


CONCLUSIONS 


Arsenic Poisoning.—The outcome of this trial is in 
agreement with the results obtained elsewhere. The 
earliest use of BAL in the treatment of widespread 
arsenical lesions in man was in 7. cases of dermatitis 
(Longcope et al. 1946) in workers exposed to diphenylamine 
chlorarsine (phenarsazine chloride). These authors have 
also described 15 cases of generalised exfoliative dermatitis. 
following the use of antisyphilitic arsenical drugs, and 
have stated that symptomatic and objective improve- 
ment regularly followed the administration of BAL. 
In this country Carleton et al. (1946), in an earlier 
series of 30 cases, have reported a beneficial effect | in 
about 50% of cases. 

Though favourable reports on the use of BAL in 
arsenical encephalopathy and granulocytopenia have 
appeared in America (Council on Pharmacy and Chemistry 
1946, Eagle and Magnuson 1946), we have not been 
able to study a sufficient number of cases of either of 
these conditions in this country to warrant a conclusion. 

Mercury and Gold Poisoning.—Clinical reports on the 
use of BAL in acute mercury poisoning (Longcope and 
Luetscher 1946) and in gold intoxication (Cohen et al. 
1947, Ragan and Boots 1947, Lockie et al. 1947) have 
also been - published, and the results obtained with these 
metals have been favourable. In the case of mercury 
22 of the 23 patients studied recovered’ completely, 
though the amounts of mercury swallowed varied from 
0-5 to 20-0 g., whereas 9 of the 10 cases of gold dermatitis 
described appear to have shown a prompt response to 
therapy. z 

Poisoning with Other Metals.—Work with lead, bismuth, 
and other metals has not yet progressed beyond the 
stage of animal experimentation. 


TOXICITY 


As regards toxicity, the minimal dose given by intra- 
muscular injection to man which causes toxic reactions 
lies between 3 and 5 mg. per kg. of body-weight. Single 
doses of up to 8 mg./kg. have been given to normal 
subjects, and even at this level the toxic manifestations 
are completely reversible, lasting only a few hours. 
Apart from subjective phenomena, lacrimation, saliva- 
tion, vomiting, and an elevation of both systolic and 
diastolic pressure occurred with these higher doses 
(Sulzberger et al. 1946, Modell et al. 1946). It should 
be pointed’ out that the therapeutic dose used in this 
country has been only about 1:5 mg./kg. In America, 
on the other hand, a 10% solution of BAL has been- 
used, and six doses of 3 mg./kg. at 4-hourly intervals. 
have been given on the first day in severe cases (Eagle 
1946). In the treatment of acute mercury poisoning 
initial doses of up to 7 mg./kg. have been used. | 

O 
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Though no evidence has been obtained of any increase 
in toxicity when Bat is injected into animals with 
experimentally induced renal damage, or of renal irrita- 
tion in any of the cases of this series, increased toxic 
effects were present in animals with hepatic damage, 
which suggests that care should be exercised in the 
administration of BAL to patients with impaired liver 
function (Cameron et al. 1947). It should be added 
that Bat is not generally indicated in the treatment 
of post-arsphenamine hepatitis, the immediate cause of 
which appears to be infective in most cases (Salaman 
et al. 1944). Local abscesses have developed at the 
injection sites in some cases treated in this country. 
These may have been due to the septic condition of the 
skin in patients with exfoliative dermatitis of some 
standing, who are, in any case, prone to intercurrent 
infections of all kinds. This complication is probably 
preventable by the administration of BAL early in the 
course of the condition. A possible contributory factor 
is the leakage of Bat into the subcutaneous tissue, 
which may be prevented by giving all the injections 
deep into the muscles. The abscesses, though trouble- 
some, have healed satisfactorily with simple treatment, 
and do not, in our opinion, constitute a contra-indication 
to the use of BAL in such cases. 


DISTRIBUTION 


Up to now BAL has been manufactured by the Ministry 
of Supply, and, so that its therapeutic value could be 
firmly assessed, distribution has been effected only 
through the Medical Research Council. It is considered 
that the value of the compound has now been established, 
and arrangements are being made by the Ministry of 
Supply for the preparation and issue of ampoules of 
Bat by firms in a position to exercise adequate biological 
control. 

We wish to thank Miss F. B. Uffelmann, of the Ministry of 
Supply ; the various clinicians who have codperated in this 
trial; and Messrs Boots Pure Drug Co. Ltd. and Messrs. 
Burroughs Wellcome & Co. for dispensing the material used. 
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. Many practitioners tend to believe that the psychia- 
trist es overlooks entirely or minimises unduly the somatic 
origin and significance of «structural lesions. . . . The 
psychiatrist on the other hand believes that the practitioner 
fails to look at the human being as a whole, disregards the 
actions and reactions of the patient and concentrates on 
clinical procedures and laboratory measurements while treat- 
ing disease as an accidental pathologic invasion unrelated to 
the particular character of the host.” —JoseEPrm T. WEARN, 
J. Amer. med. Ass., Aug. 30, 1947, p. 1518. 
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By creatinine-clearance and chloride-clearance tests 
on dogs Podhradszky (1939) showed that changes of 7 
30-60 mm. H,O in the colloid pressure of the serum did 
not significantly affect the glomerular filtration of the 
kidney. Tubular function, however, followed these 
shifts of colloid pressure very precisely—i.e., its rise 
was connected with increased reabsorption (lessened 
flow of urine) and its diminution with decreased reabsorp- 
tion (increased flow of urine). 

The results of these incomplete though promising 
experiments encouraged us to investigate kidney function 
in diabetes insipidus. It is well known that, during 
thirst, the blood of these patients undergoes remarkable 
concentration and urinary flow decreases at the same time. 
According to data obtained by Podhradszky (1940a) 
the colloid pressure of the serum of these patients is 
much increased. during the periods of thirst. The increase 
of pressure is due not only to the increase of protein = 
concentration in the general circulation but also to the 
coincident increase in the water-binding activity of 
the proteins. The increase of pressure resulting from 
these two factors reaches values of 80-120 mm. H,O 
(7-8 mm. Hg) and so attains to a third or a quarter of 
the total physiological colloid pressure of the serum 
(300-400 mm. H,O). In his experiments on dogs 
Podhradszky (1939) showed changes in tubular function 
under less pronounced (40-60 mm. H,O) pressure varia- 
tions. Consequently it seemed likely that the far greater 
physicochemical energy change in the sera of patients 
with diabetes insipidus would also affect kidney function. 

Two cases of diabetes insipidus—one in a man and one 
in a woman—were experimentally investigated. The 
man’s disease followed fracture of the base of the skull, 
whereas that of the woman seemed to be idiopathic. 
Both patients consumed more than 10 litres of water 
aday. We carried out three complete experiments—two 
of them, separated by an interval of two years, on the 
man. In spite of the small number of experiments, the 
agreement of the results in the two cases and the shortage 
of chemicals required for creatinine clearance justify. 
publication of the work we have done so far. 


METHODS 


Creatinine and chloride clearances were measured in 
one-hour periods three times in twenty-four hours: the 
first in the morning, when the patient was allowed to 
drink freely; the second after ten hours’ complete 
abstention from fluids; and the third next morning, 
after intake of fluid had again been allowed without 
restriction. Thus, during the first and third phases of 
the experiment the patient’s water metabolism was in a 
balanced state, whereas in the second phase the patient 


was forced to reduce expenditure of fluids to the greatest 


possible extent. 

Creatinine was measured colorimetrically, and chloride 
by Koranyi’s method. Urine flow was measured hourly 
during the twenty-four hours of the experiment. In 
the samples of blood drawn for the clearance tests, the 
absolute colloid pressure of the serum was measured by 
the method of Krogh and Nakazawa, and the total and 
partial concentration of the proteins by Howe’s method. 
From these data the albumin/globulin (A/G) ratio and 
the reduced colloid pressure (the pressure exerted by 
1% of the serum-proteins) was calculated. 


a 
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RESULTS 

“Fig. 1 shows the typical changes of the serum-protein 
_ picture and of colloid pressure in the sera of our patients 
during the experiments. Our present data confirm 
` Podhradszky’s (1940a) statement that in diabetes 
insipidus the water-binding activity of serum-proteins 
_ often decreases, and so the reduced colloid pressure is 
= lower than normal, if the patient is allowed to drink 
_ freely. During the period of thirst the level of serum- 
_ proteins and their water-binding activity—i.e., the 
_ reduced colloid pressure of the serum-proteins—increase. 
_ At the same time a fall in the 4/G ratio indicates an 
= increase in the amount of globulins. Thus, parallel to 
simple concentration, the qualitative and quantitative 
protein picture changes, and this, according to 
-Podhradszky (1940a and b, 1942a and b), is probably 
the result of regulation by endocrines. 
_ The increased amount and activity of the proteins 

lead to a rise of about 100 mm. H,O in the absolute 
colloid pressure. Fig. 2 shows the reduced colloid pressures 
observed: in cases of diabetes insipidus during drinking 
(unrestricted water intake) and thirsting conditions. All 
values obtained when drinking was unrestricted: lie 
below the line representing the physiological correlation 
between albumin concentration and reduced colloid 
pressure, which means that the water-binding activity 
of the proteins was less than normal. When water intake 
was severely restricted, the reduced colloid pressure 
of the same patients reached or approached the line of 
physiological values, indicating an increased water- 
binding activity of the proteins. The A/G ratio—shown 
in numerals at both ends of the arrows indicating change 
in reduced pressure—fell in each case. 


Fig. 3 illustrates the glomerular and tubular functions | 


of the kidney in our patients under the changes of colloid 
pressure described above. 

Thirsting Phase.—When the rise in pressure reaches 
its maximum, both the creatinine and chloride clearances 
decrease, the chloride more than the creatinine. These 
_ changes indicate decreased glomerular function (inhibited 
filtration) and increased tubular function (augmented 
resorption). Thus, reduction of urinary flow is due to 
changes occurring simultaneously in both the glomerular 
and the tubular functions, the latter, owing to their 
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i—Changes | in serum-colioid pressure in diabetes insi sidus 
4 daring thirsting and drinking pines (3 experiments). Upper charts 
show total colloid pressure measurement and by caiculation. 
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_which wouid be exerted if serum-protein were reduced to a standard 
level of 1%. Lower charts also show actual serum-protein values 
and albumin/globulin ratio. 
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Fig. 2—Variations in ‘“‘ reduced ” colloid pressure in diabetes insipidus. 
on changing from drinking to thirsting phase (unbroken arrows). 
Continuous line represents calculated correlation between pressure 
and albumin level in serum. in the drinking phase all values are low, 
showing that water-binding power of the proteins is less than normal. 


Numerals at ends of lines indicate albumin/globulin ratio. Broken 
arrows show effect of posterior pituitary extract instead of water 
restriction. 


larger extent, being the more important. Fig. 3a shows 
the greatest rise in pressure and greatest reduction of 
urine flow. This fact speaks for a proportional correlation 
between colloid pressure and kidney function. 

Drinking Phase.—Decreased colloid pressure is accom- 
panied by increased clearance of creatinine and chloride, 
the creatinine indicating increased glomerular function 
(augmented filtration) and the chloride decreased tubular 
function (inhibited resorption). Thus augmentation of 
urinary flow is due again to changes occurring simultane- 
ously in both the glomerular and the tubular functions. 
Fig. 3b shows a relatively greater drop in pressure and 
increase of urinary flow than fig. 3a, and this again denotes 
correlation between colloid pressure and kidney function. 

In the experiment shown in fig. 3c the protein picture 
of the serum during the drinking phase did not return to 
its original state, and’ consequently the absolute colloid 
pressure also remained high (see, fig. lc). Neither 


glomerular nor tubular function in this state returns to 


the original level (figs. 3a and 3b), but filtration remains 
inhibited and resorption increased. Accordingly, urine 
flow does not reach the original high value, in spite of the 
fact that the patient has been allowed to drink without - 
TontMOMON: 

DISCUSSION 


Our present work confirms Podhradsaky’ s (1939) 
results. He then showed that in diabetes insipidus, if 
the patient is allowed to drink as much as he wants, the 
water-binding activity of the serum-proteins is much 
less than in a healthy person. Consequently the reduced 
colloid pressure of the serum is lower than normal, as in 
other “ hypofunctional ”’ endocrine diseases. The activity 
of these proteins increases, and the colloid pressure rises, 
if the water intake is strictly restricted. Identical results 
are obtained if, instead of water restriction, extracts of 
posterior pituitary are administered (fig. 2). 

Our investigations also show that both glomerular 
and tubular kidney functions follow the changes in the 
colloid pressure of the serum closely and regularly. If 
the pressure rises, filtration in the glomeruli decreases, 
whereas resorption in the tubules increases; these two 
parallel changes lead to a diminution of urinary flow. 
If the pressure drops, filtration in the glomeruli increases 
and resorption in the tubules decreases ; these two parallel 
changes thus lead to an increase of urinary flow. These 
results, besides confirming Podhradszky’s (1939) experi- 
ments, further show that changes in the colloid pressure may 
influence not only tubular but also glomerular function. 

In considering these results we have to answer two 
questions: (1) how colloid pressure of the serum can 
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influence glomerular and tubular function ; and (2) what 
explanation can be found for the difference between 
Podhradszky’s (1939) results and our present ones— 
i.e., why changes of colloid pressure of the serum in his 
experiments mainly influenced tubular function, whereas 
in our experiments both tubular and glomerular functions 
were markedly affected by changes much the same from 
"a qualitative point of view, only shifting on a larger scale. 
. (1) The first question can be answered partly by the 
well-known fact that, under physiological conditions, 
filtration in the glomeruli (blood-flow and permeability 
of the blood-vessels being regarded as constants) is 
directly proportional to the filtration ‘pressure. The 
filtration pressure, being the difference between the 
arterial pressure of the vas afferens and the colloid 
pressure of the serum, can be influenced by altering either 
or both of its determining factors. With a constant 
arterial. blood-pressure the rise in colloid pressure 
diminishes the filtration pressure, and glomerular 
filtration is therefore slowed ; whereas a drop in colloid 
pressure leads -to increased filtration pressure and 
hastens glomerular filtration. This has been proved by 
experiment and in practice so often that our results 
speak most decidedly for the glomerular filtration theory. 
But it is equally conceivable that the colloid pressure 
of the serum-proteins also affects tubular resorption. 
The glomerular, filtrate that streams through the tubules 
towards the calices has no colloid pressure at all. The 
blood that has passed the glomeruli and undergone a 
remarkable concentration by the filtration process streams 
towards the dense capillary network of the tubules. The 
glomerular filtrate is separated by only a single layer of 
cubical tubular epithelium from the blood in the tubular 
capillaries, the colloid pressure of which—owing to its 
greater protein concentration—is even higher than that 
of the ma blood. It seems almost oe in 
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Fig. 3—Com omparison of creatinine and chloride clearances with serum- 
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these circumstances that the tubular epithelium and the 


‘glomerular filtrate could remain unaffected by the 


water-binding power of the glomerular capillary blood. 
Histological and physical conditions thus suggest that 
a rise in colloid pressure may inhibit glomerular filtration 
and increase tubular resorption; lowering the colloid 
pressure, on the other hand, may have the opposite 
effect. So the final result of any rise in colloid pressure 
would be a reduction in urinary flow, whereas any drop 
in the colloid pressure would increase urinary flow. Our 
present: results support this supposition, the more so 
since the changes observed in the glomerular and tubular 
functions seem to be proportional to the physicochemical 
energy changes originating from the changes in the protein 
picture. 

(2) The discrepancy between the results of the two 
sets of experiments can be explained partly by the 
different mechanisms involved, and partly by the 
different quantities of energy acting in the two experi- 
ments. In the anzsthetised dogs the functions of some 
complementary factors—e.g., variations of the arterial 
(glomerular) blood-pressure and secretion of antidiuretic 
hormone—may be altered or suspended, with the result 
that the kidney of an anesthetised animal works very 
differently from that of our patients. Moreover, 
Podhradszky (1939), in his experiments on dogs, main- 
tained the arterial blood-pressure at a constant level ; 
hence changes in the filtration pressure might have 
occurred only as a result of the changes produced in the 
colloid pressure. By alternate administration of pure 
Ringer solution and of Ringer-gum solution he obtained 
changes in the colloid pressure of 40-60 mm. H,O, 
which correspond to 1/;"/, of the absolute colloid 
pressure and to !/.—'/,. of the filtration pressure in the 
dog. In our experiments the changes in colloid pressure 
range from 80-120 mm. H,O, which is 1/,—'/, of the — 
absolute colloid pressure and }/,—!/, of the filtration 
_ pressure in man. The physicochemical energy set free 
by the changes of the protein picture in our experiments 
is absolutely and relatively much greater than that in 
Podhradszky’s (1939) experiments on dogs, and this is 
perhaps the most important factor that explains the 
different results of the two sets of experiments. It seems 
clear that glomerular filtration needs a more pronounced 
change to become altered to any well registrable extent 
than does tubular resorption, even. relatively small 
changes in which may greatly modify the urinary flow. 

Gomori and Podhradszky (1937) have shown that, 
after copious loss of salt and water, the plasma may 
become so condensed that colloid pressure reaches the 
level of glomerular blood-pressure. In such cases filtration 
pressure ceases to exist ; and, since there is consequently 
no filtration at all, kidney function stops completely in 
spite of an intact kidney. Podhradszky’s (1939) later 
experiments on dogs and our present investigations both 
show that the colloid pressure dependent on the protein 
picture may influence kidney function not only in cases 
of such extreme changes as described by Gömöri and 
Podhradszky (1937) but also if the change in pressure, 
compared with the absolute colloid pressure and filtration 
pressure, is relatively small. The organism may thus 
modify kidney function by adequate regulamen: of the 
protein picture. 

SUMMARY 

During unrestricted water intake, the serum-proteins | 
of patients with diabetes insipidus are mostly hypo-active, 
and their reduced colloid pressure is below normal. 

During thirsting periods the blood of such patients 
becomes concentrated, while the activity of the proteins 
increases, and so absolute colloid pressure rises by 25-30%. 

Simultaneously with the rise in colloid pressure, 
glomerular filtration is reduced and tubular resorption 
increased, and so the flow of urine lessens ; on the other 
hand, if pressure falls, glomerular filtration is increased 
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and ‘tubular resorption reduced, with a consequent 


increase in urinary flow. 

The changes seem to be proportional to the alterations 
of pressure. 

Glomerular and tubular function may: thus be con- 
siderably increased or inhibited by the physicochemical 
changes of energy dependent on the protein picture. 

The mechanism regulating the protein picture may be 


‘one of the factors that determine kidney function. 


| it was provisionally called ‘ Hochst 10820.’ 


POSTSCRIPT | 


Since this article was written Prof. E. B. Vaney S 
(1946) work has been published. In the light of his 
work the question arises- whether osmoreceptors are 
susceptible-to colldid concentration—or rather to colloid 
osmotic activity—of the blood; and, if so, how far is 
saline diuresis attributable to that. The possjbility that 
such a regulating mechanism, with its centre in the 
hypophyseo-mesencephalic system, may participate in 
it was mentioned by Podhradszky: (1939). But in that 
case too, the possibility remains that physicochemical 
energies set free by changes in the blood -proteins are 
locally—i. ©. in the kidney—involved in the mechanism 
of urine formation. If, on the other hand, osmoreceptors 
are not susceptible to colloid activity, the rôle of the 
proteins is probably that described in our present paper. 
The fact that quality as well as quantity of the proteins 
seems to be subject to active regulation calls for attention. 
It may well be that, though osmoreceptors react to their 
activity, physicochemical work is performed by them 
in the tissues of the kidney too. 
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‘ Amidone,’ also known as miadone and ‘ Physeptone ’ 
in this country and ‘ Dolophine’ in U.S.A., is a synthetic 
analgesic developed during the war in Germany, where 
It is dl-2- 
methylamino-4 : 4-diphenyl heptane-5-one hydrochloride : 
CH,  CO.C,H, 
Oe 


re 
C,H, NH, .CH(CH, ).N(CH,), 


Chemically it is unrelated to morphine, but pharmaco- 
logically it has many of its properties (Scott and Chen 
1946, Scott et al. 1947, Thorp et al. 1947). The analgesic 
potency of amidone appears to be at least as great as 
that of morphine and ten times that of pethidine (Scott 
and Chen 1946, Thorp et al. 1947, Hewer and Keele 1947). 
This has been-confirmed clinically. Acute toxicity tests 
in mice show that in equianalgesic doses amidone is a 
quarter as toxic as pethidine (Scott and Chen 1946). The 
spasmolytic activity of the two drugs is about the same. 

In view of its possible use as an analgesic in obstetrics, 
the action of amidone on human respiration was studied 
by Prescott and Thorp (1947). 
amidone, and pethidine on respiration was observed by 


noting the degree of respiratory depression produced 


The effect of morphine, . 


by them during the inhalation of oxygen containing 3% 
and 5% carbon dioxide. This is a more senibitive test of 
their action on the respiratory centre than are direct 
observations of their depressant effect on normat respira- 
tion. All three drugs diminished the response of the 
respiratory centre to the action of carbon dioxide: 

morphine produced the deepest and longest depression ; 
pethidine caused an initial depression, but recovery was 
fairly rapid; amidone produced less initial depression 
than pethidine, but the effect lasted much longer, with 
the result that over a period of three hours amidone 


. produced a greater depression of respiration than pethi- 


dine. During the investigation it had not been realised 
that the depressant effects of amidone.lasted so long. - 
. Since the analgesic effect of amidone was at least as 


good as that of morphine, and since it was less depressant 


to the respiratory centre, it was decided to carry out 
trials with amidone as an obstetric analgesic. We. were 
encouraged to use it because of its greater analgesic 
action and because of preliminary reports of its successful 


use in America. Full details of its use in obstetrics have ° 


not yet been published in America. 


CLINICAL TRIAL | 
Pethidine was used for the control cases, because its 
use in labour is now well established (Barnes 1947) and 
it is used as a routine in the obstetric department of 
University College Hospital. During the present investi- 
gation all the primigravide in the labour wards received 
either pethidine or amidone, hourly observations being 
recorded on special charts. All results were watched or 
checked by the same observer. 


- Dosage , 


The cases are grouped into two series according to 
dosage. In the first series pethidine was given in an 
initial dose of 100 mg., usually followed in an hour by 
another 100 mg. The first dose did not always give relief. 
Amidone was tried in various doses. It was at first given 
in the same way as pethidine, 10 mg. followed by another 
10 mg. in an hour’s time, 10 mg. of amidone being about 
equivalent in analgesic potency to 100 mg. of pethidine. 

In an endeavour to get better results higher doses 
were tried: four patients began with 15 mg., ten with 
20 mg., and three had 5 mg. or 10 mg. a quarter of an 
hour after 10 mg. had been given without much effect. 
Finally, in one case we gave three doses of 20 mg. in 
16 hours, and this had a pronounced depressant effect on 
the baby. At the time of the deliveries we did not always 
recall which drug had been given, but on looking back 
over the records we found that where there had been 
some depression of the baby it was mostly amidone that 
had been given. 

It was decided to begin a second series, in which the 
pethidine controls were given an initial dose of 150 mg., 
followed by 100 mg., and the amidone patients an ` 
equivalent amount—i.e., 15 mg. followed by 10 mg. 
The analgesia was more satisfactory than in the first 
series.. The second dose was not needed for some hours, 
often not at all. There was no hesitation in repeating 
pethidine during a long labour, the largest amount for 
one patient being 700 mg. Both pethidine and amidone 
began to act about 7-10 min. after an intramuscular 
injection. 


General Management 

The patients were all primigtavide. During the early 
part of labour they were encouraged to move about 
during the day. At night, if sleepless or restless, they 
were given chloral hydrate gr. 22 (1-5 g.). When uterine 
contractions were well established and the patient felt 
like lying down, usually when the os was 2-3 fingers 
dilated, one of the drugs was given. Amidone behaved 
like pethidine in that if it was given too early the con- 
traction faded away, ahd if it was given too late there 


was no apparent benefit. 
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All patients were given trichlorethylene from the end 
of the first stage, if they needed it, with a Freedman’s 
inhaler. 7 

RESULTS 


The results obtained in the two series are summarised 
in the accompanying table. 

Oontraction of Uterus.—Both pethidine and amidone 
had a variable effect on the length of the contractions and 
the interval between them. The commonest finding was 
a temporary lengthening of the interval. For example, 
in one case an interval of 1-2 min. became 7 min., 
then 5 min., and by half an hour 1-2 min. again. Often 
there was no effect, less often a shortening of the interval. 
With this change of the interval the length of the con- 
traction was usually shortened temporarily, though in 
some cases it was lengthened or unaltered. The strength 
of the contractions, estimated roughly with the hand on 
the abdomen, did not seem to be altered. Not all the 
contractions were closely watched in this way; often 
the patients were left to sleep. 

Though the number of cases is far too small to assess 
the length of labour statistically, there is a general 
impression that by relieving pain and anxiety pethidine 
tends to hasten labour. Amidone seemed to have a similar 
effect. One patient, beginning to feel distress, with 
cervix 3-4 fingers dilated, was given 15 mg. of amidone. 
She woke up an hour and fifty minutes later to exclaim 
that she thought ‘‘ something was coming,” which indeed 
it was—the baby in the bed. 

Pain.—Being subjective, analgesia is not easy to assess 
accurately. Some patients volunteered expressions of 
relief and pleasure, which were a comfort to the observers. 
Otherwise they were questioned. Temperament always 
affects the answers to such inquiries; some patients, 
for example, report relief in their willingness to please 
and be helpful. The expression on their faces tells much, 
the anxious furrows smoothing out when there is relief. 
All were questioned later ; there was a varying amount of 
forgetfulness then. Complete amnesia, however, was rare. 
In the majority, even when there was no relief during the 
‘contractions, there was rest in between. They said later 
that they had “no longer cared,” were not waiting 
anxiously for the next pain, could relax and forget about 
it. Many went to sleep, stirring only for the pain (which 


might be as bad as before). In all this the two drugs were 
similar, but amidone seemed to give less euphoria. 

Other Effects.—Effects on fetal heart-rate and maternal 
respiration, pulse, and blood-pressure were noted in 
several cases. The foetal heart-rate was little altered but 
sometimes slowed a few beats per minute. Maternal 
respiration-rate often dropped—e.g., from 24 to 20 per 
min.—and the pulse was usually slowed ; blood-pressure, 
especially the systolic, was slightly lowered—e. g., from 
150/90 to 130/90 mm. Hg—but sometimes raised. These 
effects could have been due to relief of pain. In both 
groups of patients there were various degrees of dizziness, 
thirst, and nausea. There was less vomiting with amidone. 

Second Stage.—If well managed, by the time they had 

o “bear down ” in the second stage the patients were. 
rested and refreshed and worked well. If they had had 
insufficient sedative they were tired; if too much 
sedative they were over-sleepy. There was no pronounced 
difference between pethidine and amidone i in the second 


` stage. 


Condition. of Infants.—The ' chief difference between 
pethidine and amidone appeared in the action on the 
babies. The exact blueness of newborn babies has not. 
been measured colorimetrically, but babies born_under 
the influence of pethidine appear bluer than those born 
without any sedative. They are usually vigorous, how- 
ever, and cry well. Sometimes, although they are firm 
in tone, move their limbs, and screw up their faces, the 
first good cry is delayed. Only occasionally, where the 
labour appears to be normal, is there sufficient hypopnea. 
to make the baby go limp and cause anxiety. With 
amidone, where the first dose had been given over four 
hours before delivery, both the proportionate incidence 
and the degree of depression were greater. It was for this 
reason that the second series stopped at 14. We found 
ourselves rather anxiously selecting cases with prospects. 
of being completed quickly ; hence the inquiry had ceased. 
to be impartial and scientific. We did not feel justified. 
in continuing. Where the mother had been unrelieved, 
there was no sedative effect on the baby. Those babies 
which had been sleepy sometimes continued so for two. 
or three days after birth and were slow to suck. 

Third Stage.—This was not longer in the patients who 
had had amidone; nor was there undue loss of blood. 


RESULTS IN TWO SERIES OF MOTHERS 


e 


Z First series 


Analgesic .. 
No. of cases 
Average total amount of drug (mg.) 


Average length of labour (hr.) 
Effect on pain: Worse ee oe ee 
None ee ee 
Doubtful `..  .. 
Slight va | ee 
Good oe ee 
Complete .. ee ee 
Good + complete .. 27 (56%) 
Between pains: No rest .. ee oe 3 
Restos “vg. ee ee 25 
Rest + sleep Wii. nas 14 
Amnesia ee ee ee ee oe 3 


bab ee ee s =e 
Effect on y forceps delivery ; 


before drug given 


1 stillbirth from amat 
respira- 
tory depression in 10 but 
in 1 heart was ar 


Second series 


12 (40%) 9 (64%) 39 (71%) 
2 3 3 ” 
28 11 52 
15 10 34 i 
i 3 0 4 
5 slightly blue | Respiratory | 1 perp ho Pharr heart not 
depression he mo amg given ; 
in 7 11 Mus” ay 3 became 
pale) including 1 small 
mongol, 1 difficult breech, 
and 2 with cord round 
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a SUMMARY 

Amidone was given to 62 carefully observed primi- 
gravidæ in labour, and pethidine to 85 controls. 

Amidone relieved the pains of labour similarly to 
pethidine, but had a much more depressant effect on the 
baby, particularly when given over four hours before 
delivery. 

For ‘this ‘reason it seemed unsafe to go on and the 
investigation was discontinued. 


Amidone is not recommended as an analgesic in labour. - 


This investigation was undertaken at the suggestion of 
Prof. W. ©. W. Nixon, director of the obstetric unit, University 
College Hospital, where special facilities are given for research 
into relief of pain in labour. We also thank Sister Billing and 
her staff for most helpful coöperation. 
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POTASSIUM CHLORATE POISONING 
REPORT OF A CASE 


SUSANNA GORDON J. A. H. Brown 
M.B. Lond. M.B. Lond: 
From Chase Farm Hospital, Enfield 


Porasstum chlorate poisoning is rare nowadays but 
it presents several interesting features, in particular the 
metabolic changes which it produces: Many cases were 
reported at the end of the 19th century and in 1911 
Witthaus collected 155 cases, but since then only a few 
have. been recorded. The published work was reviewed 
by Cochrane and Smith in 1940. 

Poisoning by potassium chlorate has usually arisen 
from mistakes in dispensing or unusual sensitivity to 
moderate doses. The lethal dose seems to be extremely 
variable, as does the period elapsing between. administra- 
tion and onset of symptoms. Gastro-intestinal disturb- 
ances are common. Most investigators have mentioned 
an unusual colour of the skin, and some have found 
methemoglobin in the blood. ‘The exact cause of death 
has been doubtful in most cases, though anuria is some- 
times recorded. The case described below shows some 
unusual features but seems to illustrate the toxic effects 
of a chlorate. 


CASE -RECORD 


A ionas; aged 61, was admitted to hospital on Sept. 12, 
1945, with a history that for 6-10 weeks she had sucked 
twenty 5-grain tablets of potassium chlorate daily, because 
she believed that they would cure the cancer she imagined 
was growing on her tongue. On Sept. 8 she collapsed and was 
noted to have an abnormal colour. She had no vomiting or 
diarrheea. She refused hospital admission for 4 days. ` 

On admission she was an obese woman, conscious, and not 
in any apparent distress. She was not dyspnæœic or ortho- 
pnæœic. The. skin and mucosæ were deep grey-brown, and 
the sclere dark yellow-brown. There was no evidence of 
any organic lesion of the tongue. Pulse-rate 90 per ‘min. ; 
regular pulse of good volume. Blood-pressure 130/80 mm. Hg. 
The venous pressure, measured from the sternal angle, was 
not raised clinically. The heart and the respiratory and 
nervous systems showed no abnormality. Liver and spleen 
were not palpable. 

Investigations.—Methzmoglobin was present in the serum 
on admission and was detectable until Sept. 15. There was 
no methemoglobin in the washed lysed corpuscles at any time. 
We had not the equipment to make quantitative estimations 
of methzemoglobin. 

The hæmoglobin was 50% (Haldane) on admission, and 
the red-cell count 2,340,000 per cmm. The blood-count 
rose only slightly despite several intravenous infusions of 
concentrated red cells. 
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On Sept. 13 the following values were obtained, but conld 
not be repeated: serum-potassium 29 mg. per 100 c.cm. ; 
plasma pigment 134 mg. per 100 c.cm., bilirubin 0-9 mg. per 
100 c.cm., CO,-combining power , 52:8 c.cm. per 100 c.cm. ` 
The serum Van den Bergh was negative until death. 

On Sept. 12 the urine. contained hemoglobin but no met- 
hemoglobin, and thereafter no abnormal pigment was found. 
All specimens of urine contained about 70 mg. of protein 
per 100 c.cm., but no casts were seen. The urine was alkaline 
from Sept. 13. : 

Treatment.—Intravenous infusions of 4:28% sodium sul- 


. phate were given daily (about 1000,c.cm.) besides fluids by 


mouth arid moderate doses of alkali. The urinary output 
rose after 31 hours’ anuria, but the urea-concentrating power 


of the kidneys fell steadily, and the blood-urea level rose. 


Methylene blue 250-300 mg. and ascorbic acid 2500-3000 mg. 
were given daily in the sodium sulphate infusions (see figure). 

Course of Iliness.—Throughout her illness the patient was 
mainly rational, with intermittent confusion. Her colour ` 
improved | steadily, but at the time of death both skin and 
mucose were still brown. At no time was there any vomiting 
or diarrhea. The blood-pressure ranged from 130/80 to 
120/70 mm. Hg. She showed no sign of circulatory failure, — 
despite the intravenous administration of a large volume . 
of fluid, until about 30 hours before death. There was then 
a rise of venous pressure, the liver became palpable, and 
there were signs of early pulmonary edema. litravenous 
infusions were stopped, and the signs of circulatory over- 
loading receded, but the patient died Eo ii and 
unexpectedly at 9 P.M. on Sept. 18. 


NECROPSY 


The body was that of an’obese woman, with cedemé of the . 
dependent parts. 

Brain: slight cedema, with senile atrophy of the cortex 
in the region of the vertex ; pituitary body healthy. 

Chest: a little clear yellow fluid was present in both 
pleural cavities’; there was moderate oedema of both lungs. 
Heart : myocardium soft, showing fatty change ; 

evidence of valvular disease. 

Kidneys : soft and large (right kidney 11 oz., left kidney 
12 oz.) showing foetal lobulation ; .petechie were present | 
on the surface, but the capsule stripped easily ; the cortex 
showed brownish streaking. 

Inver : weight 72 oz. ; dark brown, with pattern « diminished 
owing to cloudy swelling. 

Spleen : weight 8 oz.; multiple petechial hemorrhages. 


no 


- HISTOLOGY 


The kidneys showed no pathological change in the glomeruli 
beyond an excess of red blood corpuscles in the glomerular 
tufts. The first convoluted tubules contained a considerable 
amount of amorphous eosinophilic debris. The second 
convoluted tubules showed large dilatations and contained 
many casts of granular acellular dull brownish-red material, in 
striking contrast to the brilliant pink of the red cells in the. 
adjoining congested capillaries. Many of the tubules were 
completely blocked by the pigment casts. The epithelium 
showed areas of cloudy swelling and necrosis, but mitoses 
and regeneration of the tubular epithelium were also evident. 

The liver was congested. Kupffer cells were very prominent 
and filled with a brownish pigment, which was also abundant | 
The spleen showed congestion, hemor-’ 
rhages, and the same pigment. No significant histological 
change was found in any other organ. 


DISCUSSION 


The toxic action of potassium chlorate probably 
depends on the individual actions of the anion and 
kation of the molecule. The poisonous effects of 
potassium salts are well known, and the more acute 
cases of potassium chlorate poisoning are probably due 
mainly to the potassium ion (Stokvis 1886). 

So long ago as 1876 Jaderholm récognised that one 
of the toxic actions of potassium chlorate was to produce 
methemoglobinemia. The conversion of hemoglobin 
to methemoglobin by potassium chlorate takes place 
readily in vitro but less readily in vivo (Ulrich and 
Shternov 1928). Riess (1882) and Huber (1912) suggested 
that the action of potassium chlorate on the red blood 
corpuscles was specific, producing lysis. Richardson 
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(1937) suggested that the primary action of the drug 
was that exerted by the chlorate ion on the tissues. 
He considered that methemoglobinemia only followed 
hemolysis,: and that this action was of secondary 
importance. It seems possible that hæmoglobin is 
oxidised to methemoglobin within the corpuscles, and 
that the hemolysis, with liberation of methemglobin 
into the serum, follows (Ulrich and Shternov 1928). 
In our observations methemoglobin was never detected 
in the washed corpuscles but was abundant in the 
serum; hence we conclude that hemolysis took place 
before the formation of methzemoglobin. 
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Chart of treatment and findings in a case of tanium chlorate 
. poisoning. 


“Cashing (1941) states that the acute cases of poisoning 
are due to simple anoxzmia resulting from transforma- 
tion of hemoglobin to methemoglobin. In the less 
acute forms hemolysis occurs and renal damage results 
from the breakdown products of the corpuscles, which 
obstruct the renal tubules. In view of the work of 
Maegraith et al. (1945), a combination of anoxemia and 
deposition of pigment causing tubular injury may well 
explain the profound renal damage in our case. The 
absence of concentrated urine, coupled with a histo- 
logical picture similar to that of the crush syndrome 
(Bywaters and Beall 1941), is to be expected in cases 
where deposition of pigment has seriously damaged the 
convoluted tubules. Baker and Dodds (1925) claimed 
that hemoglobin is precipitated in the renal tubules 
at a pH below 6-0, but this finding was not confirmed 


by Navasquez (1940) or Bing (1943, 1944); renal damage — 


was not produced in their experiments by hæmoglobin 
injected intravenously, whatever the pH of the urine. 
On the other hand, the intravenous injection of methemo- 
globin in dogs causes severe renal damage if the urine 
is acid, but not if the pH is above 7-0 (Bing 1943, 1944). 
The aim of our treatment was to hasten the reduction 
of methemoglobin to hemoglobin with methylene blue 
and ascorbic acid, and to combat anoxzemia by slow 
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infusion of concentrated red cells. Potassium citrate 


was also given to render the urine alkaline and thereby - 
_to decrease tubular damage. 


The body normally slowly reduces methemoglobin 
to hemoglobin (Stimson and Ray 1927). Methylene 
blue can act as part of a reversible oxidation-reduction 
system and is in the reduced, or “leuco,” form at the 
normal reduction potential of the body. It greatly 
accelerates the reduction of methemoglobin to hemo- 


globin in doses of 1-5-2-0 mg. per Kg. of body-weight — 


(Wendel 1937, 1939). Ascorbic acid is also a powerful 
reducing agent, which will reduce methylene blue to 
the leuco form rapidly in vitro. Treatment of the 
anemia produced by the hemolysis is important because 
of the possibility of anoxszmia increasing renal tubular 
damage. In most types of poisoning which produce 
methemoglobinemia the blood is fres from methemo- 
globin within 24-72 hours of discontinuing the drug 
(Harrop and Waterfield 1930, Paton and Eaton 1937). 
It has not been stated by these workers whether hemo- 
lysis took place or not, but it is to be expected that it 
would cease about the same time as the methemo- 
globinemia. In our case the hematocrit readings did 
not rise despite transfusion ; hence it is probable that 
hemolysis continued and further pigment was thereby 
provided for deposition in the renal tubules. In this 
case methemoglobin was present in the serum until 
eight days after discontinuing the drug. Judging by 


analogy with the cases mentioned above, it appears that - 


the therapeutic measures aimed at speeding reduction 
of methemoglobin to hemoglobin were ineffective. 

The renal aspect of the case was unfortunately true 
to type. In the hope of producing a diuresis, continuous 
infusions of sodium sulphate were given. On the last 
day of life, after several days of anuria and oliguria, the 
urine output rose. The urea-concentrating power of the 
kidneys had steadily declined, and the blood-urea level 
remained high, rising slightly, until the uremic termina- 
tion. The slight pulmonary cedema discovered at 
autopsy suggests that further transfusion would not have 
been possible, and that overloading the ren enon is a 
very real danger in this type of case. 


SUMMARY 


A fatal case of potassium chlorate poisoning is 
described. 

Severe hemolysis, methæmoglobinæmia, and renal 
damage were produced by the drug. 

Treatment with methylene blue and ascorbic acid 
appeared to be ineffective in speeding reduction of 
methemoglobin to hemoglobin. 

Renal tubular damage due to deposition of pigment 
led to death in urzemia. 

Our thanks are due to Dr. Philip Hamill for permission to 
publish this case ; to Dr. Hans Loewenthal, for help with the 
pathological investigations; and to Dr. E. G. L. Bywaters 
for advice and encouragement. 
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PENICILLIN IN 1% BEESWAX-ARACHIS OIL 


H. BRINDLE 
B.Sc. Lond., F.R.LC., Ph.C. 
pRoPpsdox OF PHARMAOY, UNIVERSITY OF MANCHESTER 


R. W. FAIRBROTHER 
D.Sc., M.D. Manc., F.R.C.P. 
DIRECTOR, DEPARTMENT OF CLINICAL PATHOLOGY, 
- MANCHESTER ROYAL INFIRMARY 
F. BRUCE JACKSON 
2 7 M.B. Manc. 
RESIDENT CLINICAL PATHOLOGIST IN THE INFIRMARY 


Since penicillin is readily absorbed from the tissues 


after parenteral injection and is rapidly excreted by the. 


kidneys, to maintain a chemotherapeutic level in the 
tissues it is necessary either tó inject an aqueous solution 


at short intervals or by continuous drip, or to administer . 


it in some slow-release vehicle. . 

Both frequent injections and a continuous drip are 
often impracticable and undesirable. They are difficult 
to carry out unless the patient is in hospital and three- 
‘or four-hourly injections cause the patient much incon- 
venience, particularly at night. The incorporation of 
penicillin in a slow-release vehicle undoubtedly offers 
some important advantages; consequently, there has 
been much research into methods which delay the 
absorption of penicillin from the site of injection. 

The most widely used preparation, developed mainly 
by Romansky and his colleagues, is a mixture of beeswax 
(4-5%) and arachis, oil containing 100,000-300,000 
units of penicillin per ml.; effective blood-penicillin 
levels persist for eight to twelve hours, and one or two 
injections a day give excellent clinical results. This 
form of preparation may, however, be difficult to 
administer owing to its viscosity ; ; it is necessary to warm 
the syringe and suspension to 37-50°C and then inject 
with the minimum of delay, using a wide-bore needle. 
Inexperienced workers commonly find that the needle 


becomes blocked during the injection, and this may cause | 


considerable inconvenience. To overcome this diffi- 
culty, it has been recommended that individual doses. be 
dispensed in separate syringes. 

The inherent disadvantages of ‘the present form 
of beeswax preparation and the great demand for the 
slow-release product make it important that a more 
satisfactory product should be available, and many 
modifications have been tried. 

Romansky and Rittman (1944) considered that the 
4% beeswax mixture gave the most satisfactory results ; 
but it is interesting to, note that absorption of penicillin 
from the tissues was also appreciably delayed by the 
use of lower concentrations of beeswax. 


maintained the blood-penicillin level for a long time. 
Hirsh et al. (1947) recommended. that pure crystalline 
penicillin G should be used, since the resulting prepara- 
tions have a reduced viscosity at all temperatures. ` 

Slow-release vehicles have been studied for some years 
in the Department of Pharmacy and Pharmacology, 
Manchester University, and the use of suspensions of 
various drugs in oily media indicated that, to obtain the 
maximal prolongation of the effect of a drug, the volume 
injected should be small, about 0-5-1 ml. being the 
optimum bulk, and that there was no significant difference 
between the results given by a eon oil vehicle and one 
containing 4-5% of beeswax. = 

The preliminary work was done on rabbits. Tests 
were later carried out with penicillin, and the results 
indicate that 1% beeswax in arachis oil forms an excel- 
lent vehicle for the crystalline form of penicillin. This 
preparation was consequently subjected to clinical trial. 


Raiziss (1944) 
found that simple suspensidns of penicillin in arachis oil 
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Though the preliminary results indicated that there 
was little to be gained by the addition of beeswax as 
regards the maintenance of the effective blood-penicillin 
level, it was found that there was a disadvantage from the 
pharmaceutical standpoint in its omission. » 

When a suspension of penicillin in plain oil was allowed 
to stand for several days, some difficulty was experienced 
in rediffusing the penicillin in the oil. A considerable 
amount of shaking was required to redistribute the 
penicillin which had settled to the bottom of the mixture. 
The addition of beeswax removed this difficulty, probably 
because it carried the penicillin with it in the form of a 
readily diffusible deposit of about the same density as the 
oil. Though 2% of beeswax gave a more readily 
diffusible deposit than did smaller proportions, it was 
considered that the viscosity of the preparation at 
ordinary temperature was unduly increased. 

The British Pharmacopeia formula uses, for the oily 
injection of penicillin, the calcium salt of penicillin to 
the equivalent of 125,000 units per ml. in a vehicle of 
4-5% w/v of white beeswax i in arachis oil. 

The calcium salt is specified for the official preparation 
because it is almost non-hygroscopic ; and, to keep the 
volume to be injected to about- 1 ml., it has been recom- 
mended by various authorities that the strength be 
increased to 300,000 units per ml. 

‘Practically pure non-hygroscopic sodium penicillin 
is now being prepared, and a supply was kindly provided 
by Messrs. Imperial Chemical (Pharmaceuticals) Ltd. 
This proved very suitable for the preparation of the 
oily injection ; it can be. ground readily to a, very fine 
powder without the danger of moisture being absorbed, 
and, when incorporated with the 1% beeswax-oil mixture, 
it gives a preparation which is satisfactory in all respects. 
The mixture remains perfectly fluid at ordinary tempera- 
tures, and any deposit is readily diffused by gentle shaking 
and is sufficiently finely divided to pass through a 
moderately fine needle. No heating is necessary and 
should be avoided, since on cooling there is a tendency 
for the beeswax to crystallise. 

The formula and method of preparation for 100 ml. 
of the mixture are as follows : 

Penicillin n 

salt) 30,000,000 units- 

Beeswax (white or yellow) lg. ; j 

Arachis oil, sufficient to produce 100 ml. 


The beeswax is added to the oil, and the mixture sterilised 
by heating in an oven at 150°C for an hour and allowed at the 
same time to filter through filter paper. When the oil- 
beeswax basis is nearly cool, the penicillin is triturated in 
a sterile mortar with a small amount of the basis until smooth, 
and then the rest of the basis is added gradually and the whole 
is triturated; the mixture is finally transferred to sterile © 
containers. Aseptic methods are used throughout. 


No moisture is present and the preparation is therefore 
stable at ordinary temperatures for several months 

The crystalline sodium-penicillin used for the prepara- 
tion absorbed only 6% of its weight of moisture when 


(non-hygroscopic sodium 


‘exposed to moist air of 66% humidity and, after two 


months’ exposure at ordinary temperature to such an. 
atmosphere, exhibited no loss of potency.* 


TECHNIQUE OF PENICILLIN ASSAY 


The assay of serum-penicillin levels was made by the 
broth dilution method; the test organism was the 
Oxford staphylococcus, and the broth, containing 
glucose and Andrade’s indicator, was prepared from the 
formula of Pulvertaft and Yudkin (1946). 

Samples of blood were obtained by venepuncture and 
centrifuged, and the serum was placed at once in the refrigera- 
* Detailed comparisons of the hygroscopic qualities and stabilities 

erent samples of commercially sehr era enicillin are 


boine published in the Quarterly Journal of Pharmacy and 
Pharmacology. 
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ASSAYS OF SERUM AFTER INTRAMUSCULAR INJECTION OF 
PENICILLIN IN BEESWAX-ARACHIS OIL OR IN AQUEOUS SOLUTION 


Serum-penicillin levels (units per ml.) 


Hours after 
injection 300,000 units in 1% 300,000 units in — 
q beeswax-arachis oil aqueous solution 

2 >1 2 
3 1, 2,1, V/s : ee 
6 1/3, as Vs 1/g, "Je, 1, 0 
S Has Jas '/33 i/a, 0 

10 May Yas Ves Ms . /e*, 0, 0, 0, 0 

12 1/8» 2/85 7/14, */16 

13 "as. 16s Mae 

14 1/16, */16, */16 

15 ise» */se 

24 0,0, 0,0 


* This case was one of long-standing diabetes, and delay in excretion 
mS have been due to renal abnormality. 


tor; series of levels from one patient were invariably assayed 
together on the same day. 

A. sories of twelve sterile tubes (3 in. by 3/; in.) were pre- 
pared; 0-5 ml. of the glucose broth was placed in all tubes 
except the first, 0-5 ml. of the serum was added to the first and 
second tubes, the contents of the second tube were well mixed 
and twofold dilutions were made in the remaining tubes 
except no. 12, which was the control and contained broth 
only. Inoculation with the test organism was carried out 
by the addition to each tube of a standard amount of a saline 
suspension of an 18-hour agar-slope culture containing 
about 500,000,000 organisms per ml. A comparable series of 
tubes containing known strengths of penicillin was always 
prepared as a control ; these results were. remarkably constant 
throughout the investigation. The end-point was taken as 
the lowest dilution at which the staphylococcus grew after 
18 hours’ incubation, as indicated by the colour change and 
the presencé of turbidity in the tube. 

Inhibition of the organism in the tube containing serum 
alone was confirmed by inoculation of an agar plate ; cultures 
wer6 invariably prepared from any tubes giving doubtful 
readings. : 


RESULTS 


Trials of the preparation were made by o methodi 
(1) assays of the blood level at intervals after intra- 
muscular injection ; and (2) clinical trials in cases of 
acute gonorrhea. The injections were usually made 
into the gluteal muscles with a no. 2 serum needle, and 
in no instance was any reaction, local or general, reported. 
Since the preparation is fluid at room temperature its 
_administration presented no difficulty. 


(1) Blood Levels 

Samples of blood were collected at various times after 
the intramuscular injection of penicillin 300,000 units in 
1% beeswax-arachis oil contained in 1 ml. Assays of the 
serum were carried out, and the collective results are given 
in the accompanying table. A control group received an 
aqueous solution containing penicillin 300,000 units in 
1 ml.; assays of the serum levels are included in the table. 

The serum-penicillin levels were maintained much 
longer after the injection of the 1% beeswax-arachis 
oil preparation than after that of the aqueous solution. 
The persistence of the serum-penicillin levels is compar- 
able with that following the injection of the standard 
4-5% beeswax,preparation. Kirby et al. (1946) found 
that after the single intramuscular injection of 300,000 
units of penicillin in 5% beeswax-peanut oil (1 ml.) 
penicillin could not be detected in two-thirds of the 
patients after 12 hours ; when the material was injected 
- subcutaneously, assayable levels were generally present 
for 20 hours. These levels are considered to be thera- 
peutically effective for all but overwhelming infections 
with sensitive organisms. 
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(2) Clinical Trials 

Slow-release preparations have give n good clinical 
results, particularly in acute gonorrhea, for which they 
are now widely used. Clinical trials were consequently 
made with the new preparation; 28 proved cases of 
acute gonorrhea, 20 males and 8 females, were given 
an intramuscular injection of 1 ml. containing 300,000 
units of penicillin in 1% beeswax-arachis “oil. The 
results were wholly satisfactory. 

In all cases a clinical cure was obtained and the usual 
tests of cure were successfully passed; there was no 
complaint of local reaction, pain, &c. There was no 
difficulty in administering the preparation, which, 
being fluid at room temperature, was readily drawn into 
the syringe and uni octee into the patients with a no.. 2 
serum needle. | 

SUMMARY 


_ Effective blood-penicillin levels were maintained and 
satisfactory clinical results. obtained in acute gonor- 
rhea by the intramuscular injection of 1 ml. of a prepara- 
tion containing 300,000 units of crystalline penicillin in 
1% beeswax-arachis oil. This preparation is fluid at 
room temperature and can be injected without difficulty. 


We wish to thank Messrs. Imperial Chemical (Pharma- 
ceuticals) Ltd. for preparing and supplying the penicillin 
G. Auckland for 
their coöperation with the clinical trials. 
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ALOPECIA AREATA TREATED WITH 
THORIUM-X 


P. J. FEENY 
M.B.N.U.I 


FIRST ASSISTANT, SKIN DEPARTMENT, THE LONDON HOSPITAL; 
DERMATOLOGIST, EMERGENCY MEDICAL SERVICE 


THORIUM-X is the latest local remedy for alopecia 
areata, and the only published report is one on the results 
achieved in 35 cases by Corsi (1943), who continued an 
investigation initiated in 1937 at St. Bartholomew’s 
Hospital by Dr. F. Jacobson with practical help from 
Dr. A. C. Roxburgh. The pioneer user of thorium-X 
in dermatology was Nagelschmidt (1916). ` 

In assessing the value of a substance used locally 
(such as thorium- X) in the treatment of alopecia areata 
one must present findings whose value is not obscured by 
controversial factors. This is because the etiology of. 
There are three theories current 
(the toxic, the microbic, and the trophoneurotic) each 
capable of explaining certain cases but none applicable 
to all (MacLeod and Muende 1946). The suggestion of 
an endocrinopathic origin is unwarranted in the opinion 
of Waisman and Kepler (1941), who investigated this 
aspect in 138 cases. Prosser Thomas (1945) recognised 
the difficulty of assessing the value of any remedy in this 
condition, which tends to spontaneous recovery in many 
cases. Before expressing an opinion based on case- 
records all cases must be excluded in which a possible 
toxic, microbic, or trophoneurotic cause had been present 
and treated. Corsi, in his report, did exclude some 
treated cases on the grounds of patients ceasing to attend, 
interfering with controls, or proving unsuitable for 
unspecified reasons. l 

PRESENT INVESTIGATION = 

For the past three years cases for the series now reported 
were selected from the skin department of Oldchurch 
Hospital, Romford. In choosing cases for thorium-X 
many patients were excluded at once, as it was obvious 


that any improvement noted could not be placed to 
the credit of thorium-X alone. 


| 
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Alopecia areata with 
concomitant curable physical disease or quickly soluble 


. psychological trouble was not treated with thorium-X. 
' For example, cases of alopecia areata in patients suffering 
_ from debility after acute illnesses, girls also suffering from 
' previously 


undetected iron-deficiency anemia, and 


' adolescents overworking for vital academic examinations 


pare, & case with symptoms for which surgical treat- | 


were not selected. On the other hand, cases with long- 
standing physical infirmities, such as one of muscular 
atrophy following infantile paralysis, and cases with, a 
lifelong personal and often familial psychopathic history 
were included. 

During these three years 50 cases were chosen and 
treated. Many of them were referred to other depart- 
ments at some time or other while having thorium-X 
treatment. As a result of findings in these departments 
it became necessary to exclude 26 of the cases from this 
report for the reasons given above—e.g., a case of 
Addison’s anzmia, married. women who became primi- 


ment was later given, several cases with uncorrected or 


= improperly corrected refractive errors, and several cases 


does not take place under three or four months. 


in which dental treatment was needed. Any dental or 
ophthalmological case in which the appropriate treat- 
ment was unduly delayed for any reason was excluded. 
Lastly, all patients who began treatment or responded 
for the first time to treatment during the summer 
of 1945 were excluded, lest any change noted be 
attributable to post-war causes. 

The thorium-X was applied in varnish, in a dosage 
of 1500 electrostatic units per-c.cm., once a month for 
periods of from a few weeks to a year. 

The details of the 24 cases finally selected are given 
in the accompanyue table. 


DISCUSSION 


Of the 24 cases in the table, 22 showed satisfactory 
regrowth, usually within two or three months and not 


_ depending on the length of time the alopecia had been 


present. Semon (1940) states that recovery of a patch 
In 
10 of the cases, including 3, of total alopecia areata and 
l of the band. type, the alopecia had lasted over four 
years. In 9 of these 10, local treatment with light, 
lasting months or even two years, had been without 
effect. Yet in 5 of these 9 cases regrowth started within 
two months, in 2 more within four months, and in the 
remaining 2 within eight months. In the 10th long- 
standing case regrowth also took place, but this case had 
not had local light. In the case where the beard besides 
the scalp was partially affected regrowth took place on the 
scalp only. Regrowth was maintained in the case which 
developed thorium-X dermatitis. This case, the first of 
its kind to be reported, is described more fully below. 

In Corsi’s (1943) series, where the selection of cases 
for treatment was not on the exclusive basis of this series 
and treatments were given weekly, no regrowth occurred 
in the 2 cases of virtually total alopecia: in the 3 cases 
of total alopecia in the present series regrowth started 
within six months and was continued for a few months, 
after which there was no further increase. The tendency 
for the new hair to grow pigmented at once, also noted 
by Corsi, was observed in the cases of total alopecia only. 
Regarding his suggestion, later approved by Prosser 
Thomas (1945), that thorium-X should not be applied 


while the defluvium is still active, Isaak (1942) reports ° 


2 cases which suggest that hair filters alpha-rays. 

In comparing the efficacy of local light and thorium-X 
two facts emerge: (1) regrowth took place in 9 cases 
where local light had failed ; and (2) the patients now 
had to attend for treatment once a month instead of 
from four up to as many as twelve times. Local treat- 
ment with light is usually given once a week (Semon 


eo 


1940), but this often means in a busy department that the 
patient has to attend two or three times a week to have 
different areas treated. l 
' Radiodermatitis resulting from subcutaneous injections 
of thorium-X has been reported (Weissenbach 1938). 
Regarding a recent favourable report on its use by 
injection in spondylitis and chronic rheumatism (Herna- 
man-Johnson 1946) and unpublished reports from other 
sources on its use in urology, there have been in the past 
several adverse reports on its use by subcutaneous or 
intravenous injection (Hamperl 1936, Roemheld 1937, 
Loup 1937, Zadek 1937, Weissenbach 1938, Bazy and 
Coste 1938, Deucher and Leigh-Smith 1943), the toxic 


effects being due possibly to errors in its preparation 


Ord. = ordinary. 


EELK 
4> r) = 
Case no.,| Type |Known EP l Further oe 
sex, and] of - TEE progress light 
age (yr.) | disease| tion | S882 of regrowth treatment 
tyge 
mw 
1, F, 36) Ord. 4 yr 3 mth.} Continued for | 2 courses, 
7 months only each 3 
ba months’ 
2, F, 49| Ord. 5 mth.} 3 mth.} Full regrowth None 
3, M, 11| Total | 5 yr. 2 wk..| Fullregrowth all | Continuous 
i parts except or i 
sides of scalp years 
4, M, 41| Ord. of | 6 wk. | 1 mth.| Maintained next | None 
scalp |. , scalp 2 months, 
and only then ceased 
beard . to attend 
. 5, F, 47] Ord. | 2 wk. |14 wk. | Ful regrowth None 
6, F, 37| Total | 7 yr. | 4 mth.| Thorium ery-| 2 years, 
thema after ntor- 
1 year mittent 
7, F, 41| Band |Several| 2mth.| Partial re-| Several 
| type | yr. | growth, no months 
increase after 
6 months i 
8, F, 40| Total -|23 yr. | 6 mth.| No inoroase after | Many courses 
i 2 months 
9, F, 34| Ord. | 6 mth.| 5mth.| Full regrowth None 
10, F, 16| Ord. | 3 wk. | 6 wk. | Ceased to attend | None 
11, F, 23| Ord.. | 3 wk. | 3 wk. | Ceased to attend | None 
12, F, 17| Ora., | 8mth.| None | None after 9 | None 
months l 
13, F, 50| Ord. |20 yr. | None | None after 11 | Several 
l months courses 
14, M, 26; Ord. | 6mth.| 2mth.| Increasing 1 | None 
month later, -| 
then ceased 
to attend 
15, M, 14] Ord. 2mth.| 5mth.| Increasing 1 | None 
month later, | 
then ceased |. 
| _ toattond 
16, M, 9| Ord. | 2 wk. | 5mth.| Ceased to attend | None 
17, M, 22| Ord. | 3 mth.| 7 mth. Increasing 1 | None 
‘month later, 
then ceased 
to attend 
18, M, 27) Ord. 3} mth.| 2 mth.| Ceased toattend | None 
19, M, 27| Ord. | 4'/ayr.| 1 mth. | Ceascdto attend | Long courses 
20, F, 23| Ord. | 4days | 6 wk. | Increasing for | None 
next 6 weeks 
then ceased | 
to attend 
21, F, 25| Ord. | 3 wk. | 1 mth.| Ceased toattend | None 
22, F, 58| Ord. | Many | 8mth.! Increasing 1!Several 
yr. month later, courses 
then ceased 
to attend 
23, F, 38| Ord. | 4 yr. | 1mth.| Ceased to attend | None 
24, F, 36; Ord. | 4yr. 2mth.! Increasing for | Continu- 
4 months only ously for 
‘2 years 
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and dosage (Weil and Galabert 1938). Lesser degrees 
of: cutaneous damage from surface application of 
thorium-X are described by Airey (1945), who, with 
several years’ experience, had seen slight atrophy and 
telangiectasia in a glossy skin from its long-continued 
use, but no serious ill effects. 

Case 6 in the present series developed an erythema of 
the scalp after twelve months’ treatment. There was no 
vesiculation, and the erythema had persisted unaltered 
six months later. The reddened area corresponds to 
the area painted and not to the scalp area. Regrowth 
had started on the crown of the head only, and for this 
reason treatment had been continued. Because of 
_ occasional shortages in the supply of thorium-X, due to 
uncertainty about the amount required, this case was 
treated fortnightly, each half of the scalp alternately. 
There may thus have been overlapping of the areas 
painted, with consequent treatment of some areas 
fortnightly.. It is intended to follow up this case with 
serial biopsies and photographs. 


Though thorium-X is commonly applied fortnightly ~ 


or even weekly, it is well to recall that its first dis- 


integration product, an indifferent gas with a half- 


life of about 1 min., may possibly diffuse further into the 
skin before transformation into more active states and 
cause demonstrable degeneration at a depth of 0-2-0-3 mm. 
(Lomholt 1923). This degeneration continues for a fort- 
night (Lomholt 1936), and Peck (1930) has shown that 
fair skin takes twenty-three days and dark skin forty-nine 
days to recover completely; but even then hyper- 
pigmentation may persist for months. Roxburgh (1944) 
states that the redness persists two or three weeks and 
then graduat: fades and is replaced by pigmentation. 


SUMMARY 


A series of 24 cases of alopecia areata, including 3 
cases of total alopecia, were treated with monthly 
applications of thorium-X in varnish, for periods ranging 
from a few weeks to a year. From this series all cases 
‘were excluded in which improvement might have been 
attributable to concurrent somatic or psychological 
treatment. 

Of.the 24 cases 22 responded with satisfactory regrowth, 
and there were 2 failures.' 

One case after partial regrowth developed an erythema 
of the scalp which has now lasted six months. It is 
_ suggested that in this case, the first of its kind so far 
reported, treatment of adjacent areas overlapped and 


was in fact given fortnightly instead of monthly as in 


the other cases. 

Cases of total alopecia responded with partial regrowth. 
Hitherto, treatment of such cases with thorium-X had 
failed, possibly because treatment had been given weekly. 

The tendency, previously reported, to regrowth being 
pigmented at once was confirmed in the cases of total 
alopecia only. In 1 case with bald patches on the 
scalp and beard regrowth occurred on the scalp only. 

Thorium-X is very efficacious in the therapy of alopecia 
areata and superior to local treatment with light, besides 
taking less time. 

Treatments, however, should not be repeated on the 
same area more often than once a month. 


My thanks are due to Dr. E. Miles, medical superintendent, 
Oldchurch Hospital, for permission to publish these cases. 


' REFERENCES 


Airey, F. S. (1945) Proc. R. Soc. Med. 38, 142. 
Bazy, L., Coste, F. (193 B) Zull. Soc. méd. Hôp. Paris, 54, 117. 
Corsi, H. (1943 Tana ii, 346. 
Dovohe. W. , Leigh-Smith, A. (1943) Schweiz. med. Wschr. 73, 
Hamper], H. (1998) 7 Virchows Arch. 298, S105. 
Hernaman-Jo nson, F. (1946) Rheumatism, 3, 21. 
Isaak, L. (1942) Arch. ‘Derm. Syph., he 45, 560. 
Lomholt, - (1923) Acta radiol. Stockh. 2 , 448. 
(1936) Proc. R. Soc. Med. 29, 1401. 
Loup, P. (1937) J. Urol. méd. chir. 43, 238. 


Continued. at foot of next column 


DR. MARMION, DR. SANDILANDS: OPSOCLONIA 


Magloar: J. M. H., 


` [ocT. 4, 1947 


OPSOCLONIA 
A RARE OCULAR SIGN IN POLIOENCEPHALITIS 


D. E. Marmion | J. 
M.A., M.B. Camb., M.R.C.P. M.B. Edin. 

MEDICAL REGISTRAR HOUSE-PHYSICIAN 
THE PRINCE OF WALES’S HOSPITAL, PLYMOUTH 


THE current epidemic of acute anterior poliomyelitis 
is notable for the high proportion of cases with involve- 
ment of the brain stem. We have recently seen several | 
cases in which ocular signs dominated the picture, and | 
one we consider striking enough for publication. 


A boy, aged 2 years 11 months, a healthy son of middle- 
class parents, was on holiday when he suddenly developed 
diffculty and unsteadiness in walking. 

Next day it was noted that he squinted and moved his eyes 
in a curious jerky manner ; he was also feverish, irritable, and 
oft his food. The following morning he vomited shortly after 
getting up, and later that day was admitted to hospital. 

On admission he was rather flushed, talkative, and emo- 
tionally labile, laughing one moment and in tears the next. 

His eyes were the most arresting feature. He had a variable 
internal strabismus of the left eye, and both eyes showed 
rapid jerking nystagmoid movements of variable amplitude, 
occurring in. groups of up to half.a dozen, the first of each 
group of jerks being the largest in’ amplitude and the rest 
following in decrescendo. 

There was no distinction between rapid and slow phases 
as in true nystagmus; the movements were usually in the 
horizontal but sometimes in the vertical or oblique planes, 
and there was occasionally a rotatory element. The move- 
ments were identical in the two eyes (with due allowance for 
the strabismus). 

The movements occurred most often just before the gaze 


SANDILANDS 


came to rest upon a point of fixation, but they also took 


place at other times, and were intensified by emotion. So 
far as it was possible to ascertain, they did not interfere with 
vision. 

There were also a fine flutter of the eyelids associated 
with the movements of the eyeballs; tic-like twitching of the 
corners of the mouth; a rapid head-nodding tremor of small 
amplitude, in any plane, as though the balance of the head 
on the neck was slightly unstable ; a slight degree of intention 
tremor of the upper limbs; and a very ataxic gait, the child 
walking with evident difficulty and distress on a wide base, 
staggering and clutching at any available support. 

There were no other. abnormalities; reflexes brisk and 
equal; no muscular weakness, tenderness, or spasm; no 
meningism ; and no fever after the first day in hospital. 

Lumbar puncture on two occasions gave a normal fluid 
without increase in pressure; a blood-count was within 
normal limits. 

Progress.—The strabismus started to improve three days 
after admission and had vanished after a further three days. 
The other signs, including the emotional lability, increased 
for about four days after admission, remained stationary for 
a day or two, and then declined slowly. By the twelfth day 
in hospital the child was normal, and he was discharged on 
the fifteenth day. 

A tentative diagnosis of polidencephalitis was made despite 
the normal cerebrospinal fluid. 


DISCUSSION 


The striking ocular phenomenon which was the 
principal feature of this case is apparently very rare and 
has received little attention in the literature. Strickland 
(1947), however, has referred to what is probably the 
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same or a closely similar sign under the name of “ pre- ` 


_ fixation tremor,” noted in the early stages of three cases 
of poliomyelitis ; so perhaps in the present épidemic it 
may prove to be less rare than heretofore. 


According-to the usual conception and authoritative. 


definitions of-the term (Myers 1925, Riley 1930), the 
sign we have described cannot be considered a true 
nystagmus, though there is a superficial resemblance ; 
on the other hand, it has a certain family likeness to 
myoclonus. It is therefore interesting to find that 
Orzechowski (1927) described under the name ‘‘ opso- 
clonia ° or “myoclonic ataxia’’ a condition almost 
exactly resembling it. He speaks of “ very rapid and 
unequal movements, which usually take place in the 
horizontal plane.” He states that the movements are 
seen chiefly when the eyeballs change their position, and 
he notes the decrescendo effect of each group. Cerebellar 
. signs of slight degree were always present (hypotonia, 
tremors, ataxia, &c.), and he also notes the tremor of the 
‘eyelids and particularly emphasises emotional lability. 


All examples that had come to his notice occurred in” 


cases of nor-epidemic. encephalitis. 


Orzechowski’s opinion is that this phenomenon is | 


caused by a lesion of the basal ganglia, with or without a 
disturbance of the cerebellum or its connexions; he 
envisages the. possibility that a cerebellar lesion alone 
might cause it, but considers it unlikely. Physiologically 
he classes the disorder with myoclonus, and considers 
that it is related to the various disorders of muscular 


movement observed during and after encephalitis, and 


sometimes in other conditions. 

We suggest that the name “ opsoclonia ” is very apt 
for the phenomenon we have described, and that it is 
almost certainly used in the sense intended by its author. 

SUMMARY 

A description is given of a case of probable polio- 
encephalitis exhibiting a bizarre type of nystagmoid 
movement of the eyes. It is suggested that this is 
probably identical with that previously described under 
the name “‘ opsoclonia’’ by Orzechowski in 1927. 

` We are indebted to Dr. T. H. G. Shore, under whose care 
the patient was admitted to hospital, for permission to 
describe the case; and to Dr. N. S. Alcock, who saw the 
patient as neurological consultant, for his opinion and advice. 
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REVOLT FROM THE BEDPAN AND THE 
ENEMA | 
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MAN is so constructed that defæcation is best effected 

in a sitting posture with drawn-up knees, so that the 
abdominal muscles can come into play. It is therefore 
unphysiological to defecate while lying down. 
-~ In 1938 one of us drew attention in a lecture tp the 
unnecessary giving of enemas in our hospitals, and showed 
that at one hospital about 60,000 were administered 
in about 160,000 attendance days. Enema treatment to 
such an extent at our hospitals is liable to give patients 
the impression that the healthy ought also: to have 
recourse to enemas if they do not have a daily evacuation. 
Patients with chronic constipation often admit that their 
constipation: started in hospital, where they received 
enemas, and that they subsequently felt obliged to 
continue them. . 

. When we tried to limit or discontinue the use of enemas, 
we met with strong resistance from both nurses and 
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of our assistants, 


focr. 4, 1947 509 
patients. The patients regarded the omission of enemas 


as a manifest lack of proper care, and the nurses at first 
took up almost the same attitude. It was clear that some 


' substitute would have to be found for the enema, and 


that the superstitious belief in the necessity of daily 
evacuation would have to be dispelled. 

Early getting up after operations has long been 
practised in our surgical department as a prophylactic 
against thrombosis and a means of shortening the period 
of disease and | P 
convalescence. As 

‘HE LANCET! 
points out, “‘ a not 
uncommon way to 
die is from cardiac 
syncope or pul- 
monary embolism 
while on the bed- 
pan.” Lying down 
is no protection 
against such fatal 
complications, 
but, if anything, 
the opposite. One 


Dr. M. Fellinder, 
has analysed the 
surgical depart- 
ment’s statistics 
of thromboses and 
pulmonary emboli 
in patients not 
prophylactically 
treated with 
heparin or dicou- ` 
marol, and finds a death-rate from pulmonary embolism — 
of 0-14% in 36,789 cases. | 
To encourage spontaneous emptying of the bowels in 


Wheel-chair, with seat fitting over w.c. pan. 


a way which would suit the convenience and suscepti- 


bilities of the patients an endeavour was made to arrange 
for the act of defzecation to take place in a sitting position 


. with knees drawn up and in privacy, for many people 


feel strongly that they should be alone in this situation. 
One of us (G. B.) therefore designed a portable chair that 


.could be wheeled up to the bedside and then; with the 


patient on it, pushed out to the w.c. and arranged over 
the basin there (see figure). , 
ADVANTAGES AND INDICATIONS 


This arrangement obviates the necessity for the patient 
to move himself, and possesses the following advantages : 


(1) Defecation takes place in a sitting posture and in 


‘privacy. 


(2) Offensive odour in the ward is avoided. 
(3) Cleansing of bedpan and portable closet- pails may be | 
eliminated. 


The experience gained during the past eight years has 
enabled us to widen more and more the indications for 
the use of the portable w.c. chair. Patients and nurses 
are extremely satisfied, and bedpans are used only by 
the patients who have to lie down all the time—e.g., 
those with fractures of the lower extremities in extension, 
large hip plasters, paresis of the lower extremities, and 
moribund patients. 

Newly delivered women and patients who have 
undergone cholecystectomy, gastric resection, or opera- 
tion for vaginal prolapse are allowed to use the chair 
one or two days after the operation. Fever is no contra- 


indication, provided the w.c. is kept well heated. The 


non-compensated heart is undoubtedly strained far less 
when evacuation takes place in a sitting posture than 
lying down. Enemas and bowel washings are practically 
eliminated. No increased tendency to hernia, heart- 


1. Lancet, 1946, i, 820. 
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failure, or pulmonary embolism has been observed. 
No death that can be laid to the account of the method 
has taken place during these years. l 
The relief in routine work that the portable w.c. 
chair brings is considerable. Nurses and probationers 


are as satisfied as the patients, who have no words to 


describe their delight at escaping the bedpan. Naturally, 
a patient who is seriously ill should not bẹ left alone in 
the w.c., but he or she can be assisted there by the 
nurse jut as well as when in bed. The water-closets 
must be made somewhat wider to allow the nurse: to 
enter and help the patient. An-.account of the method 
was published ? in 1939; it has quickly become popular 
and is-now used in most of the Swedish hospitals. — 


Reviews of Books | 
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Précis de diagnostic hématologique 


G. HEMMELER, privat-docent at the Faculty of Medicine, . 


University of Lausanne. Paris: Masson. 1947. Pp. 168. 
Fr, 700. 


THis little book deals succinctly with the diagnostic 
information obtained from a standard blood-count, the 
study of stained blood-films, the determination of bleed- 
ing, coagulation, and prothrombin times, and the 
estimation of serum iron. No other hematological 
techniques are mentioned, though the salient changes in 
the bone-marrow are mentioned in the summary of each 
syndrome. Treatment is also briefly described. The 
details of technique and the descriptions of the various 
syndromes will mostly be familiar to English physicians, 
but there are many small points, not often found in 
textbooks, which reveal Dr. Hemmeler’s practical 
experience. There are also some curious statements: 
the bone-marrow in chronic myeloid leukzemia is 
described as normal; and surely the hemolytic anæmia 
“du type Dyke-Young’’ hardly deserves separate 
mention. The treatment section reflects French diffi- 
culties; the high cost of liver treatment is deplored 
and the author hopes that folic acid will replace it; 
direct blood-transfusion is recommended as the method 
of choice, since it can be carried out in the patient’s 
home. The illustrations are all colour photomicrographs, 
well reproduced—“ très soignées,’’ say the publishers. 
They show, however, the limitations of this method, 
being good only so long as fine detail, whether of nuclear 
pattern or cytoplasmic granules, is unimportant. Thus 
the reproduction of leucocytes in glandular fever is 
excellent, but the fields from the blood in chronic myeloid 
leukæmia are unrecognisable. l 

The book has the praiseworthy object of persuading 
more doctors to look at blood-films ; it is certainly odd 
that nowadays a physician who insists on viewing his 
own radiograms and electrocardiograms fights shy of 
looking at a blood-film. i 


Diseases of the Skin , 
(Sth ed.) James H. SEQUEIRA, M.D. Lond., F.R.C.P., 
F.R.C.S., consulting physician to the skin department, 
London Hospital; Jonn T. INGRAM, M.D. Lond., F.R.C.P., 
physician ‘in charge of skin department, General 
Infirmary, Leeds; REGINALD T. BRAIN, M.D. Lond., 


F.R.C.P., physician in charge of skin departments, Royal — 


Free Hospital and Hospital for Sick Children, Great 
Ormond Street. London: J. & A. Churchill. 1947. 
Pp. 771. 63s. 
Sequeira’s ‘‘Skins ” has for many years been a leading 
full-size British textbook on the subject. Though twenty. 
years have elapsed since the last edition, the authors 
have brought the work up to date without destroying 
its original character or spoiling ‘its readableness. The 
senior author, having lived for years in the tropics, has 
developed the sections on tropical skin diseases. The 
relationship between psychological medicine and dis- 
` eases of the skin has been properly stressed, and an 
important section has been added on the legal aspects 
of industrial dermatitis, with a brief useful account of 
the Workmen’s Compensation Act. Illustrations are 
plentiful and good. 


2. BoLmansson, G. Nord. Med. (Hyg.) 1939, 4, 3657. 
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A Textbook of Medicine l 
(7th ed.) Editors: RUSSELL L. CECIL, M.D., SO.D., 
professor of clinical medicine, Cornell University ; assisted 
by WatsH McDERMOTT, M.D., asst. professor of medicine 
in the university. London and Philadelphia: W. B. 
Saunders. 1947. Pp. 1730. 50s. ea 


Cecil’s Medicine presents a wide cross-section of 
American teaching, and it is impossible to pick out 
specially any one of the 150 contributors who have 
coéperated in this really representative book. The 
several new coloured illustrations, and about 250 di 
and photographs, are of varying quality and value. 
There are some 16 new articles, and a much larger number 
of completely revised sections. Most subjects are 
approached by way of a brief historical survey, and a 
few principal references are given at the end of each 
section. The balance of the whole is a little uneven: 
in some parts the teaching seems a trifle vague and ill 
defined, while in others it is brilliantly clear, concise, 
and informative. Readers will find some interesting 
differences between American and English opinion, and _ 
will hesitate to adopt all the advice in detail. The early ' 
stages of the medical treatment advised for simple peptic 
ulcer, for example, requires hourly feeds ffom 7 A.M. 


to 7 P.M.—not kater—at first, and after two or three weeks 


9 feeds between 8 A.M. and 6 P.M., with, in addition, 13 
doses of alkaline’ powder of 1/,—-2 drachms, and a final 
gastric lavage at 9.30 p.m. What a day for the patient, 
let alone the nurses! 

The section on diseases of the nervous system has 
been taken over by Dr. Wolff, who presents his subject 
well. Poliomyelitis and encephalitis are included in the 
section on the infectious diseases, however, and so is 
syphilis of the central nervous system. As a rule full 
instructions for treatment are given, but in places the 
reader may remain uncertain about what he may try to 
do for his patient. Thus in the treatment of cardiospasm 
no precise mention is made of bougies, octyl nitrite, or 
surgery. The use of streptomycin and of penicillin are 
in general well described. ; 

Cecil’s Medicine remains a first-class textbook— 
complete, reliable, well printed, well indexed, full of 
information, and with a wealth of authority behind it. 


Pasteurisation (2nd ed. London: H. K. Lewis. 1947. 
Pp. 296. 21s.).—Mr. Harry Hill’s practical book now records 
the developments in pasteurisation and other forms of heat 
treatment which have arisen since his first edition appeared 
in 1943. He foresees a time when such treatment will be 
compulsory everywhere, and rightly insists on the need for 
efficient methods of pasteurisation, especially when the high- 
temperature short-time process is used. 


Surgical Applied Anatomy (llth ed. London: Cassell. 
1947. Pp. 560. 20s.).—In his preface to this new edition of 
Sir Frederick Treves’s famous Anatomy, Prof. Lambert 
Rogers, who has: revised it, notes that it is probably the 
oldest textbook of surgical anatomy in current use. The 
first edition appeared in 1883, and new editions and reprints 
have followed one another at intervals of one or two years 
ever since. The honourable list of them on the flyleaf suggests 
that Professor Rogers is not mistaken in his hope that despite 
its age the book will still fulfil Treves’s conception of 
a. modern account of applied anatomy. The book remains 
convenient for the pocket, and the 192 illustrations—some 
in colour—are clear. 


Old People’s Welfare (2nd ed. Published for the 
National Old People’s Welfare Committee by the National 
Council of Social Service, 26, Bedford Square, London, W.C.1. 
Pp. 72. ls. 6d.).—The new edition of this useful guide to 
practical work for the welfare of the old has been thoroughly 
revised and brought up to date. A new introduction 
describes the growth of the movement, and a chapter has 
been added on occupational activities. These are mostly 
such pastimes as raffia- and wool-work, bead-threading, 
the making of scrap-books, painting, and toy-making. The 
Sheffield Council of Social Service offers the more rewarding 
solace of allotments to old-age pensioners. Plans for allowing 
old people to continue in light work, or to undertake simple | 
home industries, do not seem to have matured as yet, though 
some of the handicrafts suggested in this guide produce 
saleablo articles. 
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Water-supplies 


CoNSUMPTION of water in the British Isles is increas- 
ing at a rate above the normal average. This is clear 


from the report of the Metropolitan Water Board }° 


for 1946-47. . During this summer the drought 
aggravated the situation, but the problem is not a 
temporary one. London’s supplies of water had been 
planned on the basis of a steady forseeable increase, 
calculated from the rise of consumption in past years, 
but this basis is now proving unsound. The average 
consumption per head per day in 1946-47 was 51-83 
gallons, against the 45-26 gallons which would have 
been expected at the pre-war rate of increase. ‘The 
average daily total consumption for 1947-48 looks 
like reaching.350 million ‘gallons, a figure not antici- 
pated until 1954, and the Board now expect con- 


- sumption to reach the maximum for which its resources ` 


have been planned in two or three years instead of 
by 1960. 

This is only one part of the water-supply picture 
as a whole. During the past century, piped water- 
supplies have been extended until 98% of the popula- 
tion of Great Britain is served—a, record of which the 


industry may reasonably be proud. Nevertheless, 


the 2% without a piped supply represents nearly a 
million -persons ; and many of these live in -remote 
villages and farms, where the provision of main 
water, though it bristles with extraordinary difficulties, 
is at least as urgently needed as in cities and towns. 
A piped water-supply to every farm and every village 
would improve the standard of living for the agri- 
cultural population and‘ increase the production of 
 food—its importance in the production of milk, for 
example, is obvious. The main obstacle is one of 
finance. Laying mains to remote farms, which may 
be miles away from the nearest piped supply, is very 
expensive. As an illustration, take a farm, needing 
a water-supply, which is 300 yards from a main 
along ‘the highway. To extend a branch main for 
300 yards would cost about £400. In addition the 
service connexion ‘must be laid and pipes taken to 
the buildings and farmhouse. Even before the war 
this ‘cost was prohibitive., Now the figure is out of 
all proportion to the income which the water under- 
taking may expect to receive in return; hundreds of 
country cottages are supplied for. less than 10s. a 
year. Moreover, the trouble and expense do not end 
once the water-supply is laid on; work has then to 
be done to get the water out again, and this involves 
a further outlay on sewerage and sewage-disposal 


1. Forty-fourth Annual Report of the Metropolitan Water Board 
i for the year ended March 31, 1947. Pp. 31. 5s. 


WATER-SUPPLIES 


oor. 4, 1947 511 


schemes. ` The Rural Water Supplies Act of 1934 
placed at the disposal of the Minister of Health 


£1,000,000 to assist in the provision or improvement — 


of schemes of water-supply in rural areas. ‘The money 
was distributed by the Minister in lump-sum pay- 
ments to local authorities towards capital expenditure 
om approved schemes, and, in fact, £9,000,000 worth 
of work was done with the Ministry’s aid. This 
suggests that water undertakings tackled the task 


work did little more than scratch the surface. In 
1944 the Rural Water Supplies and Sewerage Act 
provided a further £15,000,000 for water and sewerage 


_ schemes to be executed after the war,‘and in the same 


year the Agricultural (Miscellaneous) Provisions Act 
enabled the Minister of Agriculture to give a grant of 
up to 50% for laying water to farms and farm build- 
ings. These grants were used to develop independent 
water-supply schemes and for the tapping of water 
undertakers’ mains. It is largely as a result of these 
Acts that since 1934 the proportion of the popula- 


_ tion without a piped supply has been reduced from 


5% to 2%. Attempts to reduce this figure still 
further are now hampered by the familiar difficulties 
of a post-war period. Restrictions on material and 
labour prohibit much new -work being done, even if 
plant and machinery were obtainable. Meanwhile 
demands are rapidly increasing for a variety of reasons 


which affect rural supplies, even if indirectly. During — 


the war the large numbers of men living together 
acquired new ideas on hygiene, and the habits learnt, 
in the Services remain active after their return 
to civil life. These new standards of sanitation 
coincide with ‘the building of new houses containing 
baths, sinks, and lavatories for tenants who often 
come from homes lacking in such fittings. Al ‘this 
means that water undertakings are finding it more@ 
and more difficult to satisfy the demands of their old 


customers and leave a margin for the new building ` 


going .on in practically every town in the country. 
So there is little chance of: much expansion in piped 
water-supplies to rural areas for some time to come. 
The new houses in rural areas should be built close: 
to an existing mains system and not in isolation, 
and all houses should be built with the internal water 
system laid out, even if no water-supply exists at the 


time of building. This would do something towards . 


speeding up future schemes. Local resources must 


also be developed to the utmost, and research should | 


be pressed forward vigorously towards the develop- 
ment of a cheap material for mains and an economical 
method for laying them. 


Lack of. water no doubt causes inconvenience and 
annoyance to a small proportion of the population. 
But it is as well to relate this regrettable fact to the 
background of water-supplies as a whole. No other 
country in the world enjoys such an efficient supply — 
even the United States, the fabled land of enterprise, 
initiative, 
40,000,000 people without a piped supply, and in 
France half the population are without one. Never- 
theless, the goal should still be to provide. every 
household with an easily: accessible supply, adequate 
in quantity, of appropriate hardness, and conforming . 
to a high standard of bacteriological and chemical 


purity. 


and high-pressure methods, has over 


- energetically within the limits of the Act, but their | 


~ 
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Chemotherapy and ` Cancer. 


SYSTEMATIC research has lately been so successful 
in various scientific fields that there are some grounds 
for the suggestion that cancer-research workers should 
give up following clues and embark on a systematic 
trial of all known .organic compounds, in the hope 
of finding one which will destroy cancer cells and leave 
normal cells unharmed. Probably more trials of this 


- kind have been begun than have been published or 


completed. For example, between 1936 and 1944 as 
many as 977 substances and mixtures of substances 
were tested- at the National Cancer Institute, Wash- 
ington, on 18,395 tumour-bearing mice. A sustained 
pursuit of this sort might be lucky, as EDISON was 
in his search for a suitable metal for electric bulb 
filaments, But unless the job was tackled by hybrid 
ant-men those employed would soon be clamouring 
for relief from their ordeal. The strongest. argument, 


however, for following clues is that these clues are. 


still promising enough to lure us on. 

What are these clues? The observation that the 
course of prostatic cancer was modified by orchidec- 
tomy led to the idea that a hormone antagonistic 
to androgen might have a similar action. The idea 
was confirmed by the administration of cestrogens, 
which in a few cases appear to have arrested the 


. disease. Urethane, a substance which interferes with 


and arrests mitotic division in certain cells, was 
found to reduce the white-cell count in same formë 


of leukæmia to normal, and, if administration is 


continued, the count is kept low and the patient 
benefited: at least as much as by X-ray treatment.} 
Urethane sometimes has a favourable effect on 
prostatic tumours which have failed to respond to 


other forms of treatment, but its action here is not 


anti-androgenic. Colchicine, another chemical which 
arrests mitosis, is too poisonous to the host to be 


” useful in treating tumours. The nitrogen mustards 


disturb mitosis and have a palliative. action in 
lymphadenoma,” a disease related to cancer in that 
there is a progressive proliferation of reticulo-endo- 
thelium. These chemicals have provided starting- 
points for the synthetic chemists, for their molecules 
might be so modified as to make them more toxic 
to tumour cells and less so to the host. The clue of 
antagonistic hormone action appears to have only a 
limited application, since, even if antagonists were 
found for every hormone, many forms of cancer 
would still go unprovided for. . Nevertheless this clue 
is of great theoretical interest and might lead on to 
others—for example, the starvation of cells of their 
peculiar aids to multiplication. Poisoning of the 
peculiar food of cancer cells has already been achieved 
in the administration of radioactive iodine for malig- 
nant thyroid tumours. Further developments of 
this idea must await the biochemist’s demonstration 
that other cells require peculiar nourishment and that 
this nourishment can be made lethal without destroy- 
ing the host. A lengthy systematic search would 
have been required to discover this exquisite applica- 
tion of previous observation, knowledge, and theory. 

All chemotherapeutic assaults on cancer cells must 
depend on finding or widening 4 , gap- between the 


lL. Paterson, E. , Haddow, A., ApThomas, L, Watkinson, J. I M. 


Lancet, 1946, i, 677. 
ApThomas, M. I. n? Cullumbine, H. Jbid, 1947, i, 899. Leading 


article, Zbid, p. 9 
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lethal effects on them and on nern cells. Failure 
to demonstrate some such gap detracts from the value 
of observations, even in tissue-culture, of antibiotic 
action against malignant cells. Testing antibiotics 
can be regarded either as part of a systematic search, 
or as a clue-following method. Their potency in 
high dilution against bacteria makes it imperative to 
try their effects in malignant disease, but when tissue 
cells are the object of trial control observations on 
normal ones is an essential part of any investigation. 

Many think that prevention of cancer is likely to 
be attained sooner than cure. This mainly applies to 
inaccessible or metastatic growths, yet the statistical 
studies of E. L. and N. M. Kennaway ® point to the 
possibility of preventing skin cancer by raising the 
standard of living of some sections of the population. 
The essentials of this rise in standard are probably 
an increasing use of soap and water. May not 
atmospheric pollution with specific carcinogenic 
chemicals derived from coal contribute to the incidence 
of cancer? The experimental prevention of carcino- 
genic action by competitive chemicals achieved in 
recent years by CRABTREE * and by LACASSAGNE 5 
provides another clue which may one. day lead to an 
advance in prophylaxis. It is one of the attractions of 


the tumour viruses and of the virus theory of cancer 


that they provide some hope of prevention in the 
future. Experimental work on these lines is in its 
early stages but the tumour agents so far isolated 
have been found to have antigenic properties, pro- 
ducing neutralising antibodies in the blood, and with 
some examples of virus tumours animals are immune 
to reinoculation with the same virus. Out of these 
observations only preventive measures, not cures, can 
be hoped for, because once the tumour agent has 
become established inside the cells it is under the 
protection of those cells. To sum up: chemothera- 
peutic attempts are dogged by the problem of the 
gap in lethal action; serology by the ipropiem: of 


penetration of the’ malignant cell. 


Surgery of Hyperthyroidism 


Dr. Frank H. Laney, director of, the Lahey Clinic 
at Boston, told the large audience which came to the 
Royal College of Surgeons on Sept. 23 to hear his 
Cecil, Joll lecture that in 26,000 operations for hyper- 
thyroidism performed on 23,000 patients the clinic's 
mortality was 0-75°. This figure is astonishing when 
one realises that quite 1000 of these patients were so 
toxic_that it was necessary to do a partial thyroid- 
ectomy in several stages, before the days of thiouracil. 
During the past four years, when patients have 
been prepared with thiouracil, there has been only 
1 death—from coronary thrombosis—in 1000 cases. 

By bringing down the high metabolic rate to 
normal the thiourea drugs make the patient safe for 
operation and remove the need for multiple-stage 
procedures. Of the three thiouracil agents now in 
use Dr. Laney finds that all are equally effective 
in abolishing symptoms but thiouracil has been 
abandoned because of its higher incidence of compli- 
cations, while propyl thiouracil with its 1: 25% o of 


3. Kennaway, E. L., Kennaway, N. M. Acta Univ. int. ` contra. 
Cancrum, 1947, 2, 101. 
4. Crabtree, H. G. Cancer Res. ee 1, 39; Ibid, 1944, 4, 688; 
Ibid, 1945, 5, 346; Jbid, 1946, 553. 
5. Laonssagne. A., Buu- Hoi, 'Ng. BL, Rudali, A. Brit. J. exp. Path. — 
oy 
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complications has been the safest. These anti- 
agents will not replace surgery entirely, because inter- 
ference with the synthesis of thyroxine often gives rise 
to hypertrophy of the gland with unsightliness and 
occasionally tracheal ¢ompression and there is the 


ever-present danger of agranulocytosis, which may ` 


arise as long as a year after the start of treatment, 

while the patient is on a maintenance dosage. Often, 
too, symptoms recur on maintenance dosage and more 
and more recurrent cases are coming to surgery. In 
Dr. LanEy’s experience, the rate of recurrences has 
been very high in men, and he now advises men not 
`- to undergo treatment with the antithyroid agents 
alone. All cases of thyrotoxicosis at his clinic are now 
made non-toxic’ with propyl thiouracil, on the grounds 
that even in minimal cases of thyrotoxicosis one 
cannot, forecast the degree of postoperative reaction. 
In this country only patients with a severe or average 
thyrotoxicosis are as a rule prepared in this way. 
-At Boston the preparatory treatment is given at 
home, ‘the patient being warned to report any dis- 
: turbing manifestations. If the patient becomes 
sensitised and develops a feverish reaction to propyl 
thiouracil, treatment. may be continued with thio- 
uracil. The length of time taken in preparation varies. 
The basal metabolic rate (B.M.R.) in a. primary case 
_ drops about 1% a day, whereas patients with a toxic 


adenoma show a daily fall of about 0-3%, since they- 


store more thyroxine. Ifthe B.M.R. is slow in dropping 
the patient is put to bed in hospital. With a B.M.R. of 
+50% the preparatory rest in hospital lasts about 
seven weeks ; @ B.M.R. of +15% is considered satis- 
factory. The thiourea drugs give rise to increased hyper- 
plasia, vascularity, and friability of the gland, greatly 
increasing the technical difficulty of its removal ; 

this difficulty is. minimised by giving Lugol’s iodine, 


and at the Lahey Clinic the ideal has been found to be ` 


a full course of propyl thiouracil followed two weeks 
before operation by iodine, the first week in conjunc- 
tion with the propyl thiouracil and the final week alone. 
This procedure is adopted because agranulocytosis 
does not appear after the propyl thiouracil has been 
discontinued for a week. Patients who rapidly develop 
myxcedema are taken off treatment and sent home 
to regain a normal metabolic level. 
longer present any particular difficulty: 200 under 
12 years of age have been operated on at Boston, 
the youngest being aged 2'/,. The preparatory dosage 
of thiouracil is the same as for. an adult, and the opera- 
tion is just as safe.. Pregnant women are prepared in 
the same way with no adverse effects on infant or 
mother ; 
in pregnancy. Psychotics with associated hyper- 
thyroidism are made non-toxic with the drug and 
maintained in a non-toxic state for a longer period 
than usual to stabilise their emotions. Where diabetes 
and hyperthyroidism coincide, the raised metabolism 
makes it impossible to control the diabetes, but if 
_ the metabolism is first lowered with thiouracil the 
blood-sugar can be controlled and the patient made 
safe for operation. In 1921 Dr. LAHEY recommended 
complete thyroidectomy in cases of hyperthyroidism 
with advanced cardiac failure; the mortality was 
6% but the results strikingly successful; these 
patients are now also treated with propyl thiouracil 
and complete rest, and are allowed to become stabilised 
before operation is undertaken. 


Children no .- 


the ideal is to operate as early as possible 


When Dr. Laury last visited England he watched: 
Cecu Jort at work, and was astonished at his . 
apparently inadequate exposure and his bloodless — 
teasing method of using dissecting forceps to free the 
gland and dislocate it forward. But all agree that 
JOLL’s .results fully justified this technique. It is 
Dr. LaHEy’s practice to ligate the four main arteries 
of the thyroid to lessen the chances of postoperative 
reactions, hemorrhage, and recurrences, and in every 
case he demonstrates the recurrent laryngeal nerves 
and parathyroid bodies; this last proceeding is not 
the general rule in this country. He implies that it is 
necessary to ligate and sever all tethering veins— 
the middle thyroids draining into the internal jugulars, | 
and the inferior thyroids draining into the innominate 
—so that the lobes can be completely dislocated 
forward before their section and removal is begun. The 
infrahyoid muscles are cut transversely in all cases. 

In conclusion, Dr. LAHEY remarked how great 
a change has come over thyroid surgery during the 
past four years, since the advent of the antithyroid 
agents. This has been the experience everywhere—in 
Edinburgh, for example, as speakers at the Interna- 
tional. Society of Surgery remarked (see p. 517), there — 
has been a striking reduction in thyroidectomies—but 
all agree that the next four years may show as many 
changes and ‘still further improvements. 


Annotations 


IRON POISONING 


Iron tablets are not usually looked on as dangerous. | 
Indeed the average woman’ seems able to consume six 
or ten of the common gr. 3 tablets of ferrous sulphate 
every day for weeks without toxic effects. The pharma- 
cological textbooks take the same view; general 
intoxication due to orally administered iron,” say 
Goodman and Gilman, “is almost unknown.” The 
report by Forbes ! last March of two fatalities in young 
children who had taken ferrous sulphate tablets was 
a surprise, in spite of the fact that the doses were large. 
Forbes’s first case was a boy of 3!/, years who swallowed 
50 tablets of a well-known brand containing gr. 3 of 
ferrous sulphate together with very small amounts of 
copper and manganese sulphates; he died 53 hours 
later and his liver showed evidence of necrosis. The 
second case was a child aged 1 year who was known 
to have swallowed 30-35 of the same tablets and died in 
30 hours; his liver was not necrotic and aspiration 
pneumonia following vomiting hastened the end. In 
May, Thomson 2 reported two more cases of intoxication 
in children following doses of the same tablets. The 
first case was fatal; .a child of .10 months who had 
swallowed 39 tablets died in 21 hours and ‘the stomach 
mucosa was acutely inflamed and necrotic; the liver 
was not affected. The second child, aged 2 years, obtained 
only 10 tablets and had vomiting and melena but 
recovered. Because of the lack of any firm information 
Somers è estimated the toxicity of various iron prepara- 
tions in rabbits, guineapigs, and mice. He soon found 
that the copper and manganese were not important 
and that it was the iron that caused the animals to die. 
Very large doses were needed, but with these the animals . 
died quite quickly in coma or convulsions. The autopsies 
were disappointing in that no lesion that could account 
for the deaths was found in the stomach, liver, kidneys, 
or elsewhere. When these results are applied to man on 
a dose-for-weight basis it is clear that the average adult 


1. Forbes, G. Brit. med. a 1947, i, 367. 
2. Thomson, J. Ibid, p. 640. 
3. Somers, G. F. Ibid, 1947, ii, 201. 
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. would have to swallow some hundreds of gr. 3 ferrous 
sulphate tablets before there was any danger. But 
for children the number for a lethal dose is in tens rather 
than hundreds. Since these tablets are usually dispensed 
in bottles of 50 or more, an enterprising explorer, mis- 


taking them for sweets, may soon swallow a dangerous - 


dose. These facts have, so far, been hidden in the medical 
journals, but now the daily press report that the Liverpool 
coroner has had to consider the death of yet another 
child, aged 18 months, who swallowed 15-16 tablets. 
Doctors should therefore warn mothers—and it'is usually 
the mothers who are taking iron—that the tablets must 
be kept out of reach and are dangerous to children. 
‘These fatalities are easily preventable and there should 
be no more. La 


PENICILLIN OR SULPHONAMIDES FOR 
CEREBROSPINAL FEVER? 


THE striking success of sulphonamides in the treatment 
of meningococcal infections is due first to the even 
diffusion and rapid bacteriostatic action of these drugs ; 
secondly, to the virtual absence of sulphonamide resist- 


ance in meningococci, at least when the more active. 


compounds are employed; and thirdly, to the ease of 
their application. Under this treatment, the case- 


fatality rate has fallen to such low levels, except in | 


infants, elderly persons, and fulminating infections, that 
it will be difficult to prove the superiority of any other 
drug, except possibly in these three groups. One of the 
first reports on penicillin treatment } seemed promising, 
but it was related only to the favourable age-group of 
Service personnel, and even there an ominous feature 
was the reappearance of meningococci in the spinal fluid 
_ after its disappearance in 4 out of 65 cases. Subsequent 
reports 23 on small numbers of cases were less favourable 
, to penicillin, as was also the larger controlled trial of 
Vengsarker and his colleagues, who found the clinical 
and spinal-fluid response to be slower and the fatality- 
rate higher with penicillin than with sulphadiazine, At 
the time of the general release. of penicillin supplies in 


this country in 1946 there was a tendency for penicillin - 


to be employed intrathecally as a routine in meningo- 
coccal meningitis in addition to sulphonamides, but this 
practice was the subject of unfavourable comment in 
our correspondence columns.® | 

The Scientific Advisory Committee of the Department 
of Health for Scotland has now produced a second report 
on the treatment of meningococcal meningitis, supple- 
‘mentary to that published in 1944. It compares the 
results of penicillin and sulphonamide treatments given 
alternately, as far as possible, to children under 6 years 
of age. The treatment was carried out in five large 
hospitals for infectious diseases. The dosage schedule 
for sulphathiazole (or other active sulphonamide) was 
similar to that recommended in War Memo. no. 10 of 
the Medical Research Council. The penicillin scheme 
of treatment consisted of 200,000 units systemically on 
the first day of treatment, and 5000 units intrathecally 
each day for four days for children under 1 year of age, 
and double these amounts for children aged 1-5 years. 
The number of cases treated was, unfortunately, too 
small for statistically significant results to be obtained. 
Nevertheless, the results exhibit a clear trend in favour 
of sulphonamide treatment. Although this result was 
converse to the expectation of the authors it was in line 
with the impression gained clinically as, the trial pro- 
gressed. The actual figures showed 11 unsuccessful 
results with penicillin out of 35 treatments, compared 


. Rosenburg, D. H., Arling, P. A. J. Amer. med. Ass. 1944, 125, 
1011 


. Meads, M., etal. New Engl. J. Med. 1944, 231, 509. 

. White, W.L., etal. Amer. J. med. Sci. 1945, 210, 1. 

. Vengsarker, S. G., et al. Indian med. Gaz. 1946, 81, 113. 

. Lancet, 1946, ii, 360. 

. Cerebro-Spinal Fever. Report to Department of Health for 
Scotland. Edinburgh: H.M. Stationery Office. 1947. Pp.13. 4d. 
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with 5 unsuccessful results with sulphonamides out of 
When the age-distribution of the two ` 


sulphonamides is even more apparent, for less than half 
of the penicillin cases were in the unfavourable age-group 
under 1 year, compared with two-thirds of the sulphon- 
amide cases. An additional group of 15 cases, which all 
recovered, received treatment with both drugs, and, 
although- no conclusion can be drawn from this, the 
committee has embarked on a further investigation of the 
effects of combined treatment. Certain minor findings of 

the report are that sex-distribution may be neglected in © 
comparison of results, that the age-groups under 1 year 
should be separated from that of 1—5 years, that the occur- 
rence of complications .was a most important factor in 
determining the outcome, and that the duration of illness 
before admission—that is, delay in starting hospital 
treatment—appeared to be a factor in worsening prog- 
nosis. The complications which are enumerated appear 
to indicate that all the cases under treatment were the 
“ ordinary form ” of the disease. It is to be hoped that 
in future inquiries the committee will include fulminating 
septicemia and other highly fatal forms of the disease, 
for it is in these that the combination of sulphonamides 
and penicillin is likely to be most successful. ` 


DIET IN OLD AGE 


TuE studies of diets eaten by old people in London, 
published in our columns last week,! bear out some find- 
ings at the University of Illinois lately reviewed by 
Prof. Jacob Meyer.2 He and his colleagues, studying . 
carbohydrate digestion in the aged, found that though 
their salivary ptyalin is diminished 80% of the carbo- 
hydrate they eat is converted into dextrin in the 
stomach. Its further digestion is probably. completed by 
pancreatic amylase, which is not diminished. Lacking 
teeth, old people often prefer a soft mushy diet composed 
mainly of carbohydrate ; and he thinks it shold not be 


restricted, even if there is some fear of diabetes: ‘It is | 


wiser to permit them to have carbohydrates and spill 


some sugar, than subject them to the distress of weighed 


and measured diets plus insulin.” Gastric. secretion, 
he finds, is reduced in volume and in acid and pepsin 
content, the only exception being a greater psychic 
secretion of gastric juice. This increased flow, however, 
does not aid digestion but merely dilutes the secretion 
poured out in subsequent phases, so protein digestion 
is probably reduced in the stomach. Pancreatic trypsin, 
on the other hand, is as concentrated as in young people; 
and there is evidence that old people use 80% of their 
protein intake. Though further studies are needed, 
Professor Meyer considers that the protein per kg. taken by 
the old should be about the same as for a normal adult ; 
certainly, he thinks, no drastic change of habit is called 
for, unless the protein diet has been deficient. ‘‘ The fear 
that protein intake may increase renal damage or cause 
increased tension should not be taken too seriously.” 
Since lipase in the pancreatic secretion is much diminished 
the tendency of the old to eat less fat than formerly 
has a sound physiological basis. 

Because of their greater intake of carbohydrate, Meyer 
considers the aged need more vitamin B than the average 
adult; and he also mentions studies by H. A. Rafsky 
and B. Newman who showed that large doses of vitamin C 
were needed before saturation level with this vitamin 
was reached in a group of old people. The relationship 
of vitamin deficiency to the ageing process still needs 
study: he mentions that mental symptoms in the aged 
have been reported to improve when ample doses of 
nicotinic acid were given. He sees no point in forbidding 
alcohol, tobacco, or coffee in amounts to which old people 
1. Pyke, M., Harrison, R., Holmes, S., Chamberlain, K. Lance, 


Sept. 27, p. 461. 
2. Geriatrics, 1947, 2, 149. 
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have been accustomed, provided these are moderate. 
In the main, the food habits of the old, he thinks, should 
not. be seriously changed from those which the indi- 
vidual made during middle life, though quantities may 
be smaller: “the aged may live and maintain good 
nutrition -on a relatively low caloric diet.” Vitamin 
supplements are needed—particularly, he thinks, of 
B and C. Dr. Pyke and his colleagues found the intake 
_of vitamin B adequate in the groups they studied, but 
noted that the intake of vitamin D was low. Since this 
vitamin has an important influence on calcium storage, 
adequate doses might delay that progressive decalcifica- 
tion of bone which leads to the easy fractures of old age. 


WORLD MEDICAL ASSOCIATION 


AT a conference held in London last year, it was 
agreed to set up a World Medical Association,’ and a 
fortnight ago Sir Hugh Lett presided over a meeting of the 
delegates of national medical associations from 48 
countries to decide on the aims and procedure of the 
new body. The meeting was stormy. Before the new 
association was fairly in being, many delegates were 
anxious to modify some of the ‘articles and by-laws 
drawn up by the organising committee. But finally it 
was decided that the W.M.A. should deal with ‘‘ medical 
politics,” that the unit of membership should be a 
national medical association and not a country, and that 
each association should have two votes. Eligibility for 
membership was defined as follows : 

(1) Those medical associations which sent delegates or 
observers to the International Medical Conference in London 
in September, 1946; and 

(2) Any other national or territorial medical association 
which is fully representative of the medical profession in its 
country or territory or of the members of the medical pro- 
fession of a recognised ethnic group in its country or 
territory. ` 


It was later agreed that German ieiseates should not 
be admitted to the association until organised medicine 
in Germany condemns the past criminal.acts of German 
doctors. 

On Sept. 18, when the first meeting of the new associa- 
tion proper was held, Prof. E. Marquis, director of the 
school of medicine of Rennes, was elected president, 
Dr. T. C. Routley (Canada) chairman of the council, 
and Dr. Charles Hill (London) hon. acting secretary. 
The atmosphere did not remain peaceful for long, for 
the routine business of the presentation of credentials 
revealed irregularities in the qualifications of some 
delegates; and when Dr. O. Leuch (Switzerland), the 
treasurer, announced the offer by the American delegates 
of $50,000 a year for five years, the pace quickened. 
The money is needed, because the subscriptions of the 
member associations are inadequate for the work to be 
done, but many members were unwilling to accept 
the conditions attached to the gift. Dr. L. H. Bauer, one 
of the American delegates, explained that the gift came 
not from the American Medical Association but from 
industrialists who were friends of the A.M.A. and were 
anxious to promote the interests of the W.M.A. The 
money would be under the control of a committee in the 
U.S.A. comprising 5 doctors and 4 laymen. One of the 


conditions was that the headquarters of W.M.A. should | 


be in North America, and this. was agreed to irrespective 
of the gift. But a condition which laid down that the 
council should work out a scheme of associate member- 
ship, so that the industrialist donors could attend the 
association’s meetings, was hotly debated. Dr. P. B. 
Mukerji, president of the Indian Medical Association, 
opposed acceptance; he preferred to see the W.M.A. 
self-supporting, even if this meant relying largely on 
at effort. On a show of hands the gift was refused 


1. Lancet, 1946, ii, 501. 
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by 32 votes to 31, but at a recount next day, when. 
some members refrained from voting, it was accepted. 
Thus the new association will largely be financed—as 
well as housed—by North America. _ 


STAGGERED HOURS FOR WOMEN AND YOUNG 
PEOPLE 


THE shortage of coal and electricity and the unemploy- 
ment resulting from the closing of factories during the 
severities of last winter form the background of an order 4 
lately issued by the Mintster of Labour. This relaxes ` 
some of the provisions of the Factories Act, 1937, which 
restrict the hours and conditions of work for women 
and for young people under 18. It has been made “‘ to 
facilitate the spreading of the electricity load by means 
of staggered hours of work in factories ” and it applies 
to factories using electricity generated outside for any 
purpose other than lighting or ventilation. In essence, 
while the total hours of work must not be increased, 
women and youths over 16 may do their turn of work 
over any period during the 24 hours; girls of 16-18. 
may work between 6 a.m. and 11 pP.M.; whereas all 
young people under 16 may start work at 7 AM. or finish 
at 6.30 p.m. All three groups may work on Saturday 
afternoon or on Sunday, provided other rest days are. 
substituted for them. The order came into force on 
Sept. 22, but no employer may take ‘advantage of it 
without first obtaining a “certificate of permission ”’ 
from a district inspector of factories. Presumably such 
certificates, which will be a valuable safeguard, will © 
not be given except for the express purpose of spreading- 
the electricity load. . 

The order allows a wide variety of arrangements for 
staggering hours of work, and the district inspector of 
factories may allow double day-shift working by women 
and young persons of 16 or over; he may also sanction 
day- and night-shift working or a three-shift'system for . 
women aged 18 and over and youths of 16 and over. 
At first sight the relaxations, however expedient they 
In particular, 
as far as night work for women and young people is 
concerned, they reverse the carefully considered policy 
laid down in the Factories Act, 1937, and in the Inter- 
national Labour Conventions of 1920 and 1934. The 
International Labour Office in written evidence to the 
Committee on Double Day-Shift Working? stated that — 
“ everywhere night work was considered undesirable 
and efforts had been made for many years to eliminate 
it in all activities where it was not required for technical 
reasons.” <A possible danger underlying the order is 
that, if the electricity suppliers find that by staggering 
hours of work their task is made easier, they may make 
strong representations to have the system made per- 
manent. Though the order is presumably designed to. 
meet an emergency, it gives no indication about the time 
it is to remain in force, but perhaps the fact that it has 
been made under a defence regulation gives it a transient 
air. The reasons why women should not work at night 


are sociological rather than medical, but a good medical 


case could be made out against working adolescents and 
youngsters during abnormal and irregular hours. As 
regards the double day-shift system, the committee 
which recently considered the matter think that its wider 
use would make an important contribution to the 
economic well-being of the country. ‘* But,” they add, . 
“the evidence has also convinced us that the system 
must necessarily involve some measure of segregation — 
and dislocation of family. life and other social and” 


1. S.R.O. 1947, no. 1870. The Factories (Hours of Employment 
in Factories Using Electricity) Order, dated Aug. 27, 1947, 
made by the Minister of Labour and National Service under 
Regulation 59 of the Defence (General) Regulations, 1939. 
H.M. Stationery Office. 2d. 

2. Report of Committee on ‘Double Day- Shift Working. Cmd. 7147. 
H.M. Stationery Office. 1947. Pp. 50. 1s. 
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educational disadvantages for the workers.” These 


disadvantages must be carefully weighed against the 


technical and economic results of legislation which 
allows night work for women and young people in addition 
to the double day-shift. 


GUIDE TO CONVALESCENT HOMES 


King Edward’s Hospital Fund for London has again 
done a public service, this time by producing a Directory 
of Convalescent Homes.1 So far, 130 homes have been 
visited and listed, and it is Hoped in time to make the 
directory complete: visits are being made to homes as 
their existence comes to the Fund’s notice. 
first attempt ever made to compile a list of convalescent 
homes, and it represents much painstaking work. The 
directory is a loose-leaf volume with a serviceable 
binding ; new information will be added as it is gained, 
so purchasers will receive additional pages from time 
to time. Each home has a page to itself, on which are 
set out, under bold headings and in well-spaced type, 
details of the number of beds, the types of patient 
accepted, treatment undertaken, including dressings, any 


special diets offered, the usual length of stay, visiting | 


and receiving days, schooling for children, religion, 
charges, staffing, hours of rising and going to bed, the 
name of the nearest station, and the types of recreation 
available. Some general comments at the end leave 
space for notes. This information will be exceedingly 
valuable to almoners, hospitals, and doctors wishing to 
send patients for.a period of convalescence. 


The book has been cleverly indexed under three 


headings : . 

Index I is an alphabetical list of homes, giving the reference 
number of each. | 

Index II gives the same information, but the homes are 
grouped according to the class of patient admitted—men, 
women, or children.. | 

Index III is an alphabetical list of all details contained in 
the information sheets: it carries references to the various 
qualifications applying to patients—e.g., type of illness, 
religion, profession, place of residence, and so on. It is thus 
possible to look up the special requirements of any patient. 


Sir Henry Tidy, in the preface, hopes that the directory 
will not only ease the work of those who send’ patients 
to convalescent homes but expedite the admission and 
recovery of patients. This useful volume might with 
advantage be supplemented by a central bureau, on the 
lines of the Fund’s Emergency Bed Service, which would 
keep track of vacancies in convalescent homes, and thus 
help greatly in the placing of patients. 

The Fund plans, so far as other commitments allow, 
to help convalescent homes in their post-war difficulties, 
and to that end has appointed a committee on which 
there are representatives of users and owners of homes, 
the Institute of Almoners, and the British Pediatric 
‘and Invalid Children’s Aid Associations. 


RESPIRATORY DIFFICULTIES IN THE NEWBORN 


NEARLY an eighth of the deaths in the neonatal period 
are ascribed in this country to ‘‘ asphyxia during or 
after birth” or to “ atelectasis.” Any information 
which will help to reduce this figure is therefore welcome. 
Gruenwald,? of Brooklyn, has studied surface tension 
as a factor in the resistance of the lungs of newborn 
babies to aeration, and he suggests a way in which this 
surface tension might be reduced. He starts from an 
observation which indicated that whereas in the lungs 
of stillborn infants all the alveoli are usually uniformly 
expanded with fluid, in many liveborn infants who 
have breathed for a few hours or days areas of complete 
atelectasis alternate with aerated areas for days after 
birth. The importance of aspiration of amniotic fluid 
1. Obtainable from the Convalescent Homes Committeo of the 


Fund, at 10, Old Jewry, London, E.C.2, price 5s. 
2. Gruenwald, P. Amer. J. Obstet. Gynec. 1947, 53, 996. 
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has been strefsed in recent years by many writers. 
Gruenwald takes the view that the normal fotal lung 
is atelectatic and that the expansion of the alveoli with 
fluid is the result. of episodes of anoxia. Here is the 
first practical point—the supreme importance of pre- 
venting anoxia at or near term, not only for its disastrous 
action on the nervous system but also because of its 
effects on the aeration of the lungs. 

In the present discussions on the relief of pain in 
childbirth this danger of anoxia must not be forgotten. 
But Gruenwald went on to determine why it was that 
fluid could so easily expand the lung alveoli while the 
normal entrance of air seemed often to be relatively 
inefficient. He devised a simple apparatus to expand 
at necropsy the non-aerated lungs of newborn or still- 
born infants with fluid and with air. The fluid was 
0-85% saline with a small amount of indian ink added 
so that expanded areas could easily be seen by their 
dark colour. The fluid was introduced through rubber 
tubing, and a glass cannula was inserted through the 
main bronchus into one of its branches. In 15 cases 
tested with up to four recordings for fluid and the same 
number for air, using very small portions of the lung 
for each measurement, a much greater pressure was 
always required to introduce air than fluid. The average 
relation of pressure of fluid and air was 1 to 2; the 
smallest difference recorded was 1 to 1-3 and the largest 
1 to 4:3. The explanation offered for this difference is 
that surface tension counteracts the establishment of 
the very large area of contact between a fluid surface 
—i.e., the moist alveolar wall—and air, whereas surface 
tension will not resist the entrance. of fluid. The next 
step was to modify the experiment by using amyl acetate 
to lower the surface tension ; this was either mixed with 
the air used to test the’ pressure required to introduce 
it, or was mixed with saline which was introduced into 
the lungs, aspirated, and followed by pure air. The 
pressures required to introduce air showed a definite 
reduction when amyl acetate was used, amounting to 
nearly half the difference between the values for pure 


_ saline and air. When amyl acetate was used the aeration 


was also more diffuse than usual. 

The practical application of Gruenwald’s observations 
is that substances to reduce surface tension might be 
usefully introduced into the respirator or other apparatus 


used to administer air or oxygen to newborn babies. 


RADIOLYMPIA 


THE radio industry, placing itself on show at Olympia 
for the first time since 1939, reveals how much it has 
gained from the impulse of war. Ordinary receiving-sets 
seem to be little changed from their pre-war counter- 
parts: plastics are now often favoured ; and improve- 
ments in valves and loudspeakers make for ‘better 
hearing. One firm offer a special attachment for the 
deaf. The greatest advance, however, is in the cost, 
which is between 75% and 100% above that before the 
war, excluding the 33!/,% purchase-tax payable on the 
trade price. There is much in the exhibition to catch 
the eye and hold the ear: such as a demonstration of 
aids to the safe landing of aeroplanes ; a radio-equipped 
police car at work ; and radar displays. In the electronic 
section there is a model railway on which three trains, 
unaided by the hand of man, survive the perils of inter- 
secting lines with inhuman assurance. Only one stand 
is devoted to hearing-aids—with miniature valve ampli- 
fication and operating on batteries or the mains. This 
firm also make attachments for telephone listening, and 
group-hearing systems for public buildings. ; 

The wireless manufacturer can supply customers in 


this country with no great delay; and owners of the 


many sets now uttering only the cracked tones of senility 
will no doubt flock to Olympia to jump the price and 
take their choice. 
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INTERNATIONAL SOCIETY OF SURGERY 


Tre 12th Congress of the International Society of 
Surgery was continued in Edinburgh from Sept. 23 to 26. 
The meeting was attended by 106 members. 


TREATMENT OF THYROTOXICOSIS 


Prof. D. M. Duntop (Edinburgh) suggested that the 
discovery and study of the goitrogenic substances and 
more recently of radioactive iodine may be ushering in 
a second medical era. Patients treated with thiouracil 
begin to feel better after a week, but the maximum 
effect is not obtained for a month or more. The blood 
cholesterol tends to rise; but since there is very wide 
individual variation, its level is not a good index of 
progress. The basal metabolic rate falls in 10-30 days ; 


but because its estimation is often inaccurate, this also 


should not be taken as a guide. Professor Dunlop is 
- guided chiefly by the body-weight which begins to 
increase after about a week. The last features to reflect 
full improvement are the increased pulse-rate and pulse- 
pressure. Indeed, some patients, though fully controlled, 
continue to have a slight persistent tachycardia. 

-He gives 0-6 g. of thiouracil daily for 3 or 4 weeks, 


and thereafter a maintenance dose of 0-2-0-05 g. daily. 


In thyrotoxic auricular fibrillation the effect of thiouracil 
is similar to that of thyroidectomy in that some cases 
revert spontaneously to normal. rhythm, while some 
revert only after quinidine, and a few persist unchanged 
despite thiouracil and quinidine. Exophthalmds is not 
much benefited by thiouracil; and in this respect 
thyroidectomy is superior. 
regresses slightly; but with overdosage the gland 
enlarges. Hence thiouracil should be used with care or 
not at all with pressure symptoms or retrosternal exten- 
sion. Pregnancy is no bar to its use; and in Professor 


Dunlop’s series the women have been delivered of normal . 


infants free from goitre. Of the toxic manifestations, 
agranulocytosis is the most important, though in his 
- experience it is infrequent. 
the initial high-dose period or during the subsequent 
maintenance’ period. , 

Professor Dunlop emphasised the need for protracted 
treatment. When the drug is stopped after a few 
months the symptoms almost always return ; they can, 
however, be controlled by restarting treatment. In a 
few cases, cessation of the thiouracil has not been 
followed by any recurrence; so far as can be told, 
these patients have been cured. 

Thiouracil is a most valuable drug in preoperative 
treatment. Its advantage. over iodine is that there is 
no critical day of maximum effect; if the surgeon or 
the patient has a cold or other incidental infection, the 
operation can: be postponed without detriment. Sur- 
geons dislike the high vascularity of thé thiouracil gland ; 
this difficulty is surmounted by stopping thiouracil 
10-12 days before operation and giving iodine during 
the interval until operation. i 

Of 76 patients treated with thiouracil, 66 have shown 
results comparable to those in successful thyroidectomy. 
In 10 there were toxic effects or drug resistance which 
caused him to recommend thyroidectomy. There has 
been no death. For young people he considers treatment 
by thiouracil to be much preferable to thyroidectomy. 

In secondary or nodular toxic goitre he has had many 
successes, but he still wonders whether thyroidectomy 

might not have a better long-range effect on. the 
cardiovascular disorder. a: 

Mr. K. Paterson Brown (Edinburgh) said that the 
introduction of thiouracil has resulted in a precipitous 
fall in the number of thyroidectomies carried out in 
Edinburgh ; but in the last two years there has been a 
slight rise again. The present practice is to refer all 


Eventually the goitre often. 


It may occur either during 


cases to physicians; and patients return for surgical 
treatment only on the physician’s: advice.. | 

The use of thiouracil in preoperative preparation 
has gone through three phases. In the first, thiouracil 
alone was used ; this was not satisfactory, for the gland 
was found to be very friable and very vascular. In the 
second phase thiouracil was used up to and even after 
operation, and iodine was given for 10 days before 
Operation ; this too was unsatisfactory, for the full effect 
of iodine in reducing vascularity did not seem to be 
achieved and there was an undue risk of wound sepsis. 
Now thiouracil is given until 10-12 days before operation, 
and iodine alone is then given; he has found that 
throughout the operation the pulse-rate is lower with: 
this method than with others. | 

The indications for thyroidectomy in primary toxic 
goitre are failure to control symptoms with thiouracil, 
failure to control cardiac manifestations with thiouracil, 
increasing size of the gland and pressure symptoms, 
desire on the part of the patient for operative treatment, 
and toxic reactions with thiouracil. In secondary toxic 
goitre surgery is still the method of choice, for pressure 
symptoms are common. There seems to be a danger of 
subsequent cardiac breakdown. even with thiouracil ; 
and there is at least a theoretical possibility of 
subsequent malignant change. | 
_ Mr. Paterson Brown underlined the value of pulse 
charts during operation: The curve of the chart is more 
important than the absolute rate. The rate increases 
with intubation, at the incision, and during the mobilisa- 
tion of the first lobe—even to 150-170 per min.—but 
if things are going well no further rise occurs as the 
second. lobe is dealt with; and as the operation comes 
to an end the rate is already falling. 

Complications are uncommon. The most important 
is postoperative hemorrhage, which is always due to 
oozing from the cut surfaces of the gland. Symptoms 
begin 5-6 hours after operation ; and early recognition 
is vital. There is rapidly increasing dyspnea, which 
may be fatal. The wound must be quickly reopened, 


the clot removed, and a loose gauze pack inserted. 
‘The administration of penicillin should be begun. The 


wound can be resutured after a day or two. 


SURGICAL TREATMENT OF BLOOD 
a DISORDERS Lo 

Dr. H. N. Rosson (Edinburgh), discussing idiopathic 
thrombocytopenic purpura, said that splenectomy should 
be carried out in chronic cases where bleeding interferes 


with social or economic efficiency, or where it endangers 


life. In acute cases it should be undertaken where 
conservative treatment has failed to control bleeding, 
and where there is evidence of intracranial hemorrhage. 
Splenectomy is contra-indicated in children until medical 
treatment has been given a thorough trial; it is also 
contra-indicated where the condition is not idiopathic, 
and in the presence of spontaneous remission. 


Dr. J. R. CLARK (Edinburgh), dealing with hemolytic 
anzmia, said that the indications for operation are the 
occurrence of symptoms in childhood, the formation 
of biliary stones, the recurrence of crises, and failure to 
respond to blood-transfusion. : 


Dr. R. H. Girpwoop (Edinburgh) spoke of the surgical 
treatment of. Banti’s syndrome. Whipple in 1945 showed 
that splenic anzemia is a syndrome associated with portal 
hypertension. The clinical features alone may not 
indicate the site of the block ; and each case should be 
assessed on the results of clinical and hematological 
examination, barium swallow, liver-function tests, and 
liver biopsy. Operation should be carried out whenever 
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there is danger of death from -hemorrhage, provided this. 


danger is greater than that of death from liver failure. 
The choice of operation. must depend upon the exact 
site of obstruction as observed when the abdomen is 
opened. 

Prof. J. R. LEaRMontTH (Edinburgh) has carried out 
splenectomy on 24 cases of thrombocytopenic purpura. 
Of these, 3 died, 3 retain their symptoms, and 18 are 
alive and well. The platelet count and capillary 


- fragility rise and the bleeding-time falls immediately after 


splenectomy ; but the return of the platelet count to 
normal may be slow. He prefers to operate during 
remission ; during a crisis he.operates only if conserva- 
tive measures have failed. In primary hemolytic 
anemia the surgeon is expected to relieve the anæmia 
and to deal with the biliary complications. The hzemo- 
globin begins to rise immediately after splenectomy ; 
and the reticulocyte count falls to normal after 5-10 days. 
The surgeon must satisfy himself that no biliary calculi 
are left. He carries out, choledochography; and if 
stones are present in the duct he uses solution G for lavage. 
Acute biliary complications should be treated alone and 
splenectomy carried out later. 

Dr. GiRDWoOD discussed the follow up after operation 
on patients with. these various blood disorders. Of 10 
cases of idiopathic thrombocytopenic purpura, 2 had 
epistaxis after operation; the remainder are clinically 
well although several still show hematological abnor- 
malities. 

Of 7 cases of hemolytic anæmia treated by splenec- 
tomy, 6 appear to be well as regards the blood disorder, 
though 1 is still anemic. The evidence is in favour of 


splenectomy for congenital and acquired hemolytic - 


ansmia, but the final outcome in any individual case is 


uncertain ; the prognosis is less good in the acquired. 


type and differentiation of this from the congenital type 
is sometimes difficult. In the Edinburgh series none has 
had a hemolytic crisis after operation. 

The follow up of 9 cases of Banti’s syndrome is unsatis- 
factory in that insufficient time has elapsed to assess 
the results of treatment in the 7 cases that have survived 
operation. Of those, 1 died later from hzematemesis. 


_ No other patient had hematemesis after operation. 


PEPTIC ULCERATION 


Prof. C. F. W. ILLINGWORTH (Glasgow) expressed the 
view that the excellence of the results obtained by sub- 
total gastrectomy should not obscure the fact that this 
treatment is not uniformly effective. The mortality 
is still too high, and careful follow-up studies show poor 
results in a certain proportion of cases. Moreover, the 
great frequency of peptic ulceration (it is estimated that 


there are nearly a million cases in Great Britain) under- 


lines the need for a wider approach to the problem. 
Essentially, three main purposes underlie this treatment: 
to control the acidity of the gastric juice, to protect the 


mucous membrane against its activity, and to put the 


ulcerated part at rest. 

Vagotomy might be expected to reduce the appetite 
secretion and diminish gastric motility ; but Professor 
Illingworth’s experience with the subdiaphragmatic 
operation has been disappointing. The hypermotility 
of the stomach characteristic of ulcer cases usually 
returns within a few years; and then or later symptoms 
recur, It remains to be seen whether the supradia- 
phragmatic method will prove more satisfactory ; but 
this technique is open to objection for other reasons. 
The validity of the theory that the danger period is the 
interdigestive phase in the night may be doubted. There 
is scope for investigation of drugs paralysing the para- 
sympathetic endings, and of anti-histamine substances. 

Mr. W. Quarry Woop (Edinburgh) referred to 
Somervell’s method, which is designed to reduce the 
blood-supply by ligature of four-fifths or five-sixths of 


the gastric blood-vessels along with gastro-enterostomy. 
In a personal series of 42 cases treated in this way he has 
found the late results to be unsatisfactory. The reduction 


of acidity is usually only temporary, and in 4 stomal © 


ulceration developed. 

Mr. A. G. R. Lowpon (Edinburgh) described the 
clinical ‘features of gastrojejunocolic fistula. Though 
rapid wasting is usual the symptoms are sometimes 
intermittent.. The severe diarrhea so characteristic of 
the disease is due fundamentally to jejunitis caused by 
the contents of the colon entering the small intestine, 
and,not to gastric contents entering the colon. There- 
fore the fistule are more easily demonstrated by barium 
enema than by barium meal, and symptoms can be 
rapidly and completely relieved by proximal colostomy. 
A two-stage operation is nearly always advisable. At 


_ the first stage a defunctioning colostomy is made in the 


proximal part of the transverse colon; this is simple 

and effective. Experience has shown that this measure 

controls the symptoms immediately and allows rehabili- 

tation of the patient for partial gastrectomy as the second 

stage. Transverse colostomy is to be preferred to the 

eo of the ascending colon suggested by 
eiffer. 


d-TUBOCURARINE CHLORIDE AS AN 
ADJUVANT IN ANESTHESIA 


Dr. JoHN GILLIES (Edinburgh) described two series 
of operations, in one of which curare was employed as 
part of the anesthetic technique, and in the other con- 
ventional inhalational anesthesia. Curare, used carefully 
in combination with general anesthesia just deep enough 
to damp down the effects of sensory stimuli without 
interfering with the vasomotor compensating mechanism, 
provides excellent operating conditions for the surgeon ; 
and serious postoperative morbidity, both respiratory 
and circulatory, is reduced. Compared with full general 
anzsthesia and spinal analgesia, there is less disturbance 
of normal physiological functions. The smaller risk of 


circulatory depression and the apparent absence of shock,- 


noted by most observers, must be due to the small 
amount of general narcotic employed ; curare may have 


some central effect, but its nature has not yet been | 


defined. In the prevention of shock, however, curare 
is not a substitute for adequate replacement of fluid 
loss during operation. The only method likely to 
challenge this new technique is that of well-planned and 
efficient regional analgesia combined with very light, 
controlled basal narcosis by means of ‘ Pentothal’ and 
oxygen or cyclopropane and oxygen. 


CIRCULATION IN PERITONITIS 


Prof. W. C. Wrison (Aberdeen) described 30 cases of 
severe peritonitis, 12 of them fatal, which have been 
studied by serial estimations of plasma and blood- 
volume, and: of total circulating protein, albumin, and 
hemoglobin. The plasma volume is reduced by as much 
as 30% ; the slight degree of heemoconcentration observed 
is insufficient to account for this, and it seems that the 
change is due mainly to exydation of plasma into. the 
peritoneal cavity associated with intracellular destruction 
of red cells. In the terminal stages stagnation of blood 
in various parts of the yascular bed contributes to the 
reduction in circulating volume. The reduction in total 
circulating protein roughly parallels that of the plasma 
volume; but there is a disproportionate and persistent 
fall in the total circulating albumin which may be due to 
failure of synthesis by the liver. However, the changes 
in plasma volume, protein, and albumin are not strikingly 
greater in fatal than in non-fatal cases; and evidently 
these changes are not the primary cause of death. The 
indefinite and little-understood concept of bacterial 
toxemia has still to be invoked. 


| 


. perineal excision of Miles. 
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TREATMENT OF CARCINOMA OF THE 
RECTOSIGMOID REGION 


Mr. T. M. MILLAR (Edinburgh) examined the anatomical 


and pathological justification for the radical abdomino- 


The chief direction of lym- 


_ phatic spread from the lower sigmoid colon and upper 
- tectum is along the line of the superior hemorrhoidal 
= vessels, and retrograde spread down the rectum occurs 
only after the nodes above the tumour have become 


- blocked by malignant tissue. 


j 


It is therefore best to 
undertake anterior resection, by which a considerable 


part of the pelvic colon above the tumour -with the > 


associated lymphatic drainage area are removed; but 
only a small portion is removed distal to the tumour, 
so that after an end-to-end anastomosis: the patient is 


= without preliminary colostomy ; 


left with part of the rectum and an intact anal sphincter. 
Wherever it is possible Mr. Millar carries out this operation 
but a decision on this 


point as also on the choice between anterior resection 


and abdominoperineal excision must be made after 
direct examination of the tumdur and its metastatic 
spread. 


PROTEIN METABOLISM AFTER GASTRIC 
OPERATION 


Mr. A. W. WILKINSON (Edinburgh) presented observa- 
tions made in association with Miss B. H. BILiine. 
The nitrogen balance has been studied in 17 patients 
treated for peptic ulcer by gastrectomy, in 6 who under- 
went various operations on bones, and in 4 normal 
controls. The severity of the katabolic phase of negative 
nitrogen balance after operation cannot be correlated 
with the extent of operative trauma or the amount of 
weight lost. It cannot be due to starvation only, for it 
is not prevented by the administration of protein hydro- 
lysates and glucose during the immediate postoperative 
period. However, the duration of negative nitrogen 
balance.can be shortened by increasing the rate at which 
the daily intake of both nitrogen and calories are restored 
to normal. Differences in the degree and duration of 
the katabolic phase on the one hand after gastrectomy 
and on the other after operations on bones suggest 
that trauma to different tissues evokes a different 
response in so far as protein and amino-acid require- 
ments are concerned. 


‘SURGERY IN PORTAL HYPERTENSION 


Professor LEARMONTH gave the normal intravenous 
pressures as: in the systemic veins +140 mm. water ; 
in the portal vem +65 mm. 
0410 mm. In portal hypertension, however, the portal 
venous pressure is increased up to 500 mm. water ; 
highest portal pressure observed by him was 350 mm. 
Portal hypertension may. be due to. intrahepatic obstruo- 
tion (chiefly cirrhosis of the liver), which is associated 
with medial hypertrophy of the portal vein and its 
tributaries, quite comparable to the medial arterial 
hypertrophy of arterial hypertension, or with intimal 
thickening and even calcification. Extrahepatic obstruc- 
tion is due to thrombosis of the portal vein or one of 
its tributaries, or to. cavernomatous transformation of 
the portal vein. Occasionally, an anastomotic channel 
develops between the splenic vein and the left renal 
vein; this he has observed in 1 patient, and it has 
been “described in 5 others. 

The choice .of operation is based on the site of the 
obstruction ; this is estimated. by preliminary investi- 
gations into the existence of blood dyscrasia, ceso- 
phageal varices, and impairment of hepatic function and 
by the direct manometric measurement of the pressure 
in the portal, splenic, and superior mesenteric: veins after 
laparotomy. Portal and splenic venograms are also used. 
If the block is in the splenic vein splenectomy is curative. 


ADVANCES IN VASCULAR SURGERY | 


and in the hepatic vein | 


the. 
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If the site of blockage is in the portal vein lienorenal 
anastomosis is carried out by splenectomíy, left nephrec- 
tomy, and end-to-end anastomosis of the splenic and renal 
veins. He has had no opportunity of carrying out a 
portocaval anastomosis. For intestinal infarction Professor. 
Learmonth considers that anticoagulant therapy is 
preferable to enterectomy, while for ascites a Talma- 
Morrison operation. or a portocaval anastomosis is. 
indicated. f 


ADVANCES IN VASCULAR SURGERY 


Speaking to the International Society in London on 
Sept. 16, Prof. RENÉ LERICHE (Paris) declared that most 
of the notable advances in the technique of surgery of the 
blood-vessels are derived from Alexis Carrel’s work forty 
years ago on suture, anastomosis, and grafting. The 
study of vasoconstrictive reactions has led to such 
procedures as intra-arterial injection of ‘ Novocain ° or of 
‘Eupaverin,’ arterial resection, circumarterial sympa- 
thectomy, ganglionectomy, adrenalectomy, and blocking 
of the sympathetic nerves to eliminate vasospasm. 
The study of thrombosis, also derived from Carrel, has 
led to the use of heparin to prevent intravascular clotting. 
Finally, arteriography has revealed to the surgeon the 
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| lesion with which he has to deal. 


The introduction of these procedures has greatly 
facilitated surgery of the blood-vessels. Thus, in resection 
of a main artery damaged by trauma, sympathectomy 
or sympathetic block prevents vasoconstriction of the 
collateral vessels and allows the blood to return ‘to the 
distal part of the resected artery, so that arterial con- 
tinuity can be restored by lateral or circular suture or 
grafting, in which case penicillin and heparin are 
indicated, Sympathectomy, or sympathetic block, is 
also useful in dealing with aneurysms and arteriovenous 
fistule. With aneurysms, the collateral circulation can- 
be promoted by compression of the aorta or of the femoral 
artery. In arteriovenous fistule, sympathectomy or 
sympathetic block is usually sufficient to prevent 
gangrene, but embolectomy should always be attempted 
with the use of heparin, which may even allow recanalisa- 
tion. In late cases arteriectomy should be performed. 

In obliterative thrombo-arteritis cures have been 
effected, lasting up to 19 years, by bilateral ganglionec- 
tomy and unilateral adrenalectomy. If large vessels 
are implicated, resection and ganglionectomy may 
produce good and lasting results. Ganglionectomy and 
arterial resection, either separately or together, have also 
produced good results in senile arteritis, avoiding the 
need for amputation. 

For congenital. malformations, such as pulmonary 
stenosis, patent ductus arteriosus, arid coarctation of the ` 


-aorta, Gross, . Blalock, Alexander, and Crafoord ‘have 


opened a new chapter in arterial surgery, for which 
Professor Leriche said he could but express his admiration. , 

In surgery of the veins, heparinisation and lumbar 
sympathetic block have revolutionised the treatment 
of phlebitis of the leg. Where there is early massive 
thrombosis, the thrombus should be removed by opera- 
tion and the vein either sutured or resected ; but this 
operation is successful only when the thrombus is new— 
after a few days it is often impossible. 

In pulmonary embolism intravenous injection and 
infiltration of the stellate ganglia with novocain, together 
with heparinisation, have minimised the need for 
Trendelenburg’s operation. 

Gidema, pain, and skin changes due to phlebitis are 
best treated by ganglionectomy, with or without resection 
of the segment of vein concerned. Here phlebography is 
a help. 

After trauma the aces veins can often be easily sutured, 
especially the vena cava. A wound of the portal vein must 
always be sutured, provided a portocaval anastomosis 
has previously been effected ; otherwise it will be fatal. 
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TREATMENT OF FRACTURES 


At the third scientific session of the congress, on Sept. 
17th, Prof. RoBERT Danis (Brussels) discussed his experi- 
ence with somé 1300 fractures over the past eighteen years. 
He was opposed to the views of those surgeons who 
regard operation as indicated only when closed methods 
have failed, and he was particularly critical of simple 
open reduction which relies on complementary external 
methods of fixation. In his view, operative fixation is 
destined to become the method of choice for most cases. 
If, under guaranteed asepsis, the fragments could be 
fixed and apposed by a pressure regulated at will, then 
plaster fixation could be dispensed with and rapid 
consolidation would be inevitable. At the same time 
articular damage, muscular atrophy, and cdema would 
be minimised. Such a method of fixation can be obtained 
by the use of his ‘‘ coaptors ’—metal plates which after 
being fixed to the bones can be shortened to press the 
fragments firmly together, thus providing the longi- 
tudinal compression which is the essential stimulus to 
sound ossification of callus. In many cases failure of 
osteosynthesis is due to an obvious breach of asepsis, 
the use of a poor-quality metal plate or its imperfect 
fixation ; but there are many other instances without 
obvious cause for failure which must be due to inade- 
quacy of the pressure exerted in the line of the bone axis 
across the fragments. The vital importance of axial 
préssure has been recognised clinically only in the last 


few years, though its effects have been obvious in tissue- _ 


Special Articles 


MOYNIHAN LECTURES 


DURING the week Sept. 22-27 three Moynihan lectures 
were delivered at the Royal College of Surgeons, two 
of which are summarised below. 


Surgery of Duodenal Ulcer 


In his lecture on Sept. 22, Dr. Arthur W. Allen, 
president of the American College of Surgeons, explained 
that he had chosen the treatment of duodenal ulcer 
as his subject because it is now being critically 
re-examined by surgeons. About 10% of duodenal 


MOYNIHAN LECTURES 


- 


ulcers cannot be cured by conservative measures, and | 


until recently subtotal gastrectomy was thought to be 
the treatment of choice for these resistant: cases. But 
a few years ago misgivings began to arise. ‘Some 
patients were not made better by gastrectomy and a 
very few were made worse by the side-effects of the 
operation. 


It is 40 years since Pavlov showed by the experiment 


with his famous pouch that section of the vagus abolishes 
the stimulant effect of a meal on the gastric secretion. 
Why was no progress made along this line in the search 
for an answer to the problem of duodenal ulcer? Dr. 
Allen put forward two possible reasons—first, the 
discovery about the same time of the important rôle 
played by the hormone mechanism controlled by the 
pyloric mucous membrane; and secondly, the spec- 
tacular results obtained, at least for a time, by the 
introduction of gastrojejunostomy. 

Four types of gastrectomy are done by Dr. Allen and 
his colleagues for duodenal ulcer. In all of them the whole 
of the lesser curve is removed and as much of the greater 
curve as will permit the formation of a mechanically 
sound anastomosis. They differ in their treatment of the 
duodenum. In the first and most satisfactory method 
the first part of the duodenum is excised, including the 
ulcer. When the ulceration is further from the pylorus 
the duodenum may be divided and safely closed proximal 
to it. The third type of operation is applied to cases 
where there is extensive ulceration and adhesions near 


= Using these operations (chiefly type one) 


" [ocr. 4, 1947 _ 


culture and pathological finding s for nets longer. The 
coaptors, which can be approximated just as far as the 
surgeon wishes, supply this compression factor under 
direct control, and Professor Danis illustrated their use 
in fractures of the shafts of the forearm bones, of the 
humerus and femur, and in certain transverse fractures 
of the tibia. The only other factors necessary to success 
are a strict no-touch technique, good stainless steel 
plates kept away from the deep surface of the skin, and 
a rock-like fixation at the end of operation. 

Spiral fractures of the tibia are fixed very simply with 
a steel wire, and protected thereafter only with a short 
celluloid splint which does not include the ankle or knee. 


Professor Danis favours the use of Orell’s os purum 
in operating on cases of non-union, as it is not only well 
tolerated. but very osteogenetic, even in the presence of 
some infection. He introduces it around the fracture 
site in the form of little “ bricks,” and he does not 
interfere with the pseudarthrosis at all unless deformity 
or distortion make this necessary. He concluded by 
illustrating briefly the management of two particularly 
troublesome fractures. For old fractures of the os calcis, 
with gross flattening of the long arch, he ‘restores the 
hollowing of the sole by detaching the tuberosity of the 
bone and fixing it to the body with a nail at a lower level. 
Old depressed fractures of the tibial plateau can be 
improved by cutting a wedge from beneath the depressed 
side and turning this wedge into the long axis of the 
bone so as to raise the flattened articular surface. 


the pylorus. In these cases the stomach is divided 
proximal to the pylorus and then the mucosa of the 
pyloric antrum is entirely removed by dissection. Dr. 
Allen thought that this last step was one of the features 
of Finsterer’s original operation of “ gastrectomy for 
exclusion,” but to do the operation without this step is 
to set up ideal conditions for the development of gastro- 
jejunal ulcer. The fourth type of operation is done for 
the same kind of case as type three and consists of 
two stages. In the first stage a type-three gastrectomy 
is done but without the removal of the antral mucosa. 
Six weeks later the pyloric antrum and the first part 
of the duodenum are removed. Dr. Allen himself has 
not used this fourth type of operation, which has been 
devised chiefly for-the use of less experienced surgeons. 
196 gastrec- 
tomies have been done for uncomplicated duodenal 
ulcer with 4 deaths. Dr. Allen emphasised that the 
most important cause of death in gastrectomy for 
duodenal ulcer is leakage of the duodenal stump. . 


The best vagotomy operation consists in the removal 
from above the diaphragm of at least two inches of the 
vagi and the encapsulation of the upper cut ends in a 
cylinder of silk in order to prevent regeneration. In 
addition the diaphragm may be opened so as to sever the 
nerves at their point of decussation. Of 103 such vago- 
tomies done, 75 were for uncomplicated duodenal ulcer 
with no deaths, 22 for jejunal ulcer with no deaths, 
and 6 for miscellaneous conditions. In this last group 
there has been 1 death, which may have been the result 
of vagus collapse, for the nerves were not injected 


with e Novocain’ before division, a precaution which 


should always be observed. Dr. Allen demonstrated the 
effectiveness of vagotomy by the insulin response before 


_and after operation, and his graphs were convincing 


evidence of a satisfactory physiological result. Neverthe- 
Jess at the Massachusetts General Hospital there has 
recently been a slight falling off in the popularity of 
vagotomy in favour of gastrectomy for uncomplicated 
duodenal ulcer. 


Comparison of the clinical results of the two operations 
shows a very even balance, but Dr. Allen emphasised 
that the vagotomies have been followed up for not more 
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than four years, whereas the gastrectomies have been 

followed up for ten years; the results are therefore 
_ biased in favour of the vagotomies. | 
(2% for gastrectomy against 0 for vagotomy) and the 
incidence of recurrent ulcer (3% against 1%) are the most 
important points in which gastrectomy is a worse opera- 
tion than vagotomy. Apart from this the functional 
results have been almost identical. The unfavourable 
effects of gastrectomy include gastritis, which may 
cause bleeding; the “ dumping ”’ syndrome, which may 
be disabling but tends to improve with time; some 
degree of weight loss; and what Dr. Allen calls “G.I. 
complaints.’ The commonest undesirable effects of 
vagotomy are a feeling of fullness and diarrhea; in 
other cases there is persistent ulcer pain and in -some 
fairly severe bleeding. In the cases\which develop late 
obstruction gastrojejunostomy has to be done and this 
will cure them, whereas it has no effect on the sensation 
of fullness. On the basis of these results Dr. Allen 


concludes that vagotomy will have a permanent and ~ 


definite place in the treatment of duodenal ulcer. 
Dr. Allen summarised the present position of the 


treatment of duodenal ulcer in seven points: (1) Either ` 


gastrectomy or vagotomy will bring immediate relief 
in almost all cases. (2) For gastrojejunal ulcer vagotomy 
is. the treatment of choice. (3) In younger patients 
vagotomy may be tried before gastrectomy is con- 
sidered. (4) Vagotomy has no place in the treatment of 
gastric ulcer because of the impossibility of being sure 
that a gastric ulcer is not malignant until it has been 
removed. (5) The transthoracic approach is essential 
to ensure an adequate neurectomy. (6) Many years of 
follow-up studies are necessary before the operation of 
vagotomy can be properly evaluated. (7) For cicatricial 
obstruction gastrectomy is the best treatment. 


Recurring Dislocation of the Shoulder 


Prof. W. E. GALLIE, of Toronto, said that in his 
experience early superficial operations for this condition, 
such as the Clairmont procedure, never revealed the 
expected capsular defect. But passive dislocation during 
operation shows the humeral head simply slipping 
forward over the anterior edge of the glenoid into a 
synovial-lined cavity in front of the scapular neck, a 


cavity formed by detached labrum and capsule exactly | 


as described by Bankart. = 

The first dislocation, occurring as it nearly always 
does in an active young man of 19-20, is usually indis- 
tinguishable from an ordinary traumatic subcoracoid 
displacement ; but in 17% the causative exertion is 
trivial. Bilateral dislocation is quite common, and is 
usual in the 6-7% of cases occurring in epileptics, in 
whom initial displacement most often happens in bed. 
In many patients dislocation is only partial at first, the 
head riding up on the glenoid rim and then sliding back, 
and this is repeated until displacement becomes com- 
plete ; but of course in many instances of true luxation 
the head only moves forward through a distance equal 
to half its breadth. Patients may complain that moderate 


abduction and external rotation movements give them 


a feeling of instability, because the humeral head teeters 
on the glenoid rim before falling back, and that they 
always go in fear of sudden dislocation. 

In the typical case, an athletic young man dislocates 
his shoulder in a ski-ing or football accident; the lesion 
differs in no way from an ordinary dislocation, and 
reduction is effected as usual. Several months later 
backward leverage of the elbow with the shoulder partly 
abducted produces a recurrence, and this is followed by 
more and more frequent repetitions evoked by less and 
less trauma. Inspection of the living pathology shows the 
articular cartilage of the glenoid flowing smoothly over 
the anterior lip on to the scapular neck without obstruc- 
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tion, owing to the separation and detachment of the 
capsule and labrum, which have not healed down after 
reduction. It must -be assumed that such. separation 
occurs in most cases of ordinary anterior dislocation of 


the shoulder, and that healing takes place in all save those 


which become recurrent. It is difficult to adduce any 
congenital anomaly predisposing to such a failure to heal, 
though the humeral head is occasionally over-large or 
the glenoid unduly flat. Even in the double dislocations 
of epileptics, strong muscular contraction seems to be 
the prime cause. Prof. J. C. B. Grant’s dissections showed 
that the anterior part of ‘the labrum may be considered | 
part of the inferior glenohumeral ligament; but the 
firmness of attachment of these structures varies, and it © 
may be that recurrences only take place when ligament 
and labrum are so firmly fused that they are both torn 
off the bone together. 


So far as operative méasures are concerned, Professor 
Gallie still finds that his original method of 1927, with 
slight modifications, gives very satisfactory results. It 
is necessary to block the front of the joint, either by 
reinforcing the anterior ligaments or otherwise, and it is 
the remoteness of this region of the scapular neck that 
is the difficulty. He adopts the usual anterior delto- 
pectoral exposure; the short head of biceps and 
coracobrachialis are retracted inwards, and subscapu- 
laris is held upwards without dividing it. A hole is drilled 
through the neck of the scapula just inside the rim and 
half an inch above the inferior border of the neck, and a 
fascial strip can be drawn through by cutting down on 


the threaded tip of the drill when it is pushed through. 


into the infraspinous fossa behind. Fascial ligaments 
are constructed binding the scapular neck to the bicipital 
groove of the humeral head and to the coracoid process, 
and subsequent operations and sections have made it 
abundantly clear that these ligaments function perfectly 
for the rest of the patient’s life. Movements are allowed 
4 weeks after operation, and are usually complete in 
another month. In 175 cases there have been no deaths 
and only 7 recurrences, 5 being due to placing the new 
ligaments too low, before it was realised that displace- 
ment is always directly anterior; these were cured by 
placing new fascial bands at a higher level at a second 
operation. In 2 cases a severe injury caused the recurrence 
but only one of these went on to frequent repetition 
calling for another operation. | 


It was clear that the operation is simple, safe, and 
reliable, and Professor Gallie concluded by showing a 
film to illustrate the essential steps in his procedure. 


Medicine and the Law 


The Brighton Sanatorium Inquiry - 


AFTER four days’ hearing by Dr. N. R. Beattie, a 
senior medical officer of the Ministry of Health, the 
public inquiry into conditions at the Brighton sana- 
torium has ended and the verdict of the Minister mus 
be awaited. | : 

Last November a petition from male tuberculosis 
patients found its way to a local ratepayers’ association, 
whence copies were circulated to the mayor, the town 
clerk, and all the members of the borough council. 
Female patients later signed a petition; some of them 
were subsequently discharged, and one ‘(Mrs. Guile): 
died after discharge. The clergyman who conducted 
her funeral felt so strongly about her case that he used 
the occasion (thereby incurring the censure of his bishop) 
to make statements from which one might infer that the 
borough council and its medical officers were to blame 
for her death. Apart from such accusations, the allega- 
tions mainly concerned the food and the cooking. Dr. S. J. 
Firth, medical director of the municipal hospital services, 
and Miss Stringer, chairman of the health committee, 
were in the witness-box for some hours. The proceedings, 
recorded in the Brighton and Hove Gazette and other 
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papers, indicate that strong feelings were aroused. It is 
perhaps not surprising in the circumstances to find 
sharp differences of opinion and of testimony. One 
patient, for instance, says she had only a tea-cup of 
milk each evening ; another says he had plenty of milk 
three times daily. One patient recalls being served with 
a plate full of maggots; another praises the food and 
claims that his weight went up 2 stone during six months 
at the sanatorium. The father of Mrs. Guile suggested 
to her medical attendant that he was ‘‘.experimenting ”’ 
on his patient; her husband wrote a letter of thanks 
to the town clerk for the treatment of his late wife ; 
“ my honest opinion is that she was too ill and irritable 
to worry. about food.” l ' 

Whatever be the findings of the Minister on the facts 
elicited at the inquiry, one can hardly doubt that similar 
allegations have been, and will be, made so long as 
hospitals are short of doctors, nurses, and equipment, 
and so long as food shortages give patients and everybody 
else a ground for grumbling. A memorandum by Dr. Firth 
was read at the inquiry. When a letter of complaint from 
15 patients was referred to the hospital services sub- 
committee, he had observed that the hospital was a 
sanatorium in name only ; the hospital facilities were not 
really satisfactory for tuberculosis patients, and extensive 
alterations and buildings must be planned if true 
sanatorium treatment is to be given there. : His words 
will be echoed doubtless by hospital authorities elsewhere 
while medical needs have to take their place in the 
queue along with other competing claims. | 

Pending the decision of the Minister on the Brighton 
case, praise or blame cannot be allotted. Two general 
comments meanwhile suggest themselves. The public 
inquiry, held by a public servant, still commands respect 
and is still regarded as the best method of ventilating 
grievances of this kind; the umpire’s verdict will 
presumably still be final. Secondly, even if the criticisms 
are held to have been exaggerated or unjust, it is some- 
thing that local opinion should be stirred to insist on 
the highest standard in local health services. 


a. Public Health 
' Food- poisoning 

On Sept. 7, 8, and 9 there occurred at Kincardine 
O’Neil, an Aberdeenshire village with a population of 
about 200, an outbreak of food-potsoning which involved 
no less than 97 people, including the farmer who supplied 
milk to the village, his family, and his farm-workers. 
The symptoms consisted of vomiting, nausea, abdominal 


pain, and diarrhoea, lasting 3-4 days; thereafter most 


patients recovered rapidly. There was no death. 


Investigation at once showed that the only common 
food was milk; and when the dairy supplying the 
village was visited it was found that a cow had become 
ill about Sept. 5 and had been so ill on the 6th that a 
veterinary surgeon was called. This animal had died 
on the 7th, and post-mortem examination on the 8th 
showed signs of severe enteritis with advanced inflam- 
matory changes in the small intestine. The herd at the 
farm consisted of some sixteen cows in milk ; in addition 
to the animal which had died, another cow had been 
off her food and two calves had had diarrhcea. 

Twenty-one specimens of fæces from various house- 
holds showed the presence of Salmonella dublin ; samples 
of milk obtained. from the cows on the 5th and 6th 
shbwed the same organism, while a sample of the bulk 
supply taken on the 9th, after the cow had died, gave 
negative results. From the material obtained from the 
carcase of the cow at the post-mortem examination a 
gram-negative non-lactose-fermenting organism was 
obtained, and this also was proved to. be S. dublin. 
All the other cows and the two calves were then investi- 
gated; S. dublin was not obtained from the feces of 
any cow but it was recovered from the fæces of both 
calves. 

It is evident therefore that this outbreak was due to 
the infection of a dairy cow. The animal presumably 
developed septicemia as a complication of enteritis ; 
and since her milk was added to that of the other cows 
the whole supply was infected. 
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Cholera in Egypt 


Cholera broke out in Egypt about Sept. 22: and overa 
hundred new cases are now being identified each day; 
but up to the beginning of this week Cairo was still free 
from the infection. The Times reports vigorous counter- 
measures by the government: the opening of schools and 
universities in Cairo and Alexandria has been postponed, 
and public gatherings are forbidden; the movement of 
people out of the infected areas has been stopped. The 
whole population is to be inoculated with anti-cholera 
vaccine, supplies of which have been obtained from 


- Britain, the United States, and South Africa; public vac- 


cination was to start last Wednesday. The government has 
offered a reward of £H.1000 for information about black- — 
marketeers, who charge £E.5 for each injection. Passengers 
leaving this country for Egypt are now required to under- 
go vaccination against cholera. It is not yet known 
whether any special investigations are planned by the 
Egyptian authorities ; epidemiologists have for some time 
been pressing for a controlled study of the sulpha drugs, 
and partitularly of sulphamezathine, in this disease. 


Poliomyelitis and -Polioencephalitis 


The number of notifications of poliomyelitis in England 
and Wales in the week ended Sept. 20 was 571 (572), 
and of polioencephalitis 23 (42). Figures in parentheses 
are those for the previous week. The most interesting 
feature is the sudden fall in notifications of polio- 
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encephalitis, which are lower than they have been since 
the week ended July 19. 

The notifications of poliomyelitis in London fell again, 
to 53 from 63 the previous week, but there is little change 
elsewhere. Among the figures for counties are: Lanca- 
shire 76 (65), Warwickshire 36 (30), Middlesex 31 (32), 
Yorks, West Riding, 31 (35), Essex 24 (20), Kent 23 (21), 
Surrey 22 (29), Hants 21 (11), Durham 20 (15), and 
Staffordshire 20 (20). Figures for county boroughs 
include: Birmingham 26 (21), Manchester 16 (16), 
Leicester 15 (11), Bristol 8 (8), Sheffield 7 (7), and 
Liverpool 6 (7). 


Infectious Disease in England and Wales 
WEEK ENDED SEPT. 20: 


Notifications.—Smallpox, 0; scarlet fever, S053; 
whooping-cough, 1378; diphtheria, 189; paratyphoid, 
23; typhoid, 16; measles (excluding rubella), 1066 5 
pneumonia (primary or influenzal), 252; cerebrospinal 
fever, 35; ‘poliomyelitis, 571; polioencephalitis, 23 ;. 
encephalitis lethargica, 3; dysentery, 100; puerperal 
pyrexia, 115; ophthalmia neonatorum, 55. No case- 
of cholera, plague, or typhus was notified during the 
week. l 

Deaths.—In 126 great towns there were no deaths: 
from enteric fever or scarlet fever, 2 (0) from measles, 
2 (0) from diphtheria, 9 (0) from whooping-cough, 82 (4). 
from diarrhcea and enteritis under two years, and 1 (0) 
from influenza. The figures in parentheses are those for- 
London itself. 

The number of stillbirths notified during the week. 
was 209 (corresponding to a rate of 24 per thousand. 
total births), including 23 in London. 
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A Running Commentary by Peripatetic Correspondents 


Tus week’s Pathé Gazette is showing a strange piece 
of exhibitionism : Mirin’Dajo is a Dutchman who allows 
another man to thrust swords through him—and not 
merely through silent areas, so to speak, but from side 
to side of his upper abdomen in the.perilous neighbour- 
hood of stomach and spleen; and again from back to 
fore just below the right lung. The scene of this particular 
demonstration is the Biirgerspital at Basle, and the 
doctors watching it conduct Dajo, transfixed with his 
sword, to the X-ray room for photographs. Unfor- 
tunately the resulting films are not shown. The com- 
panion who operates with the sword takes trouble about 
it, carefully pinking Dajo through previous scars and 
following some line well known to him. The most he 
gets from Dajo is a slight frown ; and on withdrawal of 
the sword there is no bleeding. No-one need doubt the 
facts: the camera close-up shows the sword going in, 
the little alp of stretched skin which appears before it 
perforates the opposite side of the chest, and the cuff 
of skin dragged up by the blade as the operator pushes 
it well through. This stretching of the skin at the point 
of exit seems to be the only uncomfortable part of the 
business, for the operator, before he stands back and 
allows Dajo to display himself, slides the cuff back along 
-the bladé until it lies flush with the chest wall. 

The trick—if such a genuine performance can be 
called a-trick—is comparable to that seen in India, where 
fakirs will transfix their necks with knives. In the 
neck, however, provided the. muscle masses are pulled 
well forward, a blade can slide across in front of the 
spinal column without encountering any large important 
structures. 
versely through the upper abdomen must pass just 
behind the stomach, just in front of the spleen, and then 
in front of the spine, escaping the great vessels ; and must 
finally transfix the liver above the level of its hilum, 
before piercing the skin again. The blade running 
through the right side of the chest must pass below the 
vessels‘of the hilum of the lung. Pathé have taken the 
trouble to get an expert opinion on this feat; and a 
commentator recounts the explanation. 
other missiles are known sometimes to pass through the 
body in much the same harmless way, travelling along 
membranous planes, and pushing soft viscera out of their 
way. If a sword could be passed successfully along such 
a safe path, fibrous tissue would form along its course, 
and it would become increasingly easy to repeat the 
miracle with each attempt. Moreover, as the scar tissue 
grew older it would become avascular, and transfixion 
would be bloodless. It was evident from the care with 
which the operator thrust Dajo through that he was 


following a known course, and he was probably able to - 


judge, from the sensation transmitted to him from the 
point of the blade, that he was following the line of 
scar tissue. Moreover, Dajo would probably have let 
him know if he happened to veer off it. Yes, it was easy 
to see, at this stage, how the thing was managed ; but 
what about the first time ? = 

x x % 

We called it a summer school, but the Germans called 
it ‘‘ Internationales Medizinertreffen,’’ which shows that 
pomposity dies hard. There were about 150 German 
students from various universities and a Swiss and 2 
Dutch students, as well as a Swiss neurosurgeon, a 
Swedish tuberculosis physician, and 3 ‘ Britishers’”’ 
(a pharmacologist, a physiologist, and a junior surgeon) 
as lecturers; all but one lectured in German. Lectures 
occupied all the mornings, and the rest of the day was 
_taken up with informal meetings, excursions, and dances. 
Subjects covered a wide range with a notable absence of 
clinical general medicine. The whole thing was under 
the ægis of the Foreign Office, personified by the 
University Education Control Officer. This lady com- 
bined enthusiasm with energy and drive on such a scale 
and with such resulting efficiency that the cynic was 
amazed ; the cynic also developed doubts as to whether 
all would be quite well between her and her “ higher 
ups ” of the Civil Service and the C.C.G. in the long run. 

The Germans took our information ‘ lying down ” 
on very few subjects, notably anesthesia, penicillin, 


IN ENGLAND NOW 
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and such. Usually they produced a badly conducted 


incoherent discussion designed to prove that our informa- 


tion was out of date, useless to them, and -made up of 
discarded German theories. This was quite untrue, for 


.the lectures were packed with good and fresh meat 


which they badly needed. Their only technique of 
blood-transfusion was the direct donoy-to-patient method 
with a three-way syringe. Their only anzsthetics, given 
by sisters, were chloroform and open ether, even for 
incision of abscesses in Casualty. Their surgery was very 
slick from the operative point of view, but the cynic 
saw nothing new except the intramedullary nailing 
of fractures (Marknagelung) of Kiintscher. This was 
extremely impressive in its results and advantages, and 
it would surely be worth while to send a young surgeon 
out from England to learn from these people (who have 
already made most of the possible mistakes) the technique, 
indications, and limitations of a method which might 
revolutionise the treatment of many fractures. Künt- 
scher’s method was received with a flood of abuse and 
contradiction at the congress of surgeons in Berlin in 
1940 but has since gone from strength to strength. 
* * * 


- Ramadan having ended, the Arabs presented us with 
two chickens as what they called a Christmas present, 
so we decided to continue the work on hens described 
by your peripatetic correspondent of July 19. 

Your correspondent’s observations on the immobilisa- 


tion of hens with their beaks on a chalk line were corrob- 


orated in every detail and also found to work with 
brown, red, purple, blue, and yellow chalks—all placed 
in the coronal plane—i.e., at right-angles to the beak 
and on a neutral greyish background (the top of ‘the 
officers’ mess bar). Lines placed in the sagittal plane had 
no effect. Various other chalk marks, however, worked 
successfully in the coronal plane—viz., an interrupted 
line where the beak is placed in the 2-inch gap; a circle 
of diameter 3: inches where the beak is placed on the 
circumference ; a cross where the beak is placed either 
at the intersection or at the end of one arm; and a 
squiggly spirochetal line where the beak is placed on 
or within an inch of it. The thinner the lines the better 
were the results. Both hens would also remain immobile 
if their beaks were put into a pool of ‘‘Sarona Rot,” a 
particularly virulent form of Palestinian ‘‘ port-type’’ wine. 
Finally, all experiments were repeated with the hens’ eyes 
blindfolded—without success (except, for some reason, with 
the Sarona Rot). It would appear, then, that the effect 
is due to a visual hypnotism caused by the hen’s seeing 


- two precisely similar objects with both eyes at once—an 


experience which is rare and apparently unnerving for it. 
Besides the above phenomena we also noted that if 
a hen’s head is tucked under its wing and the body © 
rocked gently to and fro (as in Riley’s. Rocking Stretcher) 
six or seven times, it can be put down in a deep sleep, 
sometimes even lying on its side with one leg in the air. 
Further research with these two subjects will be 
impossible as they are due to make positively their last 
appearance to the accompaniment of green peas and 
roast potatoes. Two pigeons also presented to us we 
were unable to use experimentally owing to the decision 
of a black spaniel (who is after all only an honorary 
member of the mess) to try their effect as a test-meal on 


his gastric secretion. , % £ 


My friend Douglas was always mighty tough and it is 
hard that one so obviously cut out for big-game hunting 
should have been condemned by fate to follow the 
relatively old-maidish and humdrum pursuit of surgery. 
His latest letter, however, testifies to the old fire that 
still burns within him. It runs thus: 

Shot a rat this evening outside the kitchen from my 
machan in the consulting-room. ` I can’t describe the agonies 
of waiting, rigidly motionless in the silent dusk, until at last 
I discerned the long, low, stealthy form noiselessly advancing 
on the bait (a nice fresh rabbit skin). 

. Despite my long wait, and although horribly cramped by 
my vigil, I was just able to swifig down the barrel with the 
almost imperceptible fluid motion which is the least alarming 
of all. perceptible movements to the creatures of the wild. 
My eye darted along the sights, my finger tightened on the 
trigger. “‘ Chock!” said my trusty airgun, and the rat, 
jumping a full foot in the air, fell back for the last time with 
a dose of lead (gr. 5) in his innards. 
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Letters to the Editor 


THE CLINICAL PATHOLOGIST 


Srr,— As chairman of the Association of Clinical 
Pathologists’ committee on training of clinical patholo- 
gists, I should like to comment on your leading article 
of Sept. 20. I confine my remarks entirely to the 
matter of training and qualification. 

During the past few years the development of labora- 
tory methods in medicine has created a vast and growing 
demand for such workers in hospitals: the demand has 
greatly exceeded the supply, and a number of appoint- 
ments have been made of individuals who have had 

quite inadequate clinical and laboratory training 
has been a matter of serious concern to the Association 
of Clinical Pathologists, and it was decided, as a matter 
of urgency, to lay down some broad outlines of training 
suitable for hospital pathologists. | i 

As your leading article rightly states, three years’ 
laboratory experience suffices only to give a general 
grounding in medical laboratory work. The individual 
will further develop his specialty during the last year 
of his five years’ training and subsequently. However 
desirable a longer period of training may be in theory, 
in practice five years’ post-registration training is as much 
as can reasonably be asked of candidates at present. 
There is no ideal higher examination for pathologists : 
probably the best is the M.D. (Path.) of the University 
of London, but this is only available to London graduates. 
As regards the M.R.c.P., it may be that one year’s clinical 
experience by itself is inadequate, although the Royal 
College of Physicians’ committee on neurology recom- 
mended that all budding neurologists should obtain the 
M.R.C.P. during or at the end of the 18 months’ period 
of general medical training, and in practice a fair number 
of candidates do obtain the M.R.c.P. only one year after 
graduation. In the case of the trainee clinical pathologist, 
much of his experience subsequent to the year’s clinical 
appointment has a definite clinical bearing, and covers some 
of the ground demanded by the M.R.c.P. examination. 

Your article is in error in implying that a higher 
medical qualification is practicable only for a few leaders 
of the profession. At the present time 50% of the 
members of the Association of Clinical Pathologists hold 
one or more higher medical qualifications, and nearly 
25% possess the F.R.C.P. or M.R.C.P.; in addition, many 
hold science degrees or diplomas such as the D.P.H. and 
D.T.M. It is already the custom in a number of labora- 


tories to encourage the junior members of the staff to. 


acquire an M.R.C.P. at the earliest opportunity. 

It may be that eventually a special examination will 
be the solution ; and this is under consideration by the 
committee at the present time. Until such a special 
qualification has been worked out, it is surely desirable 
that trainees should be encouraged to take, if possible, 
one of the existing higher examinations. 

London, S.E.13. E. N. ALLoTT. 


Str,—In your leading article the question is asked : 
“ How came it that the clinical pathologist undertook 
to combine the diverse techniques of all four labora- 
tories ?’’ No-one conversant with. the history of 
pathology in this country could have asked such a 
question, since it is the separation of the four laboratories 
that is the new departure; at least, the separation of 
bacteriology from morbid anatomy and the appearance 
of hematology as an independent culture. Biochemistry 
‘is a child of the present generation; it was no more 
than an embryo till 1920 or later. - 

We clinical pathologists can claim to carry on the 
English tradition of pathology—i.e., the cultivation of 
the science as a whole in its relation to clinical medicine. 
We are not ‘‘a new genus of less highly differentiated 
specialist ’’ but rather we follow the lead of great British 
pathologists such as Robert Muir, A. E. Boycott, and 
many others who contributed to all branches of pathology. 
Even in the academic field this tradition persists, for 
there are still many chairs ‘“‘ of pathology ” in the wider 
sense. An arrangement of this kind at Oxford enabled 
Sir Howard Florey, a pure histopathologist, to concen- 
trate the energies of his department on the preparation 
of penicillin. | 


This. 


ORIGIN OF CEREBRAL SURGERY 
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you state that: 
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Nor is there anything new in hospital pathologists . 

having care of patients. In fact this was the original ` 
arrangement in most London hospitals, and till very. 
recently it was widespread in the smaller provincial 
hospitals. My father was honorary pathologist and 
assistant physician at St. Thomas’s Hospital before he 
was given the then combined chairs of pathology and | 
clinical medicine at Edinburgh ; and at Moorfields and 
other special hospitals in London the post of pathologist 
he held till very recently by aspirants to the clinical 
staff. ; 
The teaching hospitals in London are still divided as 
to their preference. Some have a clinical laboratory 
under the charge of a clinical pathologist : others have 
separate laboratories for each branch of pathology. The 
London Hospital and University College Hospital have 
had clinical pathologists for a quarter of a century, in ' 
addition to special departments under professorial staffs. 
There is much to be said for this arrangement. It 
provides a training on a broad basis for young patholo- 
gists; it works for close liaison between the clinician 
and the laboratory whence he obtains many of the data 
he needs for diagnosis; and it ensures that a single 
specimen of, for example, cerebrospinal fluid is examined 
as a whole by a pathologist who knows something of 
the clinical side of the case, instead of being sent to one 
laboratory for cytology, to another for chemistry, to a 
third for bacteriology, and perhaps to a fourth for 
serology. (This is no fantasy. I am told that cerebro- 
spinal fluids are examined in this piecemeal fashion in at 
least one teaching hospital in London.) 

The aim of clinical pathology is to bring the facilities 
of the pathological laboratory into the closest possible 
relation to the hospital patient. The clinical laboratory 
is the old ‘‘ side-room ” enlarged and improved to cope 
with the advances of medical science. The goal of the 


Clinical pathologist is primarily the diagnosis of disease 


and the control of treatment; but in carrying out this 
utilitarian task he gains a broader knowledge of the 
natural history of diseases than is possible for any wonker 
in an isolated department, and so makes his own special 
contribution to the progress of medicine. 


National Hospital, Queen Square, . G. GRE ) Je 
London, W.O.1. i J NEE 


ORIGIN OF CEREBRAL SURGERY 


SIR, —In your leading article of Sept. 20 on Cushing 
“ Cerebral surgery started in London, 
at the National Hospital, Queen Square, and Victor 
Horsley . . . must always be regarded as its founder.” 
This does less than justice to the Maida Vale Hospital 
for Nervous Diseases, in those far-off days known. as 
the Hospital for Epilepsy and Paralysis, and located 


. in Portland Terrace, Regent’s Park. 


Memories in these crowded days are short ; but refer- 
ence to the back numbers of THE LANCET, 1934, ii, 
715, 1062, 1207, and 1255 will recall the fact that a big 
dinner was held at the Dorchester Hotel on Noy. 29, 
1934, with Lord Horder in the chair, to celebrate the 
jubilee of the first removal by operation of a cerebral 
tumour, a glioma, by Rickman Godlee, on Nov. 27, 1884. 
This tumour had been accurately diagnosed and localised 
by Hughes Bennett, physician to the hospital; the man 
lived for four weeks, and would probably have survived 
but for infection of the wound, with subsequent meningitis. 

It is, perhaps, worth recalling that both Hughlings 
Jackson and David Ferrier were present at the operation ; 
and you rightly mentioned in your article that the work 
of these two famous men instigated the development of 
intracranial surgery. It was not Sir Victor Horsley, 
however, but Sir Rickman Godlee who first operated 
for cerebral tumour. 

At the jubilee dinner was Sir James Crichton-Browne, 
who, over sixty years previously, when head of the 
West Riding Asylum, had encouraged Ferrier to do his 
original work in the laboratories at the asylum. Many 
of the National Hospital physicians were also present at 
the dinner. At the Royal Society of Medicine, before 
the dinner, Wilfred Trotter, F.R.S., gave an address on 
the subject, entitled A Landmark in Neurology, which 
THe LANCET published on Dec. 1, 1934. 


London, W.1. WILFRED HARRIS. 
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INJECTION OF JOINTS WITH ACID POTASSIUM 
PHOSPHATE 
Srr,—At the end of their letter on acid injection of 


joints (Sept. 20) Dr. Mandel and Dr. Nicolson mention . 
the need for 


physiotherapy to treat the associated 
fibrositis. : 

In my smaller series of cases, .60 hips and knees, the 
fibrositic condition has benefited by concurrent injections 
of the myalgic spots with ‘ Novocain,’ but the great 
need has been for re-education in posture and walking 
and above all redevelopment of wasted muscles. 

It is usually reported that wasting occurs regularly 


' only in osteoarthritis of the hip-joint ; but patients with 


their knee-joints affected have commonly remarked that, 
when the pain has diminished and the mobility increased, 
the joint “ feels as if it is giving way”; and their 
quadriceps are found to be very weak. . 

When practicable all acid injection cases which have 
shown marked improvement—about 60%—are sent to 
the rehabilitation department for strenuous non-weight- 
bearing exercises and for the correction of such 
deformities as may have arisen; and emphasis is laid 


‘on the importance of doing such exercises at home for 


set periods every day. The necessity of restoring muscle 
power and correcting posture cannot be overstated. 
If genu valgum, scoliosis, and the ordinary hip flexion 
deformity are left untreated much of the improvement 
gained is lost. 


York. ` EDWARD S. VERGETTE. 


7 SOCIAL MEDICINE 


Sm,—Dr. Beryl Harding’s letter (Sept. 27) might well 
be considered in connexion with a letter from Miss Amy 
Sayle, chairman of the Women Public Health Officers’ 
Association, which appeared in the Times of Sept. 12. 

Dr. Harding wants there to be available to the general 
practitioner ‘‘ a service of voluntary workers, or part- 
time paid workers . . . under trained supervision ... to 
give effect to the G.P.’s instructions ... more especially 
where cases need handling in terms of hygiene.” 


I wonder whether Dr. Harding would agree with - 


Miss Sayle that ‘‘in the future the health visitor will 
be the generalised medical social worker for the whole 
population.” If this were accepted the health visitor 
would surely supply ‘‘ the trained supervision to give 
effect to the G.P.’s instructions.” The fact that Dr. 
Harding does not automatically turn to the health 
visitor to provide the service required seems to indicate 
that she visualises a function the health visitor of today 
is not able to fulfil. It cannot be disputed that her 
primary function is to advise and teach the laws of healthy 
living.. She is par excellence the health worker in the 
social setting, but she is not the social worker in the 
health setting. It could well be argued that this consti- 
tutes the fundamental difference between the health 
visitor and the almoner. At present there does, however, 
appear to be a no-man’s-land untouched by either pro- 
fession, and the indications are that the whole subject 
of the functions of the various workers in the health 
team still requires considerable thought and clarification. 


Institute of Almoners, MARJORIE STEEL 
London, W.C.1. Secretary. 


MORE STONES FOR OUR GLASS HOUSE 


Sir,—It is customary, when a new term is introduced 
into medicine or an allied science, that it should be 
derived from a dead language (or sometimes, regrettably, 


_ from a combination of dead languages). Unfortunately, 


words are not always chosen with the care used by the 
late Sir Arthur Hurst when he coined the term 
“ achalasia.” 

Two examples come to mind. Fallot’s tetralogy is 
very much in the news now ; but a ‘“‘ tetralogy,” accord- 
ing to the Concise Oxford Dictionary, is ‘a group of four 
dramatic or operatic works, esp. three tragedies and a 
satyric drama.” The word ‘tetrad ’’ would surely be 
more correct, and Fallot would then be brought into line 
with Hutchinson and Charcot. The other example is 
“ thalasseemia,’’ an alternative name for Mediterranean 
anæmia. This word might be taken to mean ‘‘ a condition 
in which the blood resembles the sea’’; and if it 
is thought necessary to have a Greek-derived- alter- 
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native for a disease which already has two names, 
‘‘thalassanzemia’’ might be a better choice. 

Both these forms are given in medical dictionaries ; 
but it is hardly to be expected that words well established 
by usage will be displaced. It is just as well to be aware, 
however, that some of the terms we use should not 
really have the meanings we give them. 

London, W.10. -~ Kerra LOVEL. 


HORMONE TREATMENT BY IMPLANTING 
PELLETS 


SIR, —As a historical footnote to your annotation of 
Sept. 27, it is perhaps worth pointing out that sub- 
cutanéous implantation of pellets is not, as has generally 
been assumed, a new method, although its application 
with the object of prolonging the action of the implanted 
substance is new. : 

In 1861 G.-V. Lafargue,! of St. Emilion, published 
details of a method which he described as ‘inoculation 
hypodermique par enchevillement’’ (cheville = plug or 
pellet), in which the skin was punctured obliquely to a 
depth of 60-70 mm.. with a darning needle and a pellet 
of morphine or other drug was inserted’ into the sub- - 
cutaneous tissue through the puncture, which was sealed 
with collodion or stamp-paper. Lafargue also described 
the use of a “ dry syringe,” which was a crude injector 
or implantation-gun. 

Bruns? in 1869 published particulars of a greatly 
improved instrument which he described as an ‘“‘ Implan- 
tationsnadel.’’ This was used for the implantation of 
various drugs in the form of pellets, for which Bruns 
proposed the name ‘“ Bacili medicamentosi.”’ 

A fuller discussion of the origins of this and other 


‘forms of hypodermic medication will be found in a 


study * I have recently published. 
Pound Hill, Sussex. 


PRIVATE WARDS IN HOLLAND 


S1r,—In connexion with your article (Sept. 6) .on 
treatment in private wards under the National Health 
Service, our experiences in the Netherlands may be of — 
some interest. 

Here there are hardly any nursing-homes. Some 
hospitals, mostly university clinics, have ordinary wards 
only; most hospitals contain ordinary wards, small 
wards, and single rooms. These different wards and 
rooms are indicated by ‘‘classes,’’ as on the railways. 
Third class is the ordinary ward (with 12-20 beds in 
old-fashioned and 6-8 beds in more modern hospitals) ; 
“second class B” or ‘‘middle class” is a small ward 
(with 3-4 beds); ‘‘second class A” or ‘‘second class” 
is a room with 2 beds; while first class is a single,’ 
one-bedded room. 

Over here only a small minority of the patients have 
free hospital nursing and treatment. A minority in the 
third class pays its own costs and is not insured; the 
great majority of the patients in ordinary wards are 
insured for the costs of nursing and treatment by a 
national insurance scheme which is compulsory for all 
employees earning a salary below an amount specified 
by law (the premium varying with the salary and half 
being paid by the employer). All others with an income 
less than this specified amount can voluntarily join 
this national scheme, under which doctors’ fees are also 
paid. Those with higher incomes can, of course, join 
private insurance schemes. 

Patients who wish to be nursed in a second-class ward. 
or room, or in a single room, pay the hospital and their 
doctor privately. If they are insured under the national 
scheme they pay the difference between the rates under 
the insurance system and the private (second- or first- 
class) rates. Second- and first-class rates are ‘normally 
fixed so that the full maintenance costs are covered. 
Nowadays this is not always the case with class 2B rates, 
since prices have risen so much; but the rates charged 
to classes 2A and 1 provide a surplus which is devoted 


N. HOWARD-JONES. 


- to the needs of the hospital as a whole ; and this surplus 


helps to make up the financial deficit from the running 
of the ordinary wards. 
1. Lafargue, G.-V. Bull. gén. thér. méd. chir. 1861, 60, 22, 150. 
2. Bruns, V. von. Arznei-Operationen, 1869, Tübingen. 
3. Howard-Jones, N. J. Hist. Med. allied Sci. 1947, 2, 201. 
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In Dutch hospitals ordinary wards and private wards 
(small wards and single rooms) have been incorporated 
for some decades in the same hospitals. The ordinary 
wards have isolation rooms in which third-class patients 
are nursed, when need be, without extra charge. The 
private rooms (classes 2A and 1) are separated from 
each other only if separation is medically indicated (for 
instance in separate departments for medical and 
surgical diseases), and they are never placed in the 
ordinary ward units or blocks but are grouped together 
in-separate units; and it is the same with the small 
wards (class 2B). 

It should be explained that the nursing and medical 
attention are exactly the same in the ordinary wards 
as in the small wards or single rooms. Units of single- 
or two-bedded rooms have relatively more nurses, but 
only because these are less economical than larger wards : 
a decreasing number of beds in a ward or room means 
an increasing nurse-bed ratio. 

Why, then, do patients wish to be accommodated in 
small wards or single rooms? For three reasons: (1) 
greater privacy, (2) better catering, and (3) longer and 
more visiting hours. Points (1) and (3) are most important 
to the patients. | i 

Experience has proved the awkwardness of mixing 
-classes.. In particular, the difference in visiting hours 
gives rise to jealousy among the patients nursed in the 
ordinary wards. Moreover, nursing supervision and 
administration is difficult. 

The idea of making no distinction, save any that is 
medically indicated, in nursing attention is a fine one ; 
but in our country I fear it is impracticable at this 
time, since the deficits of the private hospitals are not 
covered by the public treasury; third-class rates do 
not meet costs, and the’ hospitals need the financial 
surplus derived from first- and second-class accommoda- 
tion. There is a very strong feeling in the Netherlands 
against privately owned nursing-homes, run as a business 
enterprise, for the nursing of the wealthier patients ‘ 
we prefer that all should enter hospital. In our experience, 
however, it is necessary to group ordinary wards, small 
wards, and single rooms in separate blocks or nursing 
units ; i 
tration. 

Diaconess Hospital, Meppel, Holland. 


J. C. J. BURKENS 
Medical Director. 


CALCIFEROL IN PULMONARY TUBERCULOSIS 


Sir,—I read with great interest Dr. Phelan’s letter 
(May 31) quoting certain of my publications, following 
the article by Dr. Feeny, Dr. Sandiland, and Dr. Franklin, 
published on April 5. I should like in a few words to 
indicate my view of the present status of calciferol in 
pulmonary tuberculosis of adults. 


1. My first two publications with Bachet! concerned 
patients who had been severely undernourished and were in a 
grave state of nutritional deficiency. Vitamin-calcium 
therapy had, in these subjects, a manifest action in slowing 
down the evolutionary process ; almost all of them had very 
advanced tuberculosis, apparently beyond therapeutic reach, 
which incited us to try this medication; it proved very 
useful for them. 


2. More recent trials in tuberculous patients who had 


not undergone severe dietary restrictions have not afforded ` 


such encouraging results; and some are disappointing. This 
group presented toxic signs more quickly ; thus they had to 
be given smaller doses than the first group. However, insuffi- 
cient time has elapsed to draw conclusions. \ 


. 3. Dosage is still undefined; but in any case it seems 
reasonable to avoid the appearance of toxic symptoms. 
There is amazing variation in tolerance, perhaps owing to 
variations in the previous state of vitaminisation in vitamin D,. 
4. It appears that calciferol preparations used on the 
Continent are better tolerated than certain similar British 
products, which cause intoxication with smaller doses. 
5. Our work, clinical as well as experimental in the dog, 
has already enabled us to state that the intramuscular route 
does not entail intoxication.2, No hypercalcemia or hyper- 


1. Gounelle, H., Bachet, M. Bull. Soc. méd. Hép. Paris, 1946, 


D. 247; Ibid, 1947, p. 44 ; 
2. Gounelle, H., Bachet, M., Sassier, R. C.R. Soc. Biol. Paris, 
1946, 140, 827. Gounelle, H., Sassier, R., Marche, J. Ibid, 


1947, 141, 216. 


and this separation does not impede adminis- | 


SEDIMENTATION-RATE IN HYPERNEPHROMA 


a 
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azotemia is noticed, even with extremely high doses, nor are 
there any clinical, digestive, renal, or general disturbances ; 
but it remains to be seen if, corresponding to this better 
tolerance, the. parenteral route does not entail loss of thera- 
peutic efficacy. 

6. It is important to pursue the study of calciferol in 
pulmonary tuberculosis of adults. This can be justified by 
the proved efficacy of calciferol in certain types of extra- 
pulmonary tuberculosis—for example, lupus, other cutaneous 
forms, and serous tuberculosis. In 1930 Meerseman °? stressed 
the importance of vitamin D in the treatment of experimental 
tuberculosis in the guineapig; im guineapigs which were 
infected with tuberculosis and were at the same time given 
calciferol, a remarkable proportion did not develop clinical 
tuberculosis ; whereas in a control series, without vitamin. 
therapy, all the animals died. Levaditi and Li Yan Po‘ 
showed that irradiated ergosterol produced in the rabbit an 
elective calcium precipitation at the point of bacillary infec- 
tion; and, according to Raab,’ cultures of tubercle baeilli 
do not grow but degenerate in the presence of calciferol. This 
impressive array of clinical and experimental results calls 
for further investigations. 

7. Other questions remain unanswered. Does addition 
of calcium facilitate, as suggested by some authors, the 
appearance of signs of intoxication, in the same way as in 
the animal? Should vitamin A, held by many to act as 
an antagonist to vitamin D,, be utilised as a regulator ? 


Finally, it should be emphasised that these studies 
must never oust or delay the application of classical 
methods, such as collapse therapy, whose value has bee 
proved. i 


Centre de Recherches de 7 OTNE l 
l'Hôpital Foch, Paris. ` HUGUES GOUNELLE. 


ABUSE OF THE EMERGENCY BED SERVICE ' 


Sır, —I should like to put on record two examples of 
cases which we have been receiving from doctors through 
the Emergency Bed Service. | 

The first was a man who arrived with an unintelligible 
note which when deciphered said that he was suffering 
from acute appendicitis and required admission. No - 
details of any clinical findings were included in the note. 
On examination of the patient it was quite apparent 
that the doctor had not examined him previously as he 
had no symptom and bore not `a single sign of the 
“ emergency ” condition from which he was reported to 
have been suffering. 

The second was a case which I accepted at 2.30 in 
the morning. According to the doctor the patient was 
suffering from severe vomiting through food-poisoning 
and was in a state of collapse. Preparations were made 
to admit her and carry out emergency treatment, but 
when she arrived she felt perfectly well. Furthermore 
it transpired that she had pot even been seen by the 
doctor concerned,.and all the arrangements had been 
made over the telephone. 

The Emergency Bed Service is an excellent organisa- 
tion, and I feel it is a pity that unfair advantage is 
taken of it by a certain section of the profession. 


Westminster Hospital, R. S. KAGAN 
London, S.W.1. Resident Medical Officer. 


SEDIMENTATION-RATE IN HYPERNEPHROMA 


Sır, —The article by Dr. Catlin, Mr. Bintcliffe, and 
Dr. Marson in your issue of Aug. 2 prompts me to record 
the following case. 


A man, aged 42, came under treatment for tonsillitis and 
maxillary sinusitis in November, 1945. The erythrocyte-sedi- 
mentation rate (E.s.R.) was 47 mm. in l hr. (Westergren). 
When treatment was completed he was kept under observation 
since the E.s.R. remained high, ranging from 47 mm. up to. 
110 mm. in 1 hr. 

Sixteen months after he was first seen he begin to complain 
of tiredness, and he was observed to be mildly pyrexial inthe 
evenings. The hemoglobin was 75%, and red-cell count 
3,900,000 per c.mm. The evening pyrexia continued, and two 
months later intravenous pyelography showed compression 
of the calyces of the right kidney. The patient was treated 


— 


3. Meerseman, F., Thibault, G. Ibid, 1930, 105, 398. 
F. Rev. Tuberc., Paris, 1936, p. 1055. l 

4. Levaditi, C., Li, Y. P. Bull. Acad. Méd. Paris, 1930, 103, 502; 
‘Pr. méd. 1930, p. 168. l 

5. Raab, W. Dis. Chest, 1946, 12, 68. 
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with 5 £. of sulphadiazine daily for five days, without effect ` 


on the fever. Right nephrectomy was therefore undertaken 
on June 17. A tumour about 2 inches in diameter was found 
at the upper pole of the kidney and this was identified 
microscopically as a hypernephroma. 


‘Since the second day after operation this man’s 
temperature has not risen above normal. On Aug. 20, 
two months after operation, the E.s.R. was only 16 mm. 
in 1 hr. The patient had gained 2 stone in weight and 
was back at work. 


Jerusalem. BENJAMIN DOLL. 


Obituary 


- JOHN CROSTHWAITE BRIDGE 
C.B.E., M.R.C.P.E., F.R.C.S.E., D.P.H. 


| Dr. J. C. Bridge, consulting medical officer to Imperial 
Chemical Industries and formerly H.M. senior medical 
inspecter of factories, died at his home at Worthing on 
Sept. 27. He was a notable pioneer in industrial medicine 
and his wise counsel will be missed in the difficult times 
ahead. - | 

‘Born in Essex on June 5, 1877, the son of the Rev. 
James Henry Bridge, he was educated at Carlisle 
Grammar School and at Middlesex Hospital to which 
he was awarded an entrance exhibition. He took the 
i Conjoint diploma in 1902; 
the D.P:H. (Camb.) in 1906; 
the F.R.C.S.E. in 1910; and 
the M.R.C.P.E. in 1920. He 
was also a barrister-at-law 
of the Middle Temple, hav- 
ing been called in 1913. 
. Early in his career he became 
interested in preventive 
medicine, and at the Carnegie 
-Institute, Dunfermline, he 
was a pioneer in the medical 
examination - of school- 


assistant M.O.H. for the 
county borough of Devon- 
port and as M.O.H. for 
Breconshire. In January, 
1914, he entered the Home 
Office as Medical Inspector 
of Factories under Sir 
Thomas ,Legge, and thus 
with E. L. Collis, became 
one of a triumvirate whose 
work is appreciated both in this country and abroad. 
In 1927 Bridge succeeded Legge as Senior Medical 
Inspector and he held this post until he retired in 1942. 
On that occasion we wrote: ‘‘ for the past 44 years the 
inception and development of industrial medicine in 
this country has been directed by two outstanding 
public servants. The present intense and widespread 
interest in the health of the industrial worker and in 
occupational medicine is a tribute to the soundness of 
the foundations which these pioneers have laid.” 

It is not easy to assess Bridge’s work because he did 
it in an unobtrusive and disarming way, and his name 
is not associated with any special subject. He took 
less credit than was his due for any progress made by 
his staff. He used to. disclaim any special knowledge 
of scientific subjects, but he had a flafr for picking out 
the essentials of any complicated problem, whether 
scientific, legal, or clinical; and his modesty covered 
an unrivalled knowledge of industrial and occupational 
health matters. During his term of office the number of 
medical inspectors increased and the subjects dealt 


Prese Portrait 


‘ with became more complex. Bridge took all difficulties 


in his stride and guided his staff with an easy and friendly 
discipline ; the affection with which they regarded him 
bore witness to his qualities as a chief. If good admini- 
stration can be defined as a capacity for getting things 
done in the most sensible way and in drawing the best 
from one’s colleagues, then Bridge was an ideal admini- 
strator. His capacity for listening, together with his 
legal training and prodigious memory, made him an 
excellent chairman of committees. 
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He was chairman of the Institute of Professional 
Civil Servants from 1922 to 1926 and again in 1930-31, 
and he played an important part in building the institu- 
tion up to its present strength. After he retired from the _ 
Factory Department he became chairman of the Associa- 
tion of Industrial Medical Officers. He was a member 
of many committees, including the Industrial Pulmonary 
Diseases Committee and the Industrial Solvents Com- 
Ministry 
of Health Committee on Cancer; the Prevention of 
Blindness Committee, and the various other depart- 
mental committees in connexion with workmen’s com- 
pensation, silicosis, pneumoconiosis, and anthrax. In 
the international field he was a member of the Inter- 
national Correspondence Committee of the I.L.O. and‘ 
of the Commission Internationale Permanente pour la 
Médecine du Travail. His work at Geneva kept him in 
touch with all that was happening in industrial medicine 
throughout the world and his reputation was deservedly 
international. ” 


Bridge was made C.B.B. in 1934, and from 1937 to 
1941 he was hon. physician to the King. 

He married in 1904 Bessie, daughter of Gateward 
Coleridge Davies. She died in 1933 and in 1935 he 
married Joan, daughter of James S. Hann, of Finchley. 


J.M. D. writes : ‘‘ Bridge was above all a good colleague, 
and his first casual introductions of a new junior as 
‘my colleague’ did much to implant in the newcomer 
a lasting sense of fellowship and corporate responsibility. 
Nor did he limit his interest to his younger colleagues 
at work; their wives and families too were equally his 
concern, and he was at his best in their homes. There 
he was wont to endear himself afresh to fond parents 
by remembering the childrens’ names, and by an 
unexpected capacity for capering which drew forth shouts 
of glee from youngsters. These cheerful relaxations and 
a generosity in sharing credit helped him to maintain 
easily a discipline which might otherwise have been 
irksome, and Bridge succeeded thus in inculcating and. 
fostering a team spirit which made service in his Branch 
a recognised privilege.” 


WILLIAM ERNEST MILES 
l F.R.C.S. 


Mr. W. Ernest Miles, consulting surgeon to the Royal 
Cancer Hospital and senior surgeon to the Gordon 
Hospital for Diseases of the Rectum, died in London on 
Sept. 24. Born in 1869 the son of Mr. William Miles, 
B.A., J.P., he was educated at Queen’s Royal College, 
Trinidad. In 1891 he took the Conjoint qualification 
from St. Bartholomew’s Hospital and he obtained his 
surgical fellowship three years later. He held house- 
appointments at the Radcliffe Infirmary, Oxford, and 


- at the Metropolitan and St. Mark’s Hospitals in London. 


Till 1899 he was also a demonstrator of anatomy at 
Bart’s, an interest which was significant for the recog- 
nition he wasdater to win not only by his skill as a 
surgeon, but also by his out- 
standing researches in the spread 
of cancer of the large intestine 
and rectum. Writing of this 
work, whieh Miles in 1923 
embodied in his Lettsomian 
lectures, C. E. D. writes : 

“ When planning an opera- 
tion for the eradication of any 
form of malignant disease the 
surgeon has first to take stock 
of all possible paths of lymph- 
atic spread. This was accom- 
plished for the rectum by the 
pioneer work of Mr. Ernest 
Miles. He gave a detailed 
description of the rectal lym- 
phatics, describing them as 
arranged in three groups— 
intramural, intermediary, and 
extramural. He pointed out that the main direction 
of lymphatic drainage was upwards by efferents accom- 
panying the superior hzmorrhoidal vessels to drain into 
lymphatic glands along the main trunk of the superior 
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hemorrhoidal artery and beyond this to the inferior 
mesenteric and aortic glands. Mr. Miles planned the 
abdominoperineal operation in 1906 and began to employ 
it in the following year. He took this step because 
he was convinced that the tissues of the upward zone 
of spread lay beyond the reach of any operation carried 
out solely from the perineum. He pointed out that when 
the perineal route is employed it is seldom possible to 
reach the glands situated above the bifurcation of the 


superior hemorrhoidal vessels yet glandular spread may’ 
The chief merit of . 


have extended higher than this. 
the abdominoperineal operation (and similar combined 
operations such as the perineo-abdominal and synchro- 
nous combined operation) is that they permit the removal 
.of glands at a higher level than is possible by perineal 
excision. The new operation introduced by Miles forty 
years ago extended the scope of surgery in the treatment 
of rectal cancer and, brought a prospect of cure to some 
patients who could not have been cured by earlier 
surgical procedures.” One of his colleagues relates that 
only a few weeks ago he saw a patient operated upon 
by Mr. Miles in 1939 who showed no evidence of recur- 
rence anywhere. With D. H. Goodsall, he collaborated 
in the publication of Diseases of the Anus and Rectum, 
a standard work in proctology, which Miles himself 
later rewrote and enlarged. 

Miles’s work in London was interrupted by the first 
world war, and he served in France and Belgium from 
1914 to 1919, latterly as senior surgeon and commandant 
of an Allied Forces base hospital and consulting surgeon 
to the Etaples area. On demobilisation he returned to 
the Royal Cancer Hospital where he collected round him 
a team of brilliant young men some of whom have 
. unfortunately predeceased him—Cecil Joll, Jocelyn 
Swan, and Cecil Rowntree. 


“To see Miles at work with his assistants,” writes M. S., 
“ was to see British surgery at its best. There was a calm, 
. unhurried atmosphere about the theatre, and the leisurely 
` manner ‘in which he went about his work made the whole 
| performance seem at first somewhat slow. This was deceptive, 

of course, for there was an economy of movement and an 
effortless ease which only skill and experience could bring 
about. There was no delay, no hitch, everything looked 
simple, and the operation moved on quietly to its close. A 
glance at the clock showed that it had all taken place in an 
incredibly short space of time—in fact, as Lord Moynihan 
remarked, ‘the clock stood still? And ‘after it all there was 
the chat about the operation, the cup of tea and the cigarette ; 
all very friendly, for Miles was the most approachable of 
men, and was kindness itself to visiting surgeons and 
students.” 


At home his abilities were recognised by many appoint- 
ments apart from his hospital ones. He was consulting 
_ surgeon to the Army, a member of the National Radium 


Commission, the British Empire Cancer Campaign and. 


the editorial committee of the British Journal of 
Surgery. The abdominoperineal operation brought him 
fame and honorary fellowships from mgny countries— 
America, France, Ireland, and only a few weeks ago 
Greece. The fellowship of the Irish college specially 
appealed to him for on his mother’s side he was of 
Irish descent. Another tribute which pleased him was 
the present and letter which reached him on his last 
birthday from the members of the staff of St. Mark’s 
Hospital, ‘‘ wishing him every happiness in his retire- 
ment, acknowledging him as a great friend and a trusted 
leader in their specialty.” As a young man he had 
excelled at tennis, and in later years he enjoyed golf, 
but racing was his favourite relaxation and nothing 
pleased him more than to entertain his friends in his 
box at Ascot. ‘‘ The Gordon Hospital,’ writes P. D., 
“ largely through Mr. Miles’s capacity and teaching, 
attained a wide popularity, especially ‘in the United 
States, and year by year American proctologists and 
other postgraduates visited the hospital and attended 
its lectures. Miles was a general surgeon besides being 
a proctologist, but in time he became almost entirely 
occupied by his specialty and the treatment of cancer 
in general. A man of outspoken convictions he 
made great friendships and I believe, strong enmities, 
but in his latter years he attained great and lasting 
happiness.” 
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Mr. Lawrence Abel writes: ‘‘ Miles performed -his 
first abdominoperineal operation for cancer of the 
rectum more than forty years ago, and survived one of 
his earliest cases by a few months. The Miles operation 
was soon known throughout the world, and has stood the 
test of time; today with little or no modifications it is 
the operation of choice for rectal cancer in the vast 
majority of surgical centres. So long as cancer of the 
rectum can only be cured by the surgeon, will Miles’s 
name be honoured for the pioneer work he did and for the 
firm foundation of pathology and splendid superstructure 
of finished technique which he has bequeathed to 
humanity. He has also left us the operation of recto- 
sigmoidectomy for complete procedentia of the rectum, 
and_a classic work on fistula, which well repays reading ` 
at frequent intervals. i 

“ He loved life, men, and horses, a good meal, good 
company, and a merry story. His annual box at Ascot 
was a joyous institution for friends and old patients, 
who so often became his friends. I have seen as many 
as seven men, whose rectums he had removed, enjoying 
his hospitality together, not knowing what the others 
owed to their host.” 

Mr. Miles is survived by his widow, formerly Miss 
Janet Loxton, whom he married in 1944. R i 


CHARLES PAGET LAPAGE 
M.D. MANC., F.R.C.P. 


PÆDIATRICS generally and Manchester especially are 
the poorer for the loss of Dr. Lapage who died at his home ~ 
in Didsbury on Sept. 23 in his 69th year after an illness 
of a few weeks. He came of a Yorkshire family and was 
born at Nantwich, where his father, Dr. Charles Clement 
Lapage, had settled in practice. The family is also 
represented in medicine by his brother, Dr. Geoffrey | 
Lapage, an eminent zoologist. i 

Lapage was educated at Epsom College and Manchester 
University,and after qualification in 1902 he became house- 
surgeon under Wiliam Thorburn at the Manchester 
Royal Infirmary. From that time he devoted himself 
to children’s diseases, begin-  ; 
ning as resident medical officer W x 


Hospital to which he was 
attached practically for the 
rest of his life. In 1912 he 
was appointed physician to 
the hospital and in 1913 lec- 
turer, and later reader, in 
diseases of children in Man- 
chester University, a post 
which he held till shortly 
before his death. In 1922 he 
was also appointed physician 
for children to St. Mary’s 
Hospitals, Manchester, and in 
the same year he was elected ià 
F.R.C.P. _ Lafayette 

In children’s work perhaps his greatest interest was 
in the mental side of disease and his book on Feeble- 
mindedness in Children of School Age is a standard work. 
He was associated teo with all the local societies by which 
these diseases are cared for. Erythroderma was another 


‚disease which he helped to expound, and as a hobby he 


‘studied the ethics of medicine, on which he wrote several 
papers. ‘ : x 

In 1903 it was written of him that he had ‘an 
insatiable love of athletics,’ and he remained a man, of 
many interests and of a strenuous. nature. All that he 
took up he did with a will and carried through ; in fact 
his friends warned him in later life that he was not 
slacking off with increase of age as he deserved to do. ` 
In earlier days rugby football and running, in both of 
which he excelled, and in which he represented his 
university, were his athletic interests. Later in life long 
walks and runs to keep himself fit were not neglected. 
An energetic Volunteer and territorial, he was mentioned - 
in despatches during his service as a major in the R.A.M.C. 
during the 1914-18 war. Dr. Lapage leaves his widow 
with two sons and a daughter, and a third son died on 
active service in 1941. 
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THE POSSIBILITIES OF A MEDICAL EDUCATION 


Despite all the fears for our liberty, so often voiced of 
late. years, Prof. Ida Mann, in her inaugural address for the 
session 1947-48 of the Royal Free Hospital School of Medicine 
on Sept. 26, saw medicine as offering one of the freest lives 
now to be lived in an overplanned world. Doctors can prac- 
tise equally well at the poles or the equator, among men, 
women, or children, or all three, in town or country, and in 
géneral medicine or in a special branch. The curriculum, 
intended primarily to turn out good general practitioners, 
may or may not be fitted to its purpose, and is now being 
widely reconsidered. Some have suggested that the course 
should early diverge into two curricula, students intending 
to become laboratory workers following one course, and 
those intending to become clinicians another. This idea is 
unrealistic, she feels, because no-one can tell until he has 
had a medical education what he is going to do with it; 
and for the same réason she thinks it unwise to give scholar- 
ships which tie the scholar to any given branch. She believes 
that the overlapping of the various subjects in the curriculum 
should be taught with more imagination, and that students 
should try to recognise and correlate the overlaps. As an 
‘example, ‘she gave the case of the graduaté wishing to specialise 
in ophthalmology who has to relearn the pathways of rays 
through a plus and a minus lens—knowledge gained in the 
physics laboratory i in his premedical years and since forgotten. 
Since medicine is an attempt to apply scientific method 
to complex biological problems, she said, no part of the 
curriculum is redundant. ` a: 

@ 
NITRATE POISONING IN BABIES 


THE Belgian minister of public and family health has 
circulated a warning to the effect that there have been several 
cases of cyanosis in babies from drinking a fairly large quantity 
of well-water containing nitrate. This cyanosis does not 
affect breast-fed- babies. People are advised not to use 
powdered’ milk if the water for diluting it has to come from 
a well, and it is emphasised that the answer is breast-feeding. 
(Bruxelles Médical, 1947, 27 , 2036.) 


“ONE SHILLING THE BOX” 


Amona the outstanding characteristics of the present 
age is an increasing use of the euphemism—the ‘‘ rodent 
exterminator ” has acquired an almost national status; 
manure has become natural organic fertiliser, which may be 
applied by the horticultural implement familiar to our pre- 
decessors as the spade. So too the old familiar patent 
medicine has graduated as a proprietary medicine and must 
now join the masquerade under the title “ household remedy.” 
This at least is the suggestion of- the Proprietary Association 
of Great Britain which has issued a brochure entitled 
Proprietary Medicines—The Facts. The association, however, 
admits that it speaks for only 75% of the industry, so that 
there is still a considerable latitude for malpraxis among the 
remaining manufacturers. The booklet states that “ pro- 
fessional and domestic therapy now go hand in hand, and 
essentially are not in conflict, but actually allied,” but this 
statement appears to ignore that the Penicillin Act has found 
its way to the Statute Book and that the sulphonamides 
have been placed with the barbiturates. in schedule 4 of the 

Pharmacy and Poisons Act. While the more blatant forms of 
advertising are no longer encountered, the Code of Standards 
of Advertising Practice is almost naive in its prohibition that 


“the words ‘cure’ and ‘heal’ must not be used in con- - 


nexion with any skin complaint which can be considered as 
an abnormal condition of the epidermal tissue, unless words 
such as ‘promote’ ‘or ‘promotes’ be used in conjunction 
therewith.” 
medicines are produced under hygienic conditions and that 
ingredients of the highest standard are used in their prepara- 
tion. While a prima-facie case is made out by the association 
for some degree of self-medication and the association quotes 
from the Report of the Select Committee issued in 1914 and 
` onwards from various sources to the 1941 Pharmacy and 
Medicines Act, it ignores the recent report of the Pharma- 
ceutical Society on proprietary medicines. Perhaps itis 
still difficult to find a rational justification for a competing, 
or even ancillary, system of medication when the National 
Health Service cdmes into operation. . ` 


\ 
NOTES AND NEWS ` = ‘ 


It is proved beyond doubt that proprietary | 
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University of London 

Dr. W. J. Hamilton, regius professor of anatomy in the 
University of Glasgow, has been appointed to the university 
chair of anatomy at Charing Cross Hospital medical school. 
Dr. G. W. Hayward has been appointed to the university 


| readership in medicine at St. Bartholomew’s Hospital medical 


college. 


University of Sheffield 
` At recent examinations the following were successful : 

Final Examination for M.B., Ch.B.—J. H. Blaskey, J. A. 
Chisholm, A mor Dubas, Derek Hobson, A. H. Mortis, J. B. Aa 
David Rider 
University of Leeds 

Prof. Geoffrey Jefferson, F.R.S., will deliver the inaugural 
lecture of the faculty of medicine at the University Union 
at 3.30 P.M. on Thursday, Oct. 16. He is to Speak on Scepsis 
Scientifica. l 
University of Edinburgh > 2 

Prof. N. Hamilton Fairley, F.R.S., will deliver the Cameron 
prize lecture for 1947 in the anatomy lecture theatre, 
University New Buildings, Teviot Place, Edinburgh, on 
Friday, Oct. 24, at 5 P.M. He will speak on Chemotherapy 
in Malaria. 

University College, London 

On Tuesday, Oct. 7, at 5 P.m., Prof. Ernst Hanhart of the 
University of Zürich ‘will deliver the Galton lecture at the 
college, Gawer Street, W.C.1. He has chosen as his subject 


Human Genetics with special reference to Deaf-mutism and... 


Diabetes. 


Charing Cross Hospital 

At the prize-giving on Tuesday, Oct. 14, at 3.45 P.M., 
the Earl ‘of Donoughmore will present the prizes. In view of 
the present crisis the annual dinner will not be held this year. 


‘London Hospital 


Owing to catering restrictions the annual old students 
dinner will not be held this year. The postgraduate course 
will also not take place. 


St. George’s Hospital 

Dr. Anthony Feiling and Dr. Desmond Curran resumed 
their weekly neurological and psychiatric demonstrations on 
Thursday, Oct. 2, at 4.30 P.M., when Dr. Feiling gave a 
neurological lecture-demonstration. These demonstrations 
are open to doctors and senior students without fee. | 


National Hospital, Queen Square 

Dr. Gordon Holmes, F.R.S., will give the introductory 
lecture for the autumn term at the medical school on Monday, 
Oct. 6, at 3.30 P.m., He will speak on Codrdination of Move- 
ment and its Disorders. 


Royal Dental Hospital, London 

The clinical at home will be held at the hospital, 32, Leicester 
Square, W.C.2, on Saturday, Nov. 22. The annual dinner is 
not being held this year. 


Sex Education Society 

On Monday, Oct. 6, at 8 P.M., at Conway Hall, Red Lion 
Square, London, W. C.1, Dr. Norman Haire will speak on 
Marriage and Divorce. 


Conference on Food and Drink Infections 

On Thursday, Oet. 9, the Central Council for Health 
Education is holding a conference on this subject at Friends 
House, Euston Road, London, N.W.1. Lord Woolton will 
open the morning session at 10 A.M., and the other speakers 
will include Sir William Savage, Prof. G. S. Wilson, - and 
Mr. L. H. Lampitt, p.sc. At the afternoon session, which 
will begin at 2 r.m., the speakers will be Dr. Robert 
Cruickshank and Dr. Robert Sutherland. 


Beds for Streptomycin Treatment 

The following hospitals have been added to the list of those 
hospitals (Lancet, Sept. 6, p. 360) at which cases of tuberculous 
meningitis and miliary tuberculosis may be received for treat- 
ment with streptomycin :— 

The Queen Elizabeth Hospital, Birmingham (which takes adults ; 
children are admitted to the Children’s Hospit 

Hospital for Sick Children, Great Ormond Street, London, W.C.1. 

The total number of beds for which streptomycin treatment 
is available for cases of tuberculous meningitis and miliary 
tuberculosis in the United Kingdom is still 150, the number 
for which supplies of the drug are at en available. 


ij 


530 THE LANCET] 


Ministry of Health 


Mr. Aneurin Bevan, the Minister of Health, has Kepounted 
Mr. E. J. S. Clarke to be his private secretary. 


Royal Appointment 
Surgeon Rear-Admiral O. D. Brownfield, 0.B.E., has been 


appointed an honorary physician to the King in place of the 
late Surgeon Rear-Admiral H. M. Whelan. 


Regional Boards’ Appointments 

The following appointments as senior administrative 
officers of hospital boards have been made: North-west 
Metropolitan region: Dr. H. M. C. eee? (m.o.H. for 
Middlesex); Leeds region: Dr. A. -Williamson (M.O.H., 
Portsmouth); Welsh region: Dr. re T. Jones (medical 
officer, Welsh Board of Health). | 


Prospective Candidates 

Dr. Charles Hill, secretary of the British Medical Associa- 
tion, has been chosen as prospective parliamentary candidate 
of the United Liberal and Conservative Association for Luton. 
Dr. J. W. Clegg, pathologist to the Brompton Hospital, has 
' been adopted as prospective Liberal candidate for the Wells 
division of Somerset. 


Award to Ministries 


On Oct. 9 in Atlantic City, Sir Wilson Jameson, on behalf 
of the British Ministries of Food and Health, will accept an 
award from the American Public Health Association “ for 
the war-induced programme of food distribution in Great 
Britain resulting in improved public-health standards there.” 


Diary of the Week 


oct. 5 To ll 


4 


Monday, 6th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
5 P.M. Mr. N. R. Barrett: Neoplasms of the Lung. 
6.15 p.M. Dr. H. J. Brennen Endotracheal Ansesthesia. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
30 P.M. Epidemiology and Stat ate Medicine. Mr. K. 
Poliomyelitis in St. Helena, 1945. Dr. L. M. 
Acute Meningo-encephalitis of 
Aitiology. 


Tuesday, 7th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. A. Lawrence Abel: Surgery of the (sophagus. ' 
6.15 P.M. Dr. A. D. Marston: Pre-anmsthetic Treatment. 
ROYAL SOCIETY OF MEDICINE 
8.30 P.M. Orthopedics. Mr. George Perkins: Flat-foot or 
Instability of the Longitudinal Arc . (Presidential address.) 
UNIVERSITY COLLEGE, Gower Street, W. C.1 
Structure of Peripheral 
(Firat lecture.) 


I. Nissen : 
Laurent : 


¢ 


5.15 P.M. Prof. Young, F.R.S. 
Nerve and of Nerve-endings. 
OHADWICK LEOTURE 
2.30 P.M. (26, Portland Place, W.1.) Brigadier A. E. Richmond : 
Positive Health—its Attainment in the Soldier, and the 
Army’s Contribution to it in the Civilian. 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 
5 P.M. Dr. R. T. Brain: Congenital Abnormalities. ` 


Wednesday, 8th 


ROYAL COLLEGE OF SURGEONS — 
5 P.M. Dr. G. F. Rowbotham: Head Injuries. 
6.15 Pa Dr. C. Langton Hewer: Anesthesia for Thoracic 
urgery. 
ROYAL SOCIETY OF MEDICINE 
4.30 P.M. Physical Medicine. Dr. W. S. Tegner: 
Arthritis. (Presidential address.). 
UNIVERSITY COLLEGE 
5P.M. M.H. Pirenne, Dr. Sc. (Liége) : Physiological Mechanisms 
of Vision. (First of six lectures. ) 
UNIVERSITY OF GLASGOW 
8 P.M. (Department of Ophthalmology.) Prof. A. Lowenstein : 
Pathology and Clinical Aspects of Ocular Glass Membranes, 


Thursday, 9th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. A. M. A. Moore: Surgery of the Tendons. 
6.15 P.M. Dr. T. Cecil Gray : d-Tubocurarine Chloride and its 
Use in Anæsthesia. 
ROYAL SOCIETY OF MEDICINE 
5P.M. Ophthalmology. Dr. H. Arruga (Barcelona): 
of the Retina. 
LONDON JEWISH HOSPITAL MEDICAL SOCIETY 
3 P.M. (Woburn House, 1.) Dr. 
Presidential ETEA 
LONDON SCHOOL OF DERMATOLOGY 
5 P.M. Dr. C. W. McKeeny: X-ray Technique. 


Friday, 10th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Prof. J. R. Learmonth : Surgery of Portal Hypertension. 
6.15 P.M. Dr. John Gillies: Volatile Anesthetic Agents. 
LEEDS AND WEST RIDING MEDICO-CHIRURGICÀL SOCIETY 
7.30 P. M aoe J. T. Ingram: Sir Jonathan Hutchinson, Derma- 
olo i 


Rheumatoid 


Hugh Gainsborough : 


Undetermined Virus 


l s 
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Appointments 


ASHWIN, R. F., M.B. Camb., D.M.R.D.: asst. radiologist, York City 
General Hospital and York County Hospital. 


ELTON, ARNOLD, M.B. Lond., F.R.C.8.: surgical registrar, Charing 
Cross Hospital, London. 
EMMERSON, G. A., M.A., M.D. Camb., M.R.C.P., D.C.H.: pædiatrician, 


Royal West Sussex Hospital, Chicheste r. 
GREGORY, I. L., M.B. Manc. : resident surgical oficer, Bolton Royal 
Infirm 


ary. 
HL, R. L. T. M.B. Glasg.: radiologist, Hull Royal Infirmary. 
HOoKEN, M. E., M.B. Glasg., D.P.H. : senior school M.o. and deputy 
M.O.H., Rotherham. 
IMRE, O. H., M.B. St. And., D.P.H. 
East Suffolk. 


asst. county M.O. and. M.O.H., 


JEWESBURY, E. C. O., M.A., D.M. Oxfd, M.R.C.P., D.P.M.? chief 
assistant, neurological department, St. Thomas’s Hospital, 
London. A 

JUSTICE, J. J., B.S0., M.B. Glasg., D.P.M.: psychiatrist, Devon 
County Council. 

MacKerra, R. C., M.A., D.M. Oxfd, M.R.C.P., D.C.H. assistant te 


the director of the department of peediatrics, Guy’s Hospital 
medical school, London. 

PATTINSON, HUGH, M.B. Edin., D.P.H. 
district M.0.H., Hunts County Council. 

PRITCHARD, P. Va M.D. Edin., F.R.C.P.E., D.P.H. 
co. Antrim. 

Wisox, DONALD, M.B. Lond., M.R.C.P.: physician i.c. departments 
of physical medicine, Royal West Sussex Hospital, Chichester ; 
Municipal Hospital of St. Richards, Chichester ; War Memorial 
Hospital, Bognor Regis; and Worthing Fona: 

M.B. Edin., M.R.C.P.E., D.O.M.S. ophthalmic surgeon, 

Royal Halifax Infirmary. 


County Borough of West Ham: 
‘HINDEN, ELCHON, M.D. Camb., M.R.c.P.: peediatrician. 
LAWLESS, J., B.SC., M.B.N.U.I., D.P.H.: ,medical director, 
mass miniature radiography unit. 


Lancashire County Coane $ 


Asst. county M.O.H. : 
BUCHANAN, M.B. Glasg., D.P.H. e 
COUPER, W. R. M., M.B. Edin., D.P.H. 


Wrexham Emergency (County General) Hospital and Wrexham. and 
_ Bast Denbighshire War Memorial Hospital : 
' BARRACLOUGH, RONALD, M.B.E., M.B. Aberd., D.L.O.: asst. E.N. T. 
surgeon. 
Rvans, P. R. C., G.M., M.D. Lond., M.R.C.P. asst. physician. 
FORBES, J. R., M.D. Lond., M.R.C. P. : ph valoien. ~ 
WHITING, R. J., M.B. Lond., D.A.? ansesthetist. à 


Colonial Service: 


MURLEY, J. R. P., M.R.C.S.: M.O., British sages 
TAORNTON, THOMAS, M.B. St. And., F.R.C.S.: surgeon specialist, 
alestine. 


Births, EERE and Deaths 


BIRTHS s 7 


ALLEN.—On Sept. 23, at Buckland Newton, Dorset, the wife of 
Lieutenant Michael Allen, R.A.M.C.—a son. 

HARRIS. dae oo, 21, at Windsor, the wife of Dr. Cyril Harris 
—a 

HARWOOD n Sept. 19, at Carshalton, the wife of Dr. H. F. 
Harwood—a son. 

HuntT.—On Sept. 24, in London, the wife of Mr. A. H. Hunt, F.R.C.S. 
—a daughter. 

MacWILLIAM.—On Sept. 22, at Burnley, the wife of Dr. J. C. 
MacWilliam—a daughter. 

MoONYPENNY.—On Sept. 3 24, at Sheffield, to Dr. Isabelle Monypenny 
(née Little), wife of Dr. E. R. Monypenny—a daughter. 

NICOLL.—On Sept. 24, in London, the wife of Lieut. Colonel J. A. 
Vere Nicoll, R.A.M.c.—a daughter. 

O’BRIEN.—On Sept. 14, in London, the wife of Dr. D. J. O’Brien 
—a son. 

THOMSON.—On Sept. 23, at Bournemouth, the wife of Dr. R. W. 
Thomson—a da 


asst. county M.O.H. and 


county M.O., 


ughter. 
| WooDARD.—On Sept. 23, in London, the wife of Dr. c. R. Woodard 


Detachment 


—a son. 
` MARRIAGES 


ARMSON—NEWTON.— On Sept. 20, at Hanbury, Gerald Armson, 
M.R.C.8., to Margaret Fenella Newton 
Gray—GoopcHILp.—On Sept. 20, at East Horndon, Essex, Peter 
illiam Spencer Gray, M.B., to Maria Louisa Goodchild. 
MICHELL—PEARCE.—On Aug. 30, in London, Guy Michell, M.B., 
to Anne Pearce, 8.R.N. 
DEATHS 


BRIDGE.—On Sept. 27, at Worthing, John Crosthwaite Bridge, 
C.B.E., M.R.C.P.E., F.R.C.S.E., D.P.H. 

COPLAND —On Sept. oe at Leeds, James George Copland, M.A., 
M.D. Aberd., aged 6 

EDWARDS.—On ‘Sept. 18, at Fordingbridge, Hants, Walter Golds- 
worthy Edwards, L.R.C.P.E., surgeon captain, R.N. (retd.). 

FARMER. On Sept. 20, at Ludlow, William Henry Farmer, M.R.C.S., 


aged 7 

JOSEPH. “Oa Sept. 8, in Australia, Henry Stanley 
Lond., F.R.C.S. 

LAPAGE.—On Sept. 23, at Didsbury, Manchester, 
Lapage, M.D. Manc., F.R.C.P. 

MILEs.—On Sept. 24, in London, William Ernest Miles, T.D., F.B.C.S. . 
F.R.C.S.1., F.A.C.8. 

Rrrcuiz.—On Sept. 25, in London, Douglas David Ritchie, M.A. 
M.D. St. And. 

STRATHAIRN.—On Sept. 19, at Nicosia, George Cecil 
' Strathairn, M.B. Edin., D.P.H. 


Joseph, M.B. 


Charles Paget 


Cyprus, 


‘the chance of survival of the fœtus. 
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SOCIAL CLASS AND FETAL MORTALITY 


Ducgatp BARD | 
B.Sc., M.D. Glasg., F.R.C.0.G., D.P.H. 


REGIUS PROFESSOR OF MIDWIFERY IN THE UNIVERSITY OF 
A ` ABERDEEN - 


Morvauity in the first year of life—infant mortality 
—is so much influenced by social conditions that it has 
come to be regarded as a reliable index of the standard 
of living. It is very much less among the well-to-do 
than among the poor. At first sight social conditions do 
not seem to affect the stillbirth-rate in the same way. 
Thus table 1 shows that in England and Wales in 1939 


' infant mortality in the period 1-12 months was four times 
- higher in class v than in class 1, but the stillbirth-rate and 


neonatal death-rate were less than twice as high. This 
might mean that the unfavourable conditions found in the 
lower income-groups had no very detrimental effect on 
*I shall attempt to 
show that this effect has been greatly under-estimated. 

The stillbirth-rate and neonatal mortality depend on 
several factors—the physique and health of the mother, 


. the diet during pregnancy, the age of the mother, the 


size of the family, and the standard of medical and 


nursing care (antenatal, intranatal, and postnatal). I- 


hope to show that the effect of these factors ‘varies in 
the different social classes, and that the relatively small 
difference ` in stillbirth-rate and neonatal mortality 


TABLE I-—STILLBIRTHS AND INFANT MORTALITY BY SOCIAL 
CLASS IN ENGLAND AND WALES, 1939 


5 2 y 
rate DA in the | Total 
ial f (per’ mor- age- or- 
noc’ Description 1000 | (uit. | period | tality 
class A legiti- |” AA 1-1 (per 
mate | 1$99) (Months | 1000) 
imater- (per 
b 1000) | | 
1 | The professions, commis- | 24-4 | 18-9 7-9 | 512 
sioned officers, and well- | | 
to-do people concerned | | 
with finahce, shipping, | ! 
-- &o. . ; | | 
1 | Intermediate between class | 33-4 | 23-4 | 110 | 67-8 
1 and skilled workers | 
ur | Skilled workers .. aa | 35:6 | 25:4 | 19-0 | 80:0 
w | Intermediate between | 376| 277 | 23-7 | 91-0 
` 8 and unskilled i ' 
: workers 
Vv Unskilled workers..  .. | 39-7 | 30-1 30:0 | 99*8 


between the different social classes is the. resultant of 
factors which operate in opposite directions and thus 
mask one another. 


PHYSIQUE AND HEALTH OF THE MOTHER -~ 


The bigger the income, the better the social circum- 
stances, and in general the better the health and physique. 
The better health and physique are not due to one 


- factor but to many, such as good housing, better food, 


more exercise in the open air, a better appetite, and 
higher standards of education and .hygiene. Most 
obstetricians who treat both hospital and private 
patients are: well aware of this. For example, during 
1945—46 in-Aberdeen a comparison was made of expectant 
mothers attending a private nursing-home (group 1) 
and those attending a hospital (group 2). Each group 
was subdivided into three grades—very good, fair, and 
poor—according to the state of health and physique. In 
assessing these the height-weight ratio and the state 
of the hair, skin, teeth, gums, and blood were examined. 
The assessment was admittedly subjective, but it was 
made by the same investigator in all cases.. Table 11 
shows the results. In group 1 68% and in group 2 16% 
6476 


Even in the age-group 20-24 only 12% of group 2 


“ING Toor: 1, 1947 - 
>? ; 


were assessed as very good ; 2% of group 1 and 24% of 
group 2 were assessed as poor. In group 1'1% and. in 


. group 2 14% were :under 5 ft. in height. The average 


difference in height between the two groups ,was 3 in. 


In group 2 8% of those under 5.ft. 3 in. tall and 27% 


of those-above this. height wer classed as very good. 
The conclusion reached was that in the hospital group 
the tall women were on the whole fitter than the small 
women. ‘The state. of the teeth and gums is easier to 


assess than some of the other indications. of: health 


investigated, and the striking difference between the 

groups is shown by the fact that 66% of group 1 and 

9-4% of group 2 had very good teeth and healthy gums, 

while 4% in group I,and 46% in group 2 had yery, poor 

teeth and/or septic gums, many being edentulous. - It is 

TABLE II—STATE OF PHYSIQUE AND HEALTH IN TWO GROUPS 
OF PREGNANT WOMEN IN ABERDEEN IN 1946 `; 


| State of physique and health 


—.. . ,| Very good 


‘Fair. . Poor ; | Total 
| -. (No. of cases|No. of cases|No. of cases} |). 
Group 1 (nursing-home) | 68 (68%) | 30 (30%) || 242%) | 100" 
Group 2 (hospital)... |, 27 (46%) | 98 (60%) |88 (24%), | 163. 


es ae ' . . Seve bof Pb TOP af gadis FT 
recognised that the condition ‘of the teeth is affected by 
age, and this has been considered. -In the agé-group 
25-29 very good teeth.and gums were noted in 80% of 
the women in group I and 9-2% of those in group. 2. 
had 

very good teeth and gums. a 

| DIET DURING PREGNANCY i” 
Assessment of the quality of the diet by: questioning 
showed clearly that the women in group 1 consdmed 
much more meat and fruit and many more eggs.. They 
drank more milk and took vitamin supplements much 
more conscientiously. This social-class difference’: in. 
quality of diet has been noted by many workers. :.For 
example, McCance et al.1 showed that, in peor districts 
where the amount of money spent on food was low, the 
diet of expectant mothers was deficient in protein 
(especially. animal protein), calcium, phosphorus, iron, 
and vitamin B,. With increase in the income there was 
increased consumption of milk, fruit, vegetabics, ' arid 
meat, and decreased consumption of bread. The women — 

were taller and less anemic. . o Í tata abe 
. These results agree with the Aberdeen findings: of: the 
striking differences in health and. physique. .between 
hospital (group 2). and private (group 1).patients. Since 
the hospital patients correspond roughly to'sociał classes 


TABLE IfI—INFLUENCE OF SKILLED OBSTETRIC CARE ON THE 
= §STILLBIRTH-RATE IN. DIFFERENT SOCIAL CLASSES `` 
Stillbirth-rate (per 1000) ve "a 


a | Classes 1 and 11 Classes 111, IV, and V 


Specialist |. National | Specialist-| National 
(group Al)| (group A) | (group B1)| (group B) 


First pregnancy.. 17 -37 8T” 


ED 


| Second pregnancy 


: - - = 
II, Iv, and v, and thé private patients correspond to 
classes I and 11, it follows that, if these figures aré repre- 
sentative of the country as a whole, the lower economic 
groups have much worse physique and health than the 
well-to-do, and they consume à diet which is deficient 
in many important respects. This diet is.good enough 
to prevent the onset of deficiency diseases in thé mother 


1. McCance, R. A., Widdowson, E. M., Verdon-Roe, C.M, J. Hùg., 
7- ` Camb. 1938, 38, 596. i raS : A RO i ae ee 
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but may impair the growth and vitality of the foetus and 
also lactation. / | 
The health and physique of the mother depend on 


the conditions existing at various times from her birth . 


till the birth of her child. Before the war the diet of the 
high income-group was much superior to that of the poor, 
and the present investigation has shown that, during the 
war years, in Aberdeen at least, the high income-group 
still had a much better diet than the poor. The former 
had therefore from birth a superior environment leading 
to better physique and health, and during pregnancy a 
better diet. One could therefore expect a much better 
“ reproductive performance ” from group 1 than group 2. 
It must also be remembered that the patients in group 1 
are much quicker in seeking the best possible medical 
advice, and more conscientious in carrying out any instruc- 
tions. How far a first-class diet, backed up by intensive 
health education, during pregnancy can overcome the- 
handicap of poor health and physique is uncertain. 


AGE AND PARITY 


We know that the stillbirth-rate rises with age in each 
parity and that after the second pregnancy it rises with 
increasing parity. Fig. 1 is an analysis of the births in 
England and Wales for 1939 and shows that in social class 


v over half the primipare were under the age of 25, — 


whereas in class I the figure was only 17%. This high 
proportion of young mothers in social class v tends to 
lower the stillbirth-rate in this group. 


- PERCENTAGE 


ae 


Wate SLES 
ve Pe 
pal RU 
9- 


m 
SOCIAL CLASS 


‘Fig. [—Analysis of first births in England and Wales in 1939, by social 


class and age at birth of child. 


In social classes 1 and 1r the average age at the birth 
of the first child is about 5 years greater than in social 
classes III, Iv, and v. Families are smaller ; so relatively 


‘there are more first births. These two factors tend to 


raise the stillbirth-rate in classes I and 11. There are no 
families of 6 or over, however, in social classes I and II, 
whereas in classes Im, Iv, and v large families are still 
found (6%). In Aberdeen 12% of women in classes II, 
Iv, and v had 6 or more children, with a consequent 
increase in the stillbirth-rate. 

- Fig. 2 is an analysis of the stillbirth-rates in primiparz 
in the various social classes in England and Wales for 
1939 : it shows a steady rise with increasing age, starting 
at 20 years, except in class 1, where the rise does not 
begin until 30. Fig. 3 shows a similar analysis for second 
pregnancies. Here the difference between social class 1 
and the others is even clearer. In class 1 the stillbirth-rate 


-gises very little till the age of 40, whereas in class v it 


rises steadily after 30. 
_ At ages 30-34 the stillbirth-rate in second pregnancies 
in class v is three times that in class 1. The fact that 


‘the difference in the stillbirth-rate between classes I and 


v is greater in a second pregnancy than a first is probably 
attributable to different factors operating in the two 
classes. Certain adverse factors in. social class v—such 


as contracted pelvis and poor physique, health, and nutri- 


,ssssesass 
`~ STILLBIRTH-RA 


AGE-GROUP 


Fig. 2—Stillbirth-rate in primiparæ in England and Wales in 1939, 
analysed by age-group and social class. 


tion—influence the second pregnancy as well as the 


-first, whereas in social class I one of the most important 


adverse factors in a first labour is difficult labour, due 
to uterine dysfunction and occipito-posterior positions, 


which does not usually recur in a second labour. 


OBSTETRIC SKILL 


To test the influence of skilled care during pregnancy 
and labour in lowering fetal mortality, the results 
obtained by obstetric specialists working in private 
practice among patients in social classes I and mn 
(group Al), and in hospital practice with patients in 
social classes NI, Iv, and v (group B1), have been com- 
pared with the results obtained where the standard-of 
obstetric care is average and variable. For this latter 
group national statistics have been used. Social classes I 
and II (group A) and social classes m1, Iv, and v (group B) 


‘are obtained by appropriate addition from the data 


already shown in figs. 2 and 3. 

The figures in group Al are the collected results of six 
obstetric specialists, and I am much indebted to col- 
leagues in Edinburgh, Glasgow, Leeds, Liverpool, and 
Belfast for furnishing me with notes of their cases. The 
total number is small, 2928, but the similarity of the 
results obtained by each is very striking and suggests 
that with a larger series the results would be the same. 
The patients in group Bl were booked cases in the 
Aberdeen Maternity Hospital. l 
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Fig. 3—Stillbirth-rate in second pregnancies in England and Wales in 
1939, analysed by age-group and social class. | 
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Table 111 shows that in first pregnancies there is no 


significant difference between A and B; but, where the 


best obstetrical skill is available in both groups, as in 


Aland B1, the stillbirth-rate in A1 is less than half that in 


A, whereas in B1 it is almost as high as in B. The same is 
seen in the second pregnancy. There again the effect of 
specialist care is very clear in classes I and 11 but has not 
much effect on the mortality in classes m1, Iv, and v. 
Figs. 4 and 5 are graphs showing the stillbirth-rates 
arranged by age-groups, and fig. 4 shows that the most 
striking effect of specialist care in primipare is to prevent 


` the steep rise in the stillbirth-rate which occurs in 


classes I and 11 in the national figures—e.g., A and Al. 
It will be noted, however, that specialists working with 
hospital patients are unable to prevent the steep rise 
which occurs with age—e.g.,B and Bl. An analysis of 
fig. 5 shows similar results : in A the rise in the stillbirth- 
rate with age is more gradual than in B; in fact it 
rises very little till the age of 40. As with a first pregnancy, 


the stillbirth-rate in B1 follows the same course as, but - 


at a lower level than, in B. (The irregularity in the 
graph is due to the smallness of the numbers in group B1.) 
In contrast with B1, the stillbirth-rate in A1 does not rise 


with age till after the age of 39. | 
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Fig. 4—Seilibirth-rates in primipars : A, social classes | and I] (national 


figures) ; Al, social classes | and ll (specialist figures); B, social 
‘classes il, IV, and V (national figures) ; BI, social classes 111, IV, and 
. V (specialist figures). 


- The conclusion is that, given the highest standard of 
obstetric care, the stillbirth-rate in primipare in social 
classes Ill, Iv, and v is twice that in classes I and 1. 
This difference would be much greater if social classes 
Im, Iv, and v postponed the age at which they had their 
first: child to that of social classes I and 11. For example, 
at 20-24 years in primipare the stillbirth-rate in B1 is 
twice, at 25-29 more than three times, at 30-34 two and 
a half times, and at 35-39 between three and four times 
that of Al. 

The good results obtained by specialists in private 
practice (group Al) might be attributed to more frequent 
resort to cesarean section in prolonged labour, especially 
where the patient is an elderly primigravida. Table Iv 
shows that the incidence of cesarean section in primi- 
pars was 4:5% and 1-7% in groups Al and B1 respec- 
tively. In both groups the cesarean-section rate rises 
steeply with the increasing age of the mother; so most 
of the difference in the total cesarean-section rate 
between the groups is explained by the difference in age- 
distribution. When this is allowed for, the cxesarean-sec- 
tion rate in Al is still higher than in Bl. For example, 
in the age-group 30-34 the rate in A1 is twice that in B1. 
Consideration of the causes of stillbirths in the two 
groups shows that the omission to perform cesarean 
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Fig. 5—Stilibirth-rates in second pregnancies : A, Al, B, BI, as in fig. 4 


section often enough is not the reason for the higher 
stillbirth-rate in group Bl. Stillbirths and neonatal 
deaths in groups Al and B1 have been examined, and the 
results in table v show that the main causes of the excess 
mortality in group Bl are connected with prematurity 
and unexplained -intra-utering death, conditions not 
amenable to treatment by cesarean section. 


STILLBIRTHS 


The most striking difference (table v) is that -in 
group Al only 5 out of 28 (18%) stillbirths in primiparz 
were in infants under 51/, lb., whereas in group B1 62 
out of 122 (50-8%) were premature, and that in 30% of 
these premature stillbirths in group B1 the cause of the 
premature onset of labour was unknown. In 30% of 
the full-time stillbirths in group Bl the cause was 
‘ unknown ” despite routine necropsy. Deaths of this 
type—i.e., unexplained intra-uterine deaths during 
pregnancy or labour—were four times as common in 
group Bl as in group Al. In group BI the main cause 
of the higher stillbirth-rate with age is an increase in 
these unexplained deaths. Deaths from toxemia are 
twice, and from birth trauma three times, as common 
in Bl as in Al. Though the stillbirth-rate from birth 
trauma in group B1 was three times that of Al, deaths 
from birth trauma only constituted 15% of the total 
stillbirths in group B1. 

The major problem among the hospital patients is the 
avoidance of premature labour and' the prevention of 
intra-uterine death, either before labour or during the 
course of a reasonably easy or normal labour. 


TABLE IV—-CHSAREAN-SECTION RATE IN PRIMIPARZ IN SOCIAL 
CLASSES I AND 0, GROUP Al, AND SOCIAL CLASSES III, IV, AND 
V, GROUP Bl, BOTH UNDER THE CARE OF SPECIALISTS 


Age of mother at birth of child (years) 
20-24 | 25-29 | 30-34 | 35-39 | 40 oF 


ene | co | GEES | eee oe | eee Scare | puppet a | caer ere È nro ata 


B1 | 0-58 (3)| 0-7 (11) 2-07 (15)) 2-5 (8) 7-5 (10)} 31-0 (9)) 1:7 (56) 
Al | 5-0 (1) 0°8 (3) 3-0 (19) 5-1 (21)| 10:1 (19)) 22-4 (11) 4°5 (74) 


Under 
20 


The figures show the percentage in each age-group delivered by 
cæsarean section. The in parentheses are the actual 
numbers of operations. ; 


ge 


NEONATAL MORTALITY 


-~ Table vı shows that the neonatal mortality in primi- 


pare is nearly three times higher in B1 than in Al. 
In full-time infants in group Al only 1 died of trauma 
and 4 died of asphyxia. Not all of these were due to 
difficult or long labours ; but, if they are included, this 
gives a combined mortality of 3-1 per 1000 of the total 
births as due to birth trauma, an over-estimate. In 
group B1 24 out of 61 full-time infants died of birth 
trauma, 8 per 1000 of the total births in this group. The 
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relatively high mortality from cerebral birth trauma in 
full-time infants is a reflection of the higher incidence 
of contracted pelvis in group B1. The mortality from 
infection, even in full-time infants, is three times higher 
in group B1 than in group A1, a result probably of lower 
resistance to infection and of the greater risk resulting 
from the higher incidence of difficult labour. 

Table v1 shows that in group B1 nearly half the neonatal 
deaths occur in premature infants. These figures agree 
with national statistics, and though prematurity is not 
necessarily a cause of death it is a very important 
predisposing factor. The death-rate per 1000 live births 
attributed to prematurity in social class v is twice that 
of social class 1, and table v shows that in group B1 
there were 54 deaths of premature infants out of 3174 
live births (17 per 1000), whereas in group Al there were 
8 deaths in premature infants out of 1605 live births 
(5 per 1000). | 


CONCLUSION FROM ABOVE ANALYSES 


Evidently the main reason why fetal mortality is 
higher in group B1 than in group Al is the greater inci- 


TABLE V—CAUSES OF STILLBIRTHS IN FIRST BIRTHS IN TWO. 


GROUPS OF WOMEN UNDER THE CARE OF SPECIALISTS 


Group A1 corresponds to social classes I and 11, and group B1 corre- 
sponds to social classes III, Iv, and v 


Group B1 (3296 cases) Group Al (1633 cases) 
Cause of | g Still- p Still- 


death Full-| 3 births | Full-] ¢ births 
time ÈS Total per | time ES Total) per 
z 1000 g 1000 
Gross fetal 5 11 16 4'9 5 1 6 3°7 
deformity . 
Cause unex- 21 23 44 13°3 5 1 6 3°7 
_ plained 
Toxvemia ..- 8 16 24 7:3 5 1 6 3°7 
Birth trauma | 18 1° 19 5°8 3 — 3 18 
Cord compli- | 1 | — 1 | 0-3 2 | — | 2 | 12 
cations 3 l 
Accidental| 5 6 11 33 | — 2 2 1-2 
hemor- 
‘rhage 
Miscellane-| 2 5 7 | 21 3 | — | 3| 18 
ous 


te | ns | eS S SS | | a | aD 


“ Cause unexplained ’’ in full-time stillbirths refers to those cases 
where intra-uterine deaths occurred during ‘‘ normal ’’ preg- 
nancy or labour. In the premature group it means that the 
cause of the onset of the premature labour was unknown. 
Under accidental hemorrhage are included only those where 
there was no maternal toxsmia. 


dence of prematurity and of deaths from ‘ unknown ”’ 
causes. There is a higher death-rate in group B1 from 
birth trauma, toxemia, and infection. Since the standard 
of obstetric care in both groups is high, the contrast 
must be due to the great differences in physique, health, 
and diet of the mothers. 

Group B1 in the present investigation is equivalent to 
social classes III, IV, and v; and since these classes 


constitute about 90% of our population the most effective ` 


method of lowering the national stillbirth-rate and 
neonatal mortality would be to raise the living conditions 
and diet of this 90% to the standard of the other 10%. 
This would lead to less prematurity and a fall in the 
numbers of unexplained stillbirths. A long-term effect 
would be to lower the death-rate from cerebral birth 
trauma by decreasing the incidence of contracted pelvis. 


WAR-TIME EXPERIENCES 


Observations in animals have emphasised the import- 
ance of a good diet—particularly in the second half of 
pregnancy—in securing offspring of good vitality and 


PROFESSOR BAIRD: SOCIAL CLASS AND FETAL MORTALITY 


[ocr. 11, 1947 


TABLE VI—CAUSES OF NEONATAL DEATH IN PRIMIPARE IN 
l GROUPS Al anD Bl - 


Group B1 (3174 cases) Group Al (1605 cases) 


T lru of e in Woe ae 
ea -| 9 : 8 “| OB Imot 
time| fie Totall “per | time ER T osal 
a 1000 = | 1000 
Deformity.. | 14 | 3 | 17 | 53 2 | eis | 2 | 12 
Cause unex- 7; 18 25 7'8 1 5 6 3-7 
plained - | | i 
Toxæmia .. 1 6 TI. 2-2 — | 1’ 1 0-6 
Cerebral| 24 27 | 85 5! — | 5| 31 
hemor- | 
rhage and | ! | 
asphyxia i 
Infection .. | 12 | T li| 59! 3| — 1-9 
Miscellane- 3 17 20 l- 6:3 2 2 4 | 25 
ous f | 


Total .. | 61 | 54 |115 | 36-0 | 13 | 8 | 2 | 18-0 


a low atillbirth-rate. Large-scale experiments on the 
human subject are difficult to carry out, but the experi- 
ence of Britain during the war years sheds a good deal 
of light on the influence of diet on stillbirth-rate and 
neonatal mortality. / | 3 

In England and Wales, for many years before the war, 
there was little change in the stillbirth-rate; but 
between 1939 and 1945 it fell in England and Wales 
from 38 to 28, and in Scotland from 42 to 33. The 
improvement affected every age-group and every parity 
almost equally. A fall in that part of the neonatal 
mortality ascribed to prematurity and to “ congenital 
debility’? also occurred. The Registrar-General for 
Scotland has analysed the causes of stillbirths for each 
year from 1939 to 1944, and his analyses for 1939 and 
1944 are seen in table vi. . 

In 1939 the biggest group (32°6% of the total) was 
called “ ill-defined and unknown causes.” Deaths due to 
injury constituted 23-9% of the total. In 1944 the biggest 
fall in mortality is seen in the “ ill-defined and unknown 
causes ” group, which now constitutes 16-6% of the total, 
and the death-rate from this cause has fallen to nearly 
a third of what it was. Other causes of stillbirth which 
have fallen are toxemia and accidental hemorrhage ; 
the death-rate from foetal abnormality has risen. The 
fall in the number of deaths ascribed to “unknown 
causes ° may be explained to some extent by more 
accurate certification since 1939, when registration of 


TABLE VII—ANALYSIS OF CAUSES OF STILLBIRTH IN SCOTLAND, 
1939-44 


1939 1944 
(total births 90,731) (total births 99,162) 


Cause of Still- | Still- 

stillbirth No of ir - No of - 
rate per : rate per 

stillbirths 1000 stillbirths 1000 

(42:2) (32-5) 

Diseases not 717 (20%) | 0-84 | 101 (31%) 1:01 


specially asso- 

ciated with 

: pregnancy 

Diseases speci- | 864 (22:-5%) 9-52 | 710 (22:04% 7'16 
ally associated 

with pregnancy 


Anomalies of | 712 (18:5%) 7-84 | 852 (26-4%) 8-59 
footus, placenta, . 
or cor 


Death of the | 916 (23:9%) | 10-09 [1017 (31-5%) | 10-25 
foetus by injury 


Ill-defined and 1263 (32:9%) 13:92 | 541 (16:7%) | 5-45 
unknown causcs | 


Total .. [3832 (3991 | 


\ 
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stillbirths became compulsory. It may be objected that 
often the diagnosis is made without necropsy and may 
not therefore be accurate. Necropsy, however, may not 
~| do much to explain why the child died. 
>} it was done as a routine; yet in 30% of cases the still- 
' birth could not be explained satisfactorily. A finding 
of intra-uterine maceration or asphyxia does not help 
much in explaining the death where clinically the 
pregnancy and labour have been normal. 

The Registrar-General’s figures are probably therefore 
very significant. Since the only war-time change likely 
£$ to affect these results appreciably is the improvement 

- in the diet of the poorer sections of the community, the 
figures are strong evidence of the importance of a good 
diet during pregnancy. 

Table vit is taken from the reports of the Registrar- 
General for Scotland for 1939 and 1944 and shows the 
changes in the stillbirth-rates in Scotland in the various 
‘ social classes during 1939-44. The exact division into 
’ social classes is never easy, especially as regards classes IV 
‘ and v, and war conditions increase the difficulty. From 
10 to 15% of the total births occur in social classes I and 
it (the high-income group). About 50% of all births occur 
in class m1 (skilled workers) and 30-35% in classes Iv 
and v (semi-skilled or casual workers). The biggest 
individual factor contributing to the fall in the national 
stillbirth-rate is the fall in the rate in class lI, where 
half of the births occur. This may be explained by the 
fact that those in this group have had increased pur- 
chasing-power during the war years and have the 


TABLE VINI—STILLBIRTH-RATE PER 1000 TOTAL BIRTHS, LIVE 
AND STILL, IN SCOTLAND 


| eee | ec re | es | an 


Period | All classes| Class 1 | Class rr |Class 111} Class Iv | Class v 


1939 33:9 `| 378 | 44-5 38-0 
1944 - 25:3 | 27-0 32-6 36-6 
1944 as 74 71 73 96 
peor 1930 


intelligence and education to make use of the facilities 
and food available. The improvement in groups Iv and 
v has been least, though there is most room for improve- 
ment here. Though their incomes have risen, many in 
these groups are of poor physique and in a poor state 
of health. They also lack appreciation of the need for a 
good diet and good medical and nursing care during 
pregnancy. The fall in the stillbirth-rate in social classes 
I and TI is unexpected, since before the war they had the 
puychasing-power to enable them to obtain a good diet. 


Possibly the publicity given to the importance of good. 


nutrition has led to improvement in the diet during 
pregnancy, even in the highest income-group. Experience 
shows that this group are most conscientious in carrying 
out medical advice. 


PROSPECTS OF FUTURE REDUCTION 


The war-time improvements in the stillbirth-rate in 
Britain are striking and gratifying, but there is still 
great room for improvement. | Table 1x shows that in 
1918—22 Rietz,? in Stockholm, found an overall stillbirth- 
rate of 15-1, and neonatal mortality of 18-0, in 17,856 cases, 
and in the highest income-group the rates were 8-8 and 
11-4 respectively. 

In the group of cases in social classes 1 and m1 looked 
after by specialists in the present investigation, the 
. stillbirth and neonatal mortality were 13-6 and 12-1 
respectively. Though these were “‘ booked’’ cases— 
i.e., patients wishing to be undér the care of a specialist 
from the beginning—some selection in favour of those 
likely to be abnormal is inevitable, and this is suggested 


2. Rietz, KR. Acta pediatr., Stockh. 1930, 9,1. . 
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by the fact that the cesarean-section rate was high, 
45%. The low foetal mortality in the practices of 
obstetric specialists is therefore a great tribute to their 
skill and judgment, but it is obtained at great cost in 
time and nervous energy. A great deal of trouble would 


TABLE IX—INFANT MORTALITY IN RELATION TO INCOME-CLASS 
IN STOCKHOLM, 1918-22 


Rate per 1000 live births when father’s 
_income was— 


Less than | £240- | £360- | £600 or |, 
£240 | £360 | £600 | more |moome- 


groups 

hr ea first year 48-9 38°3 | 31-9 14-3 36:7 
Deaths during first 24:0 15-1 | 19-7 11:4 18-0 

month of life 
Deaths at age of 1-12 24-8 23-2 | 12-2 2:9 18:8 
-months ; i 
Stillbitths per 1000 live 17°5 16-8 | 130 | - 8-8 

births 


15-1 


be saved if the well-to-do sections of the community had 
their children at an early age. ` 

Under ideal conditions neither the stillbirth-rate nor the 
neonatal mortality-rate need be more than 10. Where 
mothers are of good physique, are well fed during preg- 
nancy, receive expert medical and nursing care, and have 
families of three or four children before the age of 30, 
the chance of a stillbirth or neonatal death would be 
slight. Death from gross malformation or hemolytic 
disease of the foetus would still occur, but other causes 
of death would be rare. This would not require any new 
knowledge of the causes of foetal death, mut application 
of what is already known. 


SUMMARY 


The health, physique, and diet of the higher income- 
groups (Registrar-General’s social classes 1 and 1) is 
much better than that of the lower income-groups.. 
(Registrar-General’s social classes 111, rv, and vV). 

The “ reproductive performance ” of classes I and II 
is superior to that of the others, shown by the fact that 
other things being equal the stillbirth-rate in classes 111, 
Iv, and v is between two and three times that in classes 
I and II. 

The rise in the stillbirth-rate which occurs with age 
in primigravide begins at the age of 20 in classes m1, 
Iv, and V, but is’ postponed till 30 in class 1. 

The stillbirth-rates and neonatal mortality-rates from 
all causes are higher in classes 111, Iv, and v. The 
most striking difference is in the categories of prematurity 
and unexplained intra-uterine deaths. During the years 
1939-44 there was a sharp fall in the stillbirth-rate in 
Scotland and it was in these two categories that the main 
improvement occurred. 

It appears probable that the fall in the stillbirth-rate 
during the war years is due largely to improved diet 
during pregnancy. 

The stillbirth-rate in Scotland could be reduced to less 
than half the present figure. 


I have to thank Dr. Percy Stocks, of the Registrar-General’s 
Office, for his kindness in furnishing national statistics on 
stillbirths for England and Wales for 1939; and Prof. A. M. 
Claye, Dr. E. C. Fahmy, Prof. T. N. A. Jeficoate, Prof. C. H. G. 
Macafee, Dr. Hector McLennan, and Dr. John Sturrock for — 
their great kindness in furnishing details of their private 
patients. 


Prof. W. C. W. Nixon, director of the obstetric clinic of 
University College Hospital, is visiting Hungary to lecture 
on behalf of the British Council. He will also perform demon- 
stration operations in Budapest. Professor Nixon will 
probably lecture in Vienna on his way out and in ‘Prague 
on his way back from Hungary. 
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HYPOGLYCAMIA FOLLOWING PARTIAL 
GASTRECTOMY 
REPORT OF THREE CASES 


CYRIL G. BARNES 
M.D. Lond., F.R.C.P. 
PHYSICIAN, HILLINGDON COUNTY HOSPITAL, MIDDLESEX 


AFTER patients have undergone partial gastrectomy 
for peptic ulcer their blood-sugar level may fluctuate 
remarkably for some months. Sometimes the blood- 
sugar abruptly increases after a meal so much that the 
renal threshold is far exceeded and glycosuria results; and 
then, within an hour or two, it decreases so rapidly or to 
so low a level that symptoms of hypoglycemia develop. _ 

Such attacks of hypoglycemia have aroused little 
interest in this country, and most of them probably, 
pass undiagnosed. There are, however, several German 
references to this subject, and Evensen (1942) has .pub- 
lished his detailed work on alimentary hypoglycemia 
and reviewed the literature. 
here in which hypoglycemia of great severity followed 
partial gastrectomy for peptic ulcer. 

In the standard glucose-tolerance curve (G.T.C.) three 
distinct phases can be recognised : (1) increasing glycemia 
during which the rate of absorption of glucose exceeds 
that of its storage in the liver and muscles, the blood- 

| sugar level 
0:12 reaching a 


4 peak 30-60 
on min. after 
DS ingestion of the 

< głucose; (2) 
3 S decreasing gly- 
aŠ cemia, when 
ga the storage of 
ae sugar under 


the influence of 
insulin out- 
paces its 
absorption, the 
blood-sugar 
level returning 
to the fasting level, or somewhat lower, 90-120 min. after the 
start of the test; and (3) the blood-sugar increases again 
slowly to the fasting level, as glucose is liberated from the 
liver by adrenaline secreted in response to the falling blood- 
sugar level of the second stage. Even in a few normal 
persons the blood-sugar level falls so sharply during the 
second phase of the curve that mild symptoms of hypo- 
_ glycsemia are produced ; Evensen recorded such symptoms 
in 3 of his 50 normal subjects during a standard G.T.c. 
Maclean (1932) first drew attention to an unusual type 
of G.T.c., which he named the “‘ lag curve.” In this the 
first stage is abnormally abrupt, the blood-sugar level 
reaching a peak above the renal threshold within 30 min., 
causing transient glycosuria. An unusually rapid fall of 
blood-sugar level marks the second phase, often bringing 
the blood-sugar 0-030 g. or more per 100 c.cm. below the 
fasting level an hour after the start of the test. It was 
pointed out by Lawrence (1936) that such curves 
were common in patients who had undergone gastro- 
enterostomy or had duodenal ulcer, and he associated 
curves of this shape with rapid emptying of the stomach, 
preferring the name “ oxyhyperglycemic”’ curve to 
that of lag curve. The fact that similar curves have 
been recorded in normal people when the glucose is 
introduced through a tube directly into the duodenum 
(Wohrle 1936, Evensen 1942) is in accordance with this 
view, but it is important to note that Evensen’s figures 
show clearly that the hypoglycemic phase is not well 
marked in such experiments, and to this point Wéhrle 
drew particular attention. Evensen demonstrated that 
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in 7 out of. 50 patients with peptic ulcer, and 17 out of 
37 cases of gastro-enterostomy, the blood-sugar level 
rose to a peak of 0-210 g. per 100 c.cm. or higher during 
a standard G.T.C. and fell to 0-065 ¢. per 100 c.cm. or 
lower during the second phase. Mild symptoms of 
hypoglycemia developed during the test in 4 of the 
patients with ulcer and 14 of those with gastro- 
enterostomy. It is not common for symptoms to 
develop in such patients after a normal meal, for glacose. 
is then absorbed ne 
more slowly and 


for a longer time 5 0°20 
as the polysaccha- œ 
rides of the meal ÙQ 
are gradually $9435 
digested. = 
After certain Į 
types of partial $ . 
gastrectomy for ə 0'10 
peptic ulcer the g 
stomach. empties & . 
with great rapidity Ẹ 0.05 
and an oxyhyper- 0 20 40 60 


l MINUTES 
Fig. 2—Adrenaline-sensitivity curves in cases 
§ and 2. 


glycemic type of 
G.T.c. is found. 
Even after ordin- sae 
ary meals slight glycosuria develops, and this may 
be followed from one to three hours later by symp- 
toms of hypoglycemia. These symptoms are particu- 
larly apt to develop if hard physical work is being done 
while the blood-sugar level is falling, and it is well 
recognised that physical exertion may produce a consider- 
able fall in blood-sugar level even in normal people 
(Strandell 1934). It is a remarkable feature of these 
cases that symptoms of hypoglycemia start not imme- 
diately after the operation but only after a lapse of 
weeks or months; any theory to explain the mechanism 
of these hypoglycemic attacks must take this fact into 
account. Evensen (1942) found mild symptoms of 
hypoglycemia during a G.T.c. with a blood-sugar level 
of 0-065 g. per 100 c.cm. or less in 12 of his 95 cases of 
partial gastrectomy. | 

The following case-records show that events in these 
patients follow a characteristic course, with the result that 
diagnosis is not difficult, and that on occasion the symp- 
toms may be so severe that the patient is incapacitated. 


Case 1.—A male clerk, aged 28, had had a severe hemat- 
emesis in 1936 and since that time had experienced several 
attacks of epigastric 


pain. 

He was admitted 
to Hillingdon Hos- 
pital on Sept. 30, 
1941, with another 
hæmatemesis, from 
which he recovered. 
Radiography then 
showed a duodenal 
ulcer with early sten- 
osis, and a test-meal 
revealed great hyper- 
chlorhydria. l 

Partial gastrectomy 
(Polya) was done by 
Mr. Gordon Duncan 
on Nov. 6, 1941, and 
recovery was un- 
eventful, patient 
being discharged on 
Dec. 13, 1941. 

On May 18, 1943, he attended the follow-up clinic, complain- 
ing of attacks of intense exhaustion and muscular weakness, 
accompanied by mental irritability and a feeling of great 
anxiety. At such times his hands trembled violently and he 
sweated profusely. Attacks came on two or three hours after 
food, and seemed to hini to be precipitated by physical 
exertion, such as digging in his garden. He had never 


= 
© 


HIGH = FAT 
DIET 


Q 
Q 
© 


© 
Ò 
O 


o 
° 
> 


E 
ò 
Š 


BLOOD-SUGAR (9. per 100 cem.) 


, 0:02 
0 8 16 24 
l MINUTES 

Fig. 3—Insulin-sensitivity curves in case Í, 


THE LANCET] 


experienced symptoms of this sort before operation ; they 
had started about six months after it and were now gradually 
_ Increasing in severity. 

As his symptoms suggested hypoglycemia, a standard 
G.T.O. was carried out and gave the following result : 


Fasting .. 0:104 g. per 100 c.cm. 
1/, hr. -- O-198 g. ,, 
0-078 g. » ry) 
0:047 g. ry) 9» 


Investigations — 

The following investigations were carried out on this man 
as an Outpatient. Throughout the tests he took a full normal 
diet, except where the contrary is stated, and whenever he 
came to hospital he rested on a bed in the ward for an hour 
before any test was started. l 

A second @.T.C. gave the following result : 


‘Fasting 0-077 g. per 100 c.cm. 
1a hr. 0-213 e ee 99 
1 hr. , 0-116 g. 99° 99 
1?/: hr. 00522. ,, »9 


Dahr. |. 0-0 
2 hr. a 


ra i 

4 Dr. -059 g. per 100 c.cm. 
We hr. ‘0:084 g. 9 9 

3ja hr. ee 0 035 g. 92? > 99 

1 hr. ». Nil 


Adrenaline-sensitivity 
“curve (see fig. 2, 
and Strandell 1934): 
adrenaline 1 mg. was 
given intramuscularly 
into the fasting patient, 
and blood-sugar was 
estimated at 10-min. 
intervals. The results 
(g. per 100 c.cm.) were : 
fasting 0-092; 0-140; 
0-162 ; 0-170; 0:185; 
0-145. 
Insulin-sensitivity test 
(see fig. 3, and Fraser 
et al. 1941): soluble 
insulin 3 units, equiva- 
lent to 0-05 unit per kg. 
of body-weight, was 
injected intravenously 
into the fasting patient, 
and blood-sugar was 
estimated at 4-min. 


2 
HOURS 


. Fig. 4—Glucose-tolerance and insulin- 
intervals. The results glucose-tolerance curves in case 2. 
were ; 
Fasting .. .. -. 0:073 g. per 100 c.cm. 
4 min. after insulin .. 0:080¢. ,, iy 
; 8 ” 29 ” oe. 0:056 g , 99 
12 a ry) ” ° 0-061 g ry) os 
~ 16 ” 9 9 0-040 g ” a9 
20 5s ED »» .. 0033 g. ,, ” 
24 9? 29 »» ee 0:042 g. >» rs 


Symptoms of hypoglyczmia were present 20 min. after the 
injection. 


Radioscopy showed that the patient’s stomach emptied com- 


pletely 15 min. after the ingestion of !/, pint of barium meal. 
. The patient was put on a relatively high-fat diet composed 


of about 250 g. of carbohydrate, 165 g. of fat, and 95 g.- 


of protein, and this he took readily. His symptoms gradually 
improved, but war work took him from the district and he 


Fasting - 0-081 g. per 100 c.cm. 
1s hr. oe 0-194 g. 99 »» 
hbr. ee 0-101 g. 99 99 e 
lfa ° . 0-067 g. ” ’ 
r. ee 0-070 g. 99 99 
21/3 hr 0-075 B n a 


5 units was injected 


J 
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In December, 1944, while still on this diet, he reported that 
his attacks had practically ceased, and on June 21, 1945, 
another @.T.0. showed : 2 


Fasting 0-081 g. per 100 o.cm. 
1 br. 0-123 g. ie oe cae 
2 hr. 0-079 g. 99 39 
24s hr. 0-089 Be ys ” 


In February, 1946, he returned to normal diet, but a further 
test on April 17, 1946, showed : a 


Fasting .. 0-064 g. per 100 c.om. 
ls BE: .. 023858. ,, © 45 


0-136 g. 
ee 0-066 g. > 9? 
2 e ae 0-056 g. 99 +9 

with glycosuria at half an hour, and he was again experiencing 
slight symptoms. He therefore returned to his high-fat diet 
and has continued well ever since. : ' 

While he was on this diet, the insulin-sensitivity test was 
repeated on May 7, 1946, and gave the following result (fig. 3) : 


Fasting .. ee -. 0-092 g. per 100 c.cm. 
4 min. after insulin .. 0:105 g. ,, ay 
8 2 29 "gs 0:075 gE: a» ry) 
12 ” s» os 0:078 Ee » 2 
16 29 ” 9 0:054 g. 59 3 
20 ,, ” os 0:054 2. ,, 29 
24 =,, rv) ” 0:060 g. 99 » 


Gase 2.—A labourer, aged 42, had had recurrent exacerba- 


‘tions of a prepyloric ulcer since 1938. He was admitted to 


Hillingdon Hospital in May, 1943,with a further recrudescence ; 
and, because of his lack of response to medical treatment, and 
his high gastric acidity, operation was advised. 
Partial gastrectomy (Polya) was done by Mr. Gordon 
Duncan on May 27, 1943; convalescence was uneventful. 
Patient reported to the follow-up clinic in August, 1943, 
complaining of such severe bouts of physical exhaustion and | 
vertigo two or three hours after his meals that he could not 
stand up. These attacks were accompanied by trembling, 
emotional instability, and paræsthesiæ of the feet. Sweating 
was not mentioned spontaneously, but was admitted on direct 
questioning. He had noted that these symptoms were ~ 
particularly likely to come on if he took exercise after a 
meal, - f 
A standard G@.T.0. on Aug. 25, 1943, gave the following 
figures : 
- Fasting .. 0-100 g. per 100 o.cm. 
Ms hr. ~- 0-260 BZ. sy ” 
.. 0-120g. ,, * 


0:047 g. 29 99 
0:065 g. ry) Ye 


There was glycosuria in the half-hour specimen, and patient 
was shaky and uneasy two hours after the test began. 


Investigations l 
Patient was admitted to hospital, and the following 
investigations were carried out while he was on the full ward 
diet. = 
Glucose-tolerance curve, Oct. 21, 1943 (52 g. of glucose, 
equivalent to 30 g. per sq. m. of body surface ; see fig. 4) : 


Fasting -074 g. per 100 c.cm. 
1/3 hr. $ 


0 

.. 0228 g. ,, ae 

` 0:198 g. ,, ‘3 

11/3 br. 0:089 g. »9 99> 

2 hr. 0:080 g. ,, - 

21/4 br 0:074 g. ;, i 
2"/s hr i 0-052 g. 99 ae \ 

25/4 hr 0-044 B. vs 9 

hr. 0075 g. 5, » 


There was glycosuria at | hr. and symptoms of hypoglycemia 
at 21/, hr. 7 

Insulin-glucose curve, Oct. 23, 1943 (see fig. 4 and Himsworth 
1939b): while patient drank 52 g. of glucose, soluble insulin _ 
intravenously. Himsworth’s 
technique been exactly followed, 81/, units would have been 
injected, but it was felt that this dose might cause excessive 
hypoglycemia in this patient. The following results were 


obtained : 
Fasting .. 0-089 g. per 100 c.om. 
VWs hr. oe 0:173 g. 99 x} 
1"/s br. 0:043 g. 9? rT) 
2 hr. 0-037 g. ,, iy 


At 2 hr. hypoglycæmia was so severe that the test was stopped. 
Adrenaline-sensitivity curve (see fig. 2 and Strandell 1934) : 
l mg. of adrenaline was injected intramuscularly into the 
fasting patient, and the blood-sugar estimated at 10-min. 
intervals, with the following results (g. per 100 c.cm.): fasting 
0:061 ; 0-103; 0-118; 0-132 ;. 0-141; 0-127 ; 0-132. 
P2 


r 
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Galactose-tolerance curve (40 g. galactose by mouth, see 
fig. 1 


Fasting .. Nil ' 

1/4 hr. .. 0:098 g. per 100 c.cm. 
1/, hr. .. O041l¢g. ,, a 

3/4 hr. oe 0-036 g. 99 o> 

1 hr. .. Nil 


Emptying-rate of stomach.—After a half-pint barium meal, 
radioscopy showed that the stomach had emptied completely 
within 15 min. 

Patient was discharged and seen regularly in the out- 
patient department.: He refused to take a high-fat diet, and 
his attacks continued, being relieved by sugar and bread. 
A G.T.c. on Dec. 5, 1944, showed: —- 


Fasting 0-061 g. per 100 c.cm. 
1 0-130 


hr. g. 39 33 
hr. 0-043 g. ,, a 
21/4 br 0:044 g. ,, K 
21/4 br 0-040 g. ,, i 
2°/a br 0-045 g. ,, 99 


Gradually his symptoms became less and less troublesome, 
and when the patient was last seen in June, 1946, he reported 
that they had practically ceased. 


Case 3.—A male, aged 46, had undergone partial 
gastrectomy (Polya) in December, 1942, for duodenal ulcer. 
In April, 1944, he began to complain of headaches, giddiness, 
lack of concentration, and “feeling blank,” 
4 P.M. These symptoms became disabling and their indefinite 
nature led his doctor to send him to a psychiatrist, but he was 
subsequently transferred to Dr. M. M. Deane at the West 
Middlesex Hospital, who diagnosed hypoglycemia. 

A G.T.c. then showed : 


ig ie 0 ae g. per 100 c.cm. 
0 g. 


0: 99 33 
1 br. 0-044 g. 99 ry) 
0:044 g. ”? 99 
3 hr. 0-090 g. 99 29 


A half-pint barium meal was given, and the radiologist 
reported: “ The stomach empties very rapidly and retains 
barium meal for no more than 5 or 6 minutes. The stoma 
is apparently dilated.” 

The symptoms improved spontaneously, and a G.T.c. in 
January, 1945, showed : 


Fasting 0-104 g. per- 100 c.cm. 

ie ar: 0- 170 g. 99 >? 
0-142 E&E: » re 

Lif hr 0:110 8. » 99 
0-096 E. vs PE) 

2f hr, 0-092 g. ,, 5 

3 0-078 g. ,, es 

3'/, hr. 0-088 g. ,,; os 


Since then patient has been free from symptoms. 


NOTE ON OPERATIVE TECHNIQUE IN CASES 1 AND 2 
(G&G. W. Duncan, M.B. Lond., F.B.C.S.E.) 


Case 1 had a large duodenal ulcer fixed to the pancreas. 
The stomach was divided proximal to the pylorus, and 
the mucosa of the pyloric antrum was removed after the 
‘method of Finsterer. Three-quarters of the stomach 
was removed, and a retrocolic Polya anastomosis was 
performed, the whole length of the cut stomach being 
used for the anastomosis. The stoma was 4 in. long. 

In case 2 a chronic duodenal ulcer was found. Resection 
comprised over three-quarters of the stomach and the 
first part of the duodenum, including the ulcer. A retro- 
colic Polya anastomosis was performed, utilising the 
whole length of the cut stomach as in case 1. 

In each case a large stoma was made, and both these 
patients had a retrocolic anastomosis. Since a modified 
Hofmeister type of anastomosis, with amuch smallerstoma, 
has been used, no case exhibiting symptoms of hyper- 
glycemia after operation has been found in over 100 cases. 


Methods.—In cages 1 and 2 blood-glucose was estimated 
titrimetrically on capillary blood by Harding’s modifica- 
tion of the Schaffer-Hartmann technique (see King 
1946a). Blood-galactose was estimated by the method 
described by King (1946b) on capillary blood. 


DISCUSSION 


A characteristic clinical picture emerges from these 
case-records identical with that described by Evensen 
(1942). A patient undergoes partial gastrectomy by a 
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technique which leaves a large stoma through which the 
stomach empties with great rapidity. He keeps well for 


some weeks or months after leaving hospital, and then. 


begins to develop, about two hours after his meals, 
particularly if he is doing manual work then, muscular 
weakness, sweating, trembling, palpitations, and emo- 
tional instability. These symptoms may be preceded 


by glycosuria, are accompanied by pallor, tachycardia, ' 


and dilated pupils, and are quickly relieved by food. 
In mild cases the patient may be thought psychoneurotic 
and the true diagnosis not considered, ‘but in severe cases 
the picture is unmistakable. The diagnosis is confirmed 
by a G.T.C., which shows an oxyhyperglycemic curve 
with a sharp drop of blood-sugar level to hypoglycemic 
levels two or three hours after the start of the test, when 
the patient may declare that one of his attacks is develop- 
ing. Symptoms depend as much on the rate of fall 
of the blood-sugar level as on its ultimate level. Blood- 
sugar estimations should be made every quarter of an 
hour for two and a half or three hours, otherwise the 
lowest point in the curve may be missed. 

There can be no doubt that these three patients had 
attacks of hypoglycemia, for their .symptoms were 
identical with those of hypoglycemia from other causes, 
they were relieved within a few minutes by ingestion of 
glucose, and in the G.T.c. they coincided with a rapid 
decrease of blood-sugar from a high level to a value of 
0-050 g. per 100 c.cm. or less. None of them had ever 
experienced such symptoms before operation. 

The results of investigations carried out on cases 1 and 2 
suggest a mechanism by which tbe abnormal curves and 
hypoglycemia are brought about. In each case the 
first phase of the G.T.c. is abnormal, the blood-sugar level 
rising steeply to a higher value than normal, producing 
glycosuria. This is probably due to such rapid absorption 
of sugar that hyperglycemic levels are reached before 
the storage action of insulin becomes effective. In 
confirmation, radioscopy shows that the stomach empties 
very quickly through the large stoma of the Polya opera- 
tion. It is possible, however, that the hyperglycemia 
might result from the patient’s inability to store the 
absorbed glucose as glycogen in the liver or muscles, either 
from some disease of the liver or from some failure in the 


. production of insulin, the operation having interfered 


with the blood-supply or nervous connexions of the 
pancreas. But there has been no clinical evidence of any 
hepatic disorder in either patient in the three years during 
which they have been under observation, and the rapid 
removal of the galactose from the blood-stream in the 
galactose-tolerance tests argues stron ely against any 
disease of the liver. The high peaks-in both the galactose 
curve and the glucose-tolerance curve show clearly 
that the hyperglycemia cannot be due to deficient 
production of insulin, for the metabolism of galactose 
is independent of insulin action (Roe and Schwartzman 
1932). The close similarity between the two curves 
also demonstrates that the hyperglycemia cannot be 
caused by excessive hepatic glycogenolysis during 
absorption, as was maintained by Hetényi and Pogány 
(1928), for galactose is not re-formed from liver glycogen 
(Harding et al. 1934). The first phase of the blood- 
sugar curves in these patients is therefore adequately 
explained on the grounds of unusually rapid absorption 


` 01 sugar from the intestine. 


Three mechanisms might explain the sharp fall of 
blood-sugar level during the second stage of the curves. 
In the first place, the body might react to the high blood- 
sugar level of the first stage by the secretion of ‘an 
unusually large amount of insulin, the maximal effect 
of which might coincide with the completion of glucose 
absorption and so lead to hypoglycemia. Such a 
mechanism ‘is not easy to confirm or disprove, for there 
is no means of determining the amount of insulin in 
blood or tissues at any moment. 


v 


owt ee a a 
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But two facts are evidence against such a simple 
explanation. When a single dose of glucose is given to a 
normal person by intravenous injection the blood-sugar 
level is raised suddenly to a value far in excess of any 
recorded in these patients, but this is not followed by 


pronounced hypoglycemia (Lennox and Bellinger, 1927, 


Hartman and Foster 1932, Ross 1938). A few workers 
recorded slight hypoglycemia in such circumstances 
(Rigler and Ulrich 1923, Jérgensen 1926) but without 
comment ; hence symptoms seem to have been absent. 
It has already been mentioned that when the glucose 
is administered to normal people through a tuhe into the 
duodenum, the resultant blood-sugar curve shows no 
hypoglycsmia comparable with that in these patients, 
though the hyperglycemia i is of the same order. 

The second fact is that the symptoms of hypoglycemia 
in these patients do not begin within a few days of the 
operation, or as soon as they return to normal diet, but 
are characteristically delayed for weeks or months. 
It therefore seems unlikely that excessive production 
of insulin is responsible for the hypoglycemic attacks 
in these patients, though such a mechanism cannot be 
finally excluded. 

. Another explanation of the hypoglycemia lies in the 
patient’s becoming increasingly sensitive to his own 
insulin as a result of the peaks of hyperglycemia which 
accompany each meal. ‘‘ Ineulin-sensitivity ’’ is based 


on the rate at which a given dose of insulin lowers the - 


blood-sugar level and on the degree of hypoglycemia 
produced. It is well recognised that this sensitivity 
varies -with the composition of the diet: on a high- 
carbohydrate diet the insulin-sensitivity is high; on a 
low-carbohydrate diet of equal calorie value it is low. 
This phenomenon has been fully discussed by Himsworth 
(1939a). In case 1 the insulin-sensitivity was tested 
by the injection of a dose of soluble insulin equivalent to 
1/,, ubit per kg. of body-weight. The resulting depression 
of blood-sugar level shows an insulin-sensitivity far in 
excess of normal when compared with the standards of 
Fraser et al. (1941). When this patient was kept on a 
high-fat diet this sensitivity was reduced, and the 
reduction coincided with a diminution in the frequency 
and severity of the hypoglycemic attacks. In case 2 
the insulin-sensitivity test used was not quite suitable 
for this type of case, and though the result (fig. 4) suggests 
increased insulin-sensitivity it is not conclusive. It 
seems probable that the bouts of hyperglycemia which 
follow each meal in these patients have the same effect 
as a high-carbohydrate diet on insulin-sensitivity. Such 
an increase in sensitivity would take time to develop, 
and here, in part, may lie the explanation of the 
characteristic delay between operation and onset of 
symptoms. This mechanism is also in keeping with the 
close relationship of symptoms of hypoglycemia to 
exercise in these patients, for Lawrence (1926) has shown 
that the hypoglycemic effect of insulin is further 
accentuated if exercise is taken while the blood-sugar 
level is falling. The fact that patients do not indulge 
in heavy physical exercise for some months after a 


‘major abdominal operation furnishes an additional reason 


for the delayed onset of hypoglycemia. My investiga- 
tions suggest that the alimentary hypoglycemia which 
develops after gastrectomy is better explained on the 
grounds of increasing sensitivity to insulin than by 
postulating an excessive production of insulin. 

A final possible explanation for the hypoglycemic 
attacks is that secretion of insulin and insulin-sensitivity 
are normal, but that the third phase of the blood-sugar 
curve is delayed either from failure to secrete adrenaline 
in response to the falling blood-sugar level or from 
failure of the adrenaline to cause glycogenolysis and raise 
the blood-sugar level. There can be little doubt, how- 
ever, that these patients do secrete adrenaline, for during 
the attack they show many of the characteristics of 
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adrenaline action—tremor, pallor, \dilated pupils, and 
tachycardia—and the response of their blood-sugar ' 
level to the injection of 1 mg. of adrenaline is the same 
as that of Strandell’s (1934) normal subjects during 
a similar test. The explanation of the hypoglycemic 
attacks does not seem to lie in any failure of the normal 
glycogenolytic mechanism. 

It is therefore suggested that in these patients the 
sharp rise of blood-sugar level after ingestion of food is 
due to rapid absorption of glucose. In course of time 
the repeated hyperglycemia after each meal leads to 
increased insulin-sensitivity. This culminates in attacks 


_ of hypoglycemia, usually during physical exertion, which 


alone accentuates the hypoglycemic action of insulin. 
If this is the correct explanation, the rational treatment , 
would be to decrease the sensitivity of these patients to 
insulin by a high-fat low-carbohydrate diet. Case 1 


was given this treatment, and within a few ‘weeks his 


symptoms greatly diminished ; cases 2 and 3 were not 
given such a diet, but in each case their symptoms 
decreased spontaneously. This tendency to spontaneous 
recovery, noted also by Evensen (1942), makes it difficult 
to assess the value of dietetic measures. 

Cases such as these represent alimentary hypo- 
glycæmia in its most severe form. Minor degrees are 
undoubtedly met with in other disorders in which food 
passes rapidly through the stomach, such as duodenal 
ulcer and gastro-enterostomy. It is likely, for example, 
that hypoglycæmia is responsible for the periods of 
exhaustion and irritability to which so many of these 
patients are subject between meals, and I have demon- 
strated this relationship i in several patients witb duodenal 
ulcer. 


SUMMARY 


Three cases of severe alimentary hypoglycæmia are 
reported following the operation of partial gastrectomy. 

It is suggested that the symptoms are due to increased 
sensitivity to insulin, the result of recurrent hyper- 
glycemia after each meal. 

I am indebted to Dr. M. M. Deane for permission to use his 
notes on case 3, and to Mr. W. H. Hackett for his assistance 
with the biochemical work. , 3 


POSTSCRIPT 


Since this paper was written Gilbert and Dunlop (1947) 
have reported postprandial hypoglycæmia in 17 out of 


45 consecutive patients on whom partial gastrectomy 


had been performed, and the clinical picture of their 
patients is identical with that described above. They 
believe, however, that excessive production of insulin 
rather than increased sensitivity to insulin is responsible 
for the hypoglycemia, as—although they give no actual 
figures—they state that insulin-tolerance curves were 
normal in their cases. Whichever explanation is correct, 
a high-fat diet should lead to relief of symptoms, and 
Gilbert and Dunlop have used this with success. 
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TUBERCULOUS RHEUMATISM 
REPORT OF A CASE 


R. J. T. WOODLAND 
M.B. Camb. 
LATE SURGEON LIEUTENANT, R.N.V.R. 


In view of the apparent rarity of tuberculous rheu- 
matism,! the following case, which ‘presented some unusual 
features, is worthy of record. 


A trainee for the Royal Navy, aged 16, with no relevant 
personal or family medical history, had been taken ill with 


sore throat in November, 1944. Tonsillitis had been diagnosed — 


and the boy put to bed. 

, _ Progress had been satisfactory for four days, but he had 
‘then developed pleuritic pain to the right of the mid-sternum. 
This had increased rapidly in severity and had been accom- 
panied by a dry cough and a feeling of extreme illness. A 
mild sore throat had persisted. 

_ A full course of sulphathiazole had been given without 
apparent effect, and anorexia and toxemia had begun to 
cause wasting. 

N ov. 28, 1944 (on admission to sick quarters) : temperature 
swinging to 102°F each evening, pulse-rate 1 10, respirations 23 
per min., weight 125 lb. 

The patient was. pale, thin, and ill-looking, but lay com- 
fortably in bed. He complained of pain in right chest on 
swallowing, movement, deep respiration, and coughing. Slight 
sore throat. Thick yellow sputum. Throat injected, but tonsils 
contained no obvious pus. Tonsillar glands palpable.and a 
little tender. No other glands enlarged. No clubbing. Trachea 
central. Only abnormality detected in chest was some 
diminution in movement on right side. D’Espine’s sign 
negative. Heart normal apart from tachycardia. Blood- 
pressure 120/70 mm. Hg. Abdomen normal]. Spleen not 
palpable. Central nervous system normal. Hb 74%, leuco- 
cytes 7600 Py) c.mm. (neutrophils 64%, lymphocytes 35%, 
- monocytes 2%). 

Nov. 30: moderate quantity of bloodstained sputum, 
containing fibrous plugs. 

Dec. 1: pain now more across front of chest and of 
an aching character. Radiography showed: right chest 
flattened ; right hilar shadows suggesting enlarged mediastinal 
glands; in the right upper lung field, above the horizontal 
sulcus, reticulations producing a triangular opacity with the 
apex toward the mediastinum. 

Dec. 11: gradual improvement; pain absent except on 
swallowing ; ; temperature settled ; pulse-rate 90, respirations 


20 per min. ; erythrocyte- sedimentation rate (E.S.R.) 73 mm.in — 


first hour. Six daily specimens of sputum negative for tubercle 
bacilli. 

Jan. 8, 1945: patient looked and felt much better. Weight 
133 lb. Hb 90%; E.S.B. 33 mm. in first hour. Six further 
specimens of sputum negative for tubercle bacilli. 

Radiography showed some diminution in density of opacity 
in right upper lung field ; otherwise no change. 

Jan. 21: some return of pain in right anterior chest. Slight 
coryza, but no sore throat. Tonsils and tonsillar glands 
in statu quo. E.S.R. 70 mm. in first hour. Radiography of 
chest showed no appreciable change. 

Feb. 2: patient obviously ill again; pale and sweating. 

Temperature swinging to 101°F in the evening. Pulse-rate 
115 per min. Moderately severe pain in both shoulder-joints. 
No other joints affected. Also severe continuous retrosternal 
pain, apart from the original pain. 
_ Apex-beat 1!/, in. outside midclavicular line. Cardiac 
rhythm tic-tac. Pericardial friction sound clearly audible over 
lower sternum. Blood-pressure 100/60 mm. Hg. Leucocytes 
5500 per c.mm. 

Feb. 3: patient still very ill, retrosternal pain persisted, 
and pleuritic pain in right lower chest appeared. Loud peri- 
cardial friction sound continued, and pleural friction sound now 
heard in right lower anterior axilla. Blood-pressure 95/60 
mm. Hg. 

Feb. 9: definite improvement ; heart sounds more normal ; 
no friction sounds; apex-beat still at least 1 in. out. Radio- 
graphy showed transverse diameter of heart much increased, 
suggesting dilatation. 

Feb. 14: improvement continued. Pain in shoulders gone 
(not treated with salicylates). Mantoux 1 : 10,000 positive. 


1. Sheldon, W. Lancet, 1946, i, 119. 
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Feb. 20: apex-beat in normal position ; cardiac rhythm 


normal; cardiac shadow normal on radiography. 


Feb. 25: 
several days. 

March 29: had made gradual steady progress ; 
and felt very well; E.s.R. 7 mm. in the first hour ; 
139 lb. 

April 16: tonsillectomy performed as a prophylactic 
measure, since it seemed conceivable that the whole illness 
might be due to streptococcal acute rheumatism and might not 
be tuberculous. Microscopy. of tonsillar sections showed 
tuberculous infiltration. 

May 9: recurrence of pain in right anterior chest ; 
diminution of air entry at right base posteriorly. 

May 29: the patient was acutely ill, with pleuritic pain in 
right middle and lower zones posteriorly. Dullness, diminished 
air entry, and numerous rales at right base. Ra diographic 
appearances suggested a right pleural effusion and areas of 
consolidation in right lower zone. On aspiration of right chest 
a clear straw-coloured fluid was withdrawn. Leucocyte-count 
(peripheral blood) : 6700 per c.mm. 

After his transfer to another hospital 
subsequent progress was satisfactory. 


DISCUSSION 

Despite the initial acute sore throat, it seems unlikely 
that this case was one of streptococcal rheumatism. 
The long delay in the onset of the allergic manifestations, 
and the presence of pericarditis and myocarditis without 
accompanying endocarditis, suggest that it was a case 
of allergy to the tubercle bacillus. 

If the tonsillar condition was primary, it seems — 
probable that bacilli were inhaled into the right upper 
lobe, causing partial infiltration of this lobe and subse- 
quent enlargement of hilar glands. This was followed 
by the various somewhat unusual allergic manifestations. 

Of possible significance is the contrast between the 
initial pleurisy, presumably allergic, without effusion, 
and the final pleurisy, presumably ‘ue to invasion by 
bacilli, with effusion. 

I am indebted to the Medical Director-General of the Navy 


and to Surgeon Captain J. H. Burdett, R.N., for kind 
permission to publish this case. 


patient had had rheumatic pains in neck for 


looked. 
weight 


some 


the patient’s 
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IN LEUKAEMIA, HODGKIN’S DISEASE, AND 
POLYCYTHAMIA VERA 
REPORT ON EIGHTEEN CASES 
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M.D., Ph.D. Manc., F.R.C.P., M.D. Vict. 
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SINCE the 1914-18 war a good deal of knowledge has 
been acquired in relation to the general systemic and 
hematological effects of chemical-warfare agents, particu- 
larly the vesicants, such as Bp-dichlordicthylsulphide 
and similar substances. The main effects on the hemo- 
poietic system in man and animals have been primarily 
on the leucocytes, causing neutropenia and agranulo- 
cytosis, with sometimes the later development of aplastic 
anemia, thrombocytopenic purpura, or hemolytic 
anemia; early signs may be an inversion of the poly- 
morph-lymphocyte ratio, an unusual eosinophilia, or 
more rarely a slight basophilia (greater than 1:5%), 
and often Tirk or plasma cells may be seen in the peri- 
pheral blood. These features are almost identical with 
those produced by X rays. 

During the late war, particularly from 1942 onwards, 
the interest of one of us (J. F. W.) led to the observation 
of almost identical results in man after exposure to 
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certain (§-halogenated alkylamines. Their profound 
depressant effect on leucopoiesis occurred much earlier 


than any effects on the red-cell series, and it was usually | 


followed by a rapid improvement if the patient was 
completely and promptly removed from exposure to these 
toxic agents. This led to a consideration of the possible 
therapeutic effects of these substances. For this purpose, 
the following two substances were chosen for trial as 
most of our experience on the large scale had been with 
them : methyl-bis(§-chlorethyl)amine hydrochloride and 


_. tris(B-chlorethyl)amine hydrochloride. 


In the first place these substances were tried in 1942 
on patients with chronic lymphatic and chronic myeloid 
leukzemia, who were specially selected as having very high 
initial white-cell counts, so that a considerable depression 
of the leucocytes could be observed without risk. With 
experience we extended our investigations to all types and 
degrees of acute and chronic leukemia, polycythemia, 
and Hodgkin’s disease. The whole of the original work 
was done during the war, when the substances used were 
subject to severe restrictions of secrecy, and it is only 
now that we can report briefly our results with these 
original cases and some additional ones. Meanwhile 
similar investigations have been reported from America 
by several groups of workers (Gilman and Philips 1946, 
Goodman et:al. 1946, Jacobson et al. 1946, Rhoads 1946) 
using these agents in leukemia, Hodgkin’s disease, and 
lymphosarcoma. 

From the small series of cases described in this report 
we do not attempt to assess the ultimate prognosis in 
thesé cases but are primarily concerned with observa- 
tions on the immediate effects of therapy, though several 
of the investigations have been carried on for several 
years. The exact mechanism of the action of these 
substances remains to be discovered. 


` ` DOSAGES AND TECHNIQUE 


The two amines were used in the form of their hydro- 
chlorides and have been variously termed: nitrogen 
mustards, halogenated alkylamines, &c. : 


(1) Methy]-bis( 8-chlorethyl)amine hydrochloride 
l Cl. CH,. CHEN 
DN-CH, | HCl. 
Cl. CH,. CH, 
(2) Tris(6-chlorethyl)amine hydrochloride 
[(Cl. CH,. CH,), = N] HCl. 
Both hydrochlorides are easily soluble in water, in 
which they tend rapidly to undergo a reversible chemical 


rearrangement with the formation, first, of very reactive 
cyclic ethylene-imonium derivatives, and finally, especi- 


ally in the presence of weak alkalis, of relatively inactive | 


chlorhydrins and the chlorine-free hydroxyamines : 
Cl. CH,. CH, 


N. CH,. CH,Cl. 


\ 


H,O or alkalis 


Cl. CH,. CH, Cl. CH,. CH, 


Cl. CH,. CH,” HO. CH,. CH, 


` 


and so on. 


It was obviously important that these solutions should 
be. made up freshly immediately before clinical use. 
These ethylene-imonium derivatives have very potent 
nucleotoxic and cytotoxic effects, especially on mitosis 
in the more rapidly proliferating cells and in enzyme 
systems; consequently the hemopoietic and gastro- 


intestinal systems are specially affected, even by sub-. 


Cl. CHa. CH, + CH: 


Cl. CH.. CH.” a CH, then dissolved in 30 ml. of sterile isotonic saline 
i i C17 and administered intravenously immediately to re- 


+ (CH, 
N. CH,. CH,.OH——— >N 


RESULTS IN CHRON10 MYELOID LEUKÆMIA 


| 
| 


Q ıı 43 
S88 S38 Comments | 
EEEIEI: 


disease be- 
fore treat- 
ment(months) 
Courses of 
treatment * 


o] 
Sex 
Duration of 


enaj s | eea | oaa | a a | a | 


123 Definite improve- 
ment with remission 
of 8 months; anæ- 
mia improved with 

| decrease of spleen ; 

E 


refractory stage 
reached after 14 
months 


122 {Poor response ; no 
improvement in 
anemia 


26:6 | 210 


| 6 [Temporary remission 

at, for 2 months; sub- 
jective improvement 
with correction of 
anemia and decrease 
of spleen 


Remission of 4 months, 
but not maintained ; 
ansemia and spleno- 
megaly returned and 
refractory stage 
reached after 6 

| months 


18-0 | 236 49 Moderate improve- 
j ! | ment maintained 


Well-marked improve- 
ment with decrease 
in gross enlarge- 
ment of spleen; 
anæmia controlled 


6-8 | 5 1127-7 | 378 | 159 


36:0 | 391 60 


:Well-marked improve- 
ment; remission of 
4 months continues 


‘Well-marked improve- 
ment | 


6-9 3 


aq 


39 |M 24-0 | 297 | 89 


8 | 52|M 6 3 | 30:0 | 810 59 


*A course usually consisted of 3-6 injections, each of 0-1—-0-2 mg. 
per kg. of body-weight. l i i 


lethal doses. On standing in water or in the presence of 
dilute alkali, further hydrolysis forms the chlorohydrin 
and then complete removal of all the chlorine atoms, 
and dimerisation may also take place, these substances 
having little leucopenic activity. 

Owing to their highly vesicant properties these two 
substances were given intravenously in dilute solution, 
care being taken to prevent leakage into the subcutaneous 
tissues ; we have no record of having any trouble in this 
connexion. Of the two substances, there was a greater 
tendency on the part of the bis compound to cause local 
thrombosis at the site of the injection,-but there was very 
little tendency on the part of the tris compound to do this 
in the doses we used. 

The calculated. required doses of these salts 
were weighed accurately in sterile dry tubes and 


duce to the minimum any tendency to hydrolysis. 

The usual initial doses were about 0-1-0-2 mg. 
per kg. of body-weight, administered on consecu- 
tive or alternate days until about 3-6 doses had 
been given; but these were varied according to 
the blood-count, particularly the number of leuco- 
cytes, and to the responses to the previous doses. 
These results were controlled by daily total white- 
cell counts and bi-weekly full blood-counts. 
Various other hematological and biochemical examina- 
tions not described here were also done. From observa- 
tions of the effects of the initial doses we were able to 
adjust subsequent doses to appropriate levels until the 
required hematological effects were produced. 

The patients were usually admitted to hospital for the 
first series of injections, but later injections have been 


CH, 
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given without difficulty in our outpatient clinics—this 
‘is only done when the patient can attend fairly easily 
and regularly for proper follow-up and hematological 
control of the treatment. This is extremely important, 
since the potency of these substances and their profound 
leucopenic effects make it essential to have complete 
control of the patient during the treatment, with full 
hematological examinations. 


CLINICAL RESULTS 


Our first series of cases, which included 8 patients with 
chronic myeloid leukzmia, 3 with chronic lymphatic 
leukeemia, 4 with Hodgkin’s lymphadenoma, and 3 with 
polycythzmia vera, were treated with these two 8-chloro- 
alkylamines and are described here. The ages of the 
patients ranged from 20 to 68 years. The patients were 
not specially selected with regard to severity or duration 
of the disease, and all had been under observation for a 
control period of not less than four weeks before the 

‘institution of treatment and had not received any other 

form of treatment. They were all admitted to hospital 
during the initial stages of the investigation, but those 
showing satisfactory responses were later discharged 
and kept under close observation in the clinic, where 
treatment was also given when indicated. 

Detailed histories were obtained from each patient, 
a complete clinical examination was carried out, and the 
sizes of any palpable masses, such as an enlarged liver, 
spleen, and lymph-nodes, were carefully determined and 
photographed for the purposes of comparison before 
and after treatment. Full peripheral blood-counts were 
performed usually twice weekly during the hospital period, 
and a daily total white-cell count was made as routine. 
Smears of the sternal marrow obtained by aspiration 
were examined before treatment began and at intervals 
throughout the subsequent treatments. 


Chronic Myeloid Leukemia | 
All 8 patients (see table) received the tris compound 
intravenously ; case 4 (fig. 3) was given several courses 
of the bis compound at one stage, but this was dis- 
continued because of its tendency to produce venous 
thrombosis at the site of injection. Rhoads (1946) 
apparently observed this tendency more often with the 
tris compound, but our experience was to the contrary. 

The initial fall in the total white-cell count was satis- 
factory in 7 out of 8 cases, and in 5 of these 7 cases there 


128mg. ALKYLAMINE 


ai ||| 
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Fig. i—Chronic myeloid leukzemia (case |). 


1 a’ 


was a coincident rise in the red- cell count and Hb 


percentage. Cases 3 and 5, who did not show this 


_ improvement in the anemia, had coincident pernicious 


anemia and had responded satisfactorily to treatment 
with liver and desiccated hog’s stomach for some years 
before the onset of the leukemia. Case 2 did not appear 
to respond to the halogenated-alkylamine therapy 
significantly and had probably received an insufficient 
dosage. . 

The size of the enlarged spleens decreased appreciably 
in 6 cases during the first one or two months’ treatment 
but increased again later, even though the administration 
of the alkylamine was continued and the total white- — 
cell counts were maintained at satisfactory levels of 
20,000-60,000 per c.mm. 

In cases 1 and 4 receiving prolonged therapy (fourteen 
and six months respectively) the response of the disease 


48mg, 601mg. 


TL YTp]]paueveamine 


Sony 


TOTAL WHITES 


IMMATURE 
CELLS 


MONTHS 
Fig. 2—Chronic myeloid leukzmia (case 3). 


to treatment appeared to become less pronounced and 
there was a tendency for the total white-cell count to 
rise in spite of increased doses until finally a een 
stage was reached (figs. 1 and 3). 

There did not appear to be any considerable increase 


‘in the expectation of life in 4 of these 8 cases, but case 1 


returned to work and lived a fairly 
; normal life for about eight months. 
When admitted to hospital at the start 
of treatment he had been bedridden 
for three months and had been unable to 
work for a year. 


Chronic Lymphatic Leukemia 

Three patients (cases 9, 10, and 11) 
with chronic lymphatic leukemia 
. were treated with intravenous injections 
of tris(8-chlorethyl)amine hydrochloride 
in a similar manner to the cases of 
chronic myeloid leukemia. A moderate 
shrinkage in the enlarged cervical, medi- 
astinal, axillary, and inguinal lymph- 
nodes took place, and initial satisfactory 
depressions of the total white-cell counts 
were -observed (figs. 4 and 5), though 
the treatment produced no significant 
improvement in the _ red-cell counts 
or Hb percentage such as had been 
seen in the chronic myeloid group. 
Blood-transfusions had to be given to 
2 patients several times throughout 
the investigation, „but none showed much 
clinical improvement ultimately on 
this form of treatment, though there 
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Fig. 3—Chronic myeloid leukzemia (case 4). 


were occasional short remissions of six to fourteen 
weeks. 
Hodgkin’s Disease 

In a group of 4 patiente with Hodgkin’s disease, 
treated in a similar manner to the leukzemic patients, 
there -was a striking reduction in the sizes of enlarged 
lymph-nodes, liver, and spleen, with a disappearance 
of pyrexia (in 1 case within a week of the start of 
therapy). 

-In 1 case there was a rapid deterioration in spite of this 
treatment, and 3 have remained in satisfactory remission 
up to seventeen weeks without further treatment. The 
patient who responded poorly was in the terminal stage 
of the disease when admitted to hospital. The 3 other 
patients experienced dramatic improvement in appetite 
and weight, with an increased feeling of well-being and 
ability to exert themselves without undue lassitude. 
None of these patients had previously had X-ray or 
other therapy. 
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Fig. 4—Chronic lymphatic leukzemia (case 9). 
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543. 
- Clinical photographs of 1 case are shown to demon- 


strate the decrease in the cervical, mediastinal, and 
hilar lymph-node masses after treatment (figs. 6 ane 7). 


Polycythemia Vera 
Of 3 cases of polycythemia totei only 1 showed 
any significant subjective and objective improvement 
with a fall in the total red-cell count and Hb percentage 
to normal levels. This remission was associated with 
a complete disappearance of headache, vertigo, and 
lassitude for nine weeks. In the 2 cases which did not 
show a satisfactory hematological remission there was 
some tendency for the symptoms to improve transiently. 
Splenomegaly, present in all cases, was not significantly 
affected up to two months after the start of treatment. 
The blood-counts of the case which responded to 
treatment are shown graphically in fig. 8, which 
shows an 
early depres- 
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sively for Fig. 5—Chronic lymphatic leukæmja (case 10). 
the treat- 


ment of the cases in this series, since no serious general 


or local side-effects were encountered at any time, 


whereas the bis compound was found by us to produce 
local tenderness and thrombosis of e veins at 


the sites of injection. 

When the tris compound wasegiven, transient 
mild toxic effects developed in about half the 
cases. These effects were for the most part 
subjective and included headache, nausea, 
anorexia, and vertigo. Vomiting, with or without 
relation to food, occurred in 20% of the group 
and generally appeared about one to five hours 
after the injection and recurred at intervals of 
two or three hours- until finally passing away 

after twelve to twenty-four hours. In general 

these side-effects became less pronounced as 
treatment proceeded, and in no instance was it 
necessary to abandon the therapy because of 
them, though we did interrupt a second course 
of injections in 2 cases of chronic myeloid 
leukemia (cases 4 and 6) for four days when 
the vomiting was associated with a temporary 
attack of diarrhea. 

The depressant effect on the total white-cell 
count appeared as a rule from about the third 
to the fifth day after the first injection of the tris 
compound, reaching a maximum from about the 
‘tenth to the sixteenth day after the initial 
course of treatment, which usually consisted 
of 3-6 injections of 0-1-0-2 mg. per kg. of body- 
weight. 

We have already emphasised that it is essential 
to control very carefully the whole of the treat- 
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ment by means of daily total white-cell counts, frequent 
differential counts (particularly the granulocyte per- 
centage), and accurate assessment of the clinical condition 
and response of the patient. 

Microscopical examinations of smears of the bone- 
marrow obtained by sternal aspiyation were of consider- 
able value in assessing the extent of the initial treat- 
ment required and in determining the degree of the 
leucocytic depressant activity at different stages of the 
investigation. The routine performance of this examina- 
tion at short intervals decreases the possible dangers of 
overdosage by the halogenated alkylamines leading to 
aplastic anemia, agranulocytosis, or thrombocytopenic 
purpura. | 

The. earliest manifestation of the toxic effects of the 
tris compound on the hemopoietic tissue was usually 
a lymphopenia of the peripheral blood, followed later by 
a neutropenia. In 2 cases there was a transient depression 
of the total platelet-count during the early stages of 
treatment, but this returned to normal as the anemia 
improved. Though the increased hemorrhagic tendency 
could be clearly demonstrated by brachial constriction 
(Hess test), no spontaneous hemorrhage developed in the 
skin or from the mucosez of these patients at any time. 


(a) (b) 
Fig. 6—Enlarged cervical lymph-nodes in Hodgkin’s disease: (a) before 
treatment ; (b) 9 weeks after start of treatment. 


The leukopenia persisted for two or three weeks. 
It was interesting to note that no signs of bacterial 
infection arose in 2 cases in which the total number of 
white cells fell below 2000 per c.mm. for periods of one 
to three weeks. The typical agranulocytic syndrome 
was not seen in any of the present cases. 

Figs. 1-3 showed that there was a sharp fall in the 
total number of circulating immature white cells in the 
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myeloid leuksemic cases which was coincident with the- 


fall in the total white-cell count as treatment proceeded. 
Similar haematological effects were observed in 
Hodgkin’s disease, and a severe leucopenia developed 
in 1 case while the clinical improvement and subjective 
sense of well-being were becoming most manifest. 
ill effects arose as a result of the leucopenia, and the total 
white-cell count returned to normal after four weeks. 
During the early stages of treatment the most 
prominent effect on the appearance of the bone-marrow 
was a reduction of the mitotic activity of the young 
proliferating cells, especially the leucopoietic series at 
first and all elements later, until a final appearance 
approaching almost complete aplasia was obtained. 
Detailed macroscopical and microscopical examina- 
tions were carried out on the organs of patients coming 
at later dates to necropsy, and photographic records 
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were made for comparative purposes. The naked-eye 
appearances of cross-sections of the bone-marrow and 
spleen from 2 cases of chronic myeloid leukæmia were 
striking. The 
usual greyish 
infiltration of ey | 
these tissues - 
characteristic- 
ally seen in the 
untreated case 
was not pres- 
ent, the mar- 
row appearing 
deep red 
throughout 
and the spleen 
normal. It was 
impossible to 
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Fig. 8—Polycythemia vera. 


various organs 
often did not 
reveal the . 
typical pathological picture of the leukemic process. 
These necropsy findings tended to vary according to 
the time which had elapsed after the cessation of 
treatment. When the alkylamine therapy had been 
continued up to the time of death and had been associated 
with a satisfactory depression of the total white-cell 
count, the only signs of leukemia found were a few 
scattered primitive blood-cells in the liver, spleen, and 
bone-marrow. The more typical lesion of myeloid or 
lymphatic leuksmia was observed when treatment had 
not: been given for several weeks, though the appearance 
of certain of the immature cells was such that their 
exact nature could not be determined. These cells may 
possibly represent a recovery reaction of the hemo- 
cytoblasts from the depressive effect of the alkylamine. 


SUMMARY 

The results of treatment with intravenous halogenated 
alkylamine (nitrogen mustard) in 18 cases of chronic 
myeloid and lymphatic leukemia, Hodgkin’s disease, 
and polycythemia vera are described. Diagnosis was 
confirmed by biopsy of lymph-nodes or of sternal marrow. 

The most beneficial effects were observed in chronic 
myeloid leukemia, though dramatic improvement also 
occurred in Hodgkin’s disease. 


No . i 


(a) 


(b) 


Fig. 7—Radiograms showing densities of right hilar and mediastinal 
shadows in Hodgkin’s disease: (a) before treatment ; (b) 9 weeks 
after start of treatment. f 
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There was considerable variation in the response to 
treatment in individual cases in all groups but the least 


satisfactory results were obtained in chronic lymphatic . 


leukemia. 

A dosage of 0-1-0-2 mg. per kg. of body-weight was 
adopted, and tris(8-chlorethyl)amine Ay aroen Once: was 
the compound of choice. 

Very careful control of every case by frequent examina- 
tion of the bone-marrow and of the peripheral blood 
is. essential in view of the nucleotoxic and cytotoxic 

` actions of the halogenated alkylamines. 

The toxic effects include (1) pain, inflammatory 
reaction, or even thrombosis at the site of, and imme- 
diately after, injection, and systemic effects, lasting up to 
24 hours, such as anorexia, nausea, vomiting, diarrhea, 
headache, and vertigo ; and (2) more serious delayed 
effects, comprising leucopenia, granulopenia, thrombo- 
penia, or even a severe anemia associated with aplasia 
of the bone-marrow. These undesirable toxic effects 
were avoided by careful hematological control of the 
cases and the adoption of a safe technique of admini- 
stration. 

The two alkylamines do not appear to cure leukemia 
or the other conditions mentioned, but in some cases 
they give relief by reducing the total white-cell count, 
with a resultant improvement in the anemia. In 
other cases embarrassing enlargements of the lymph- 
nodes, liver, and spleen disappear, leading to an increased 
feeling of well-being. Improvement is rarely maintained, 
and the patient’s response to this treatment appears to 
diminish after repeated injections. 
ease the lymphatic enlargement is most dramatically 
reduced, but the ultimate prognosis is still sub judice. 

Investigations are proceeding on new methods of 
administration and control of this form of therapy. 


It may be an advantage to use some form of combined 


therapy or to give different preparations of varying 
activity on the hemopoietic organs at certain stages of 
the pease: | 
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THE ‘RHESUS ANTIGEN CW 
CAUSING HAEMOLYTIC DISEASE OF THE 
NEWBORN 


Sytvia D. LAWLER J. J. VAN LOGHEM, jun. 
M.B. Lond. D.M. Amsterdam 
From the Medical Research Council Blood Growp Research Unit, 
_ Lister Institute, London ; and the Centraal Laboratorium van 


den Bloed Tranfusiedienst, Nederlandsche Roode Kruis, 
Binnengasthuis, Amsterdam 


A RARE -Rh antigen, CY, was described by Callender 
and Race (1946). A patient at the Radcliffe Infirmary, 
Oxford, with lupus erythematosus diffusus responded to 
blood-transfusions by making a succession of ‘‘ new” 
antibodies. One of these antibodies was called anti-C”. 
The Rh group of the patient was CDe/CDe, and two of 
the donors were eventually recognised as being C’De/CDe. 
C7 is a form of antigen alternative to C or c; it occurs 
in the bloods of about 2:5% of English people. 

We here report the finding of a second example of 
anti-C”, formed this time as a result of immunisation by 
pregnancy. The mother has never been transfused. 
The history of her pregnancies is as follows : 

April, 1940, infant jaundiced for a month, but recovered. 

August, 1941, infant died on third day from icterus gravis 

neonatorum. 

October, 1942, stillborn macerated fœtus. 

November, 1943, miscarriage at fourth month. 


DR. SYLVIA LAWLER, DR. VAN LOGHEM: THE RHESUS ANTIGEN CY 


In Hodgkin’s dis- . 


focr..11, 1947 545 


REACTIONS OF THE MOTHER’S SERUM WITH RED CELLS OF 
DIFFERENT GROUPS (REACTION AT 37°C) 


In 


= saline dibuni 
o MN. PP Rr Cde/cde ee e e T 
O N P rr cde/cde — Paes 
O Rik, C*De/cDE w +++ 
O R,R, CDe/cDE ae = 
O RIR,  O”De/CDe w ae 
Oo... .» R,R, CDe/CDe ` — Siel 
O MN P RR CDe/cDB Š Caa 
O M P RR, CODeoDE | > o= 
O MN P R, R: CDe/CDe - l - . 
O M P R, R, CDe/CDe - - Z~ 
O MN Rie C*De/cde w +++ 
O MN Rir C"De/cde w ttt 
O MN at R’r cdE/cde _ = 
(8) M P R, R, CDe/CDe -—. — 
O N P Re cDE/oďđe a = 
oO N P Rer CDe/cde - — 
O MN P r cde/cđe -i = 
O MN RiRi | CDe/CDe = ee 

P Serum absorbed with 

A, B CDelC De cells 

å M P Rri Cde/cde — — 
A. MN pp RÝR, C"De/CDe wo | ++ 


—, no agglutination; w, weak microscopic agglutination; 
+ + +, strong agglutination visible to naked eye. 


December, 1944, infant died on third day from icterus 
gravis neonatorum. 
June, 1947, infant died of erythroblastosis fœtalis. 


The mother’s serum, taken after the birth of the 
latest child, agglutinated the cells of both father and 
baby. When the cells were suspended in saline the 
agglutination was weak, but with albumin suspensions 
the agglutination was powerful. Of 205 samples of 
Dutch blood, suspended in albumin, 10 were agglutinated 
by the serum. The blood-groups of the family at first 
appeared to be compatible in all respects: mother 
CDe/cde: O : MN, father CDe/cde: O : MN, child CDe/ 
CDe:O0:MN. Nevertheless the presence ‘of the anti- 
body and the history, which was typical of hemolytic 
disease, strongly suggested that Rh incompatibility must 
be present. 

The samples of blood from both mother and father 
were then tested against the serum of the Oxford patient 
containing the original anti-C” agglutinin. The antigen 
CY was found in the father’s blood but not in the 
mother’s; thus a Rh. antigen incompatibility was 
disclosed. _ l 

The antibody in the mother’s serum was then proved 
to be anti-C” by testing its reactions with a panel of 
cells of laboratory workers previously tested with the 
table. serum. The results are given in the accompanying 
table 

DISCUSSION 

The probability that the agglutination of the 6 C” 
bloods out of the 20 is only a chance association is 1 in 
15,500, as calculated by Fisher’s exact method for 2x2 


tables. The Rh groups of the family therefore are : 
Mother .CDe/cde 
Father C*De/cde. 
Child C*¥De/CDe 


This case shows some interesting features. Since the 
father is heterozygous for C7, the family has been 
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unfortunate not to produce either cde/cde or CDe/cde 
children who. would have escaped the disease. If it had 
not been possible to test the bloods with the original 
anti-C” serum, the Rh incompatibility and therefore the 
cause of the hemolytic disease would not have been 
revealed. It would probably have been concluded that 
the disease was due to some hitherto undescribed blood- 
cell antigen-antibody reaction, since the ABO and MN 
groups are in this case compatible. 


The antibody is in the incomplete or hyperimmune 


form, the reactions in. saline being weak, but with 
albumin suspensions the agglutination is visible, and the 
serum also gives a positive indirect Coombs’s test after 
incubation with C” cells. This is interesting in view of 
the period of time during which the woman has been 
immunised, as shown by the history. Diamond. (1947) 
expressed the view that the antibodies which produce 
agglutination with saline suspensions are the first to be 
formed, and that, if immunisation continues, hyperimmune 
antibodies, reactive in albumin, are produced. 

The frequency of the antigen C" in Holland reported 
here (10 in 205 samples of blood, or 4°9%) is higher than 
the English frequency, which is 2°5%. Though the 


difference is not quite significant statistically, in a larger — 


Reviews of Books 


Nutritional Disorders of the Nervous System 
Joun D. SPILLANE, B.SC., M.D., M.R.C.P., assistant 
physician and neurologist, Cardiff Royal Infirmary. 
Foreword by GEORGE RIDDOCH, M:D.,:F.R.c.P. Edin- 
burgh: E. & S. Livingstone. 1947. Pp. 280. 20s. 


Dr. Spillane was adviser in neurology to the Middle 
East Forces, and in this capacity he made a detailed 
clinical study of the disorders of behaviour which were 


seen in prisoners-of-war. He followed up this work later, ` 


and the present volume, which is based on his personal 
investigations, includes accounts of disorders seen in 
Europe and in the Far East, as well as in his own theatre 
of war. 

The main’ importance to many of us of these 
unnecessary diseases is that they have affinities to other 
naturally occurring disorders, of which the primary optic 
atrophies, polyneuritis, and some disorders of behaviour 
may be examples. In this monograph are found in 
their most complete forms disorders which are seen as 
fragmentary syndromes and consequently not necessarily 
recognised under less rigorous conditions. Dr. Spillane 
has given a full survey of the present knowledge of the 
chemistry and pharmacology of the vitamin-B complex 
and has then devoted a chapter to a descriptive account 
of the major deficiency disorders. In consequence the 
first eight chapters of the monograph are in effect critical 
reviews of the published work, each ending with an 
extensive bibliography. His personal experiences make 
up the second half of the book and his case-reports are 
wisely confined to an appendix. He has documented 
this section with charts, tables, and photographs of 
patients and histological preparations. In the evalua- 
tion of his data he has shown conservative respect for 
our ignorance of the physiological action of the vitamin-B 
complex in the peripheral and central nervous systems. 
Those who associate this subject with confusion and 
jargon will find that Dr. Spillane always makes a clear 
statement in the most pleasing of phrases. 


Management of Common Cardiac Conditions 
Editor: W. G. LEAMAN, jun., M.D., F.A.C.P., professor of 
medicine, Women’s Medical College of Pennsylvania. 
London : J..B. Lippincott. 1946. Pp. 306. 24s. 


THis book is a reprint of articles on the cardio- 
vascular system which appeared in Clinics in J une, 
1946. The 24 American contributors give concise 
accounts of recent -developments in the diagnosis and 
treatment of cardiac and vascular disease which the 
practitioner should know. In a review of surgery 
of the heart the topical subjects of ligature of the 
ductus arteriosus, the Taussig-Blalock operation for 
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sample it would probably be so, for tests on blood 
samples from Norway (Hartmann et al. 1947) and from 
several other European countries (unpublished records, 
M.R.C. Blood Group Research Unit) show that the 
frequency of the antigen C” on the e und of E urope 
is signitcantiy a in excess of that in England. 


SUMMARY 


An example of the rare Rh antibody, anti-C”, resulting 
from immunisation by pregnancy and causing hæ molytic 
disease of the newborn is described. 

This is the second anti-C” serum which has been 
found. The first was formed as a result of immunisation 
by blood-transfusion. 

The antigen C” was found in 10 out of 205 samples of 
Dutch blood. 


We are indebted to Dr. J. M. Soeters, of Breda, Holland, 
the pediatrician who was consulted in this case, for having 
sent us samples of blood and for permission to publish the 
history of the pregnancies. 


ets 


Callender, cee T., Race R. (1946) Ann. Eugen. 13, 102. 
Diamond, _K. (1947) pales R. Soc. Med. 40, 546 
tad O., Mourant, A. E., Race, R. R. (1947) Acta path. 
microbiol. scand. (in the press). 


Fallot’s tetralogy, and the surgical treatment of coarcta- 
tion of the aorta are briefly described, among other 
procedures. A sound article is contributed by L. N. 
Katz and L. G. Kaplan on the meaning of the electro- 
cardiogram and its value to the general practitioner, 
in which both the field of usefulness of this method and 


‘its limitations are indicated. Cardiac pain is very 


shortly considered in a section on the treatment of acute 
cardiac infarction and at greater length in comments on 
chronic coronary disease. A chapter on the medical 
treatment of hypertension is of theoretical interest, 
but the reader will probably conclude that the outlook 
for hypertensives has not been much altered by the 
new methods of treatment. There are one or two 


statements which will need to be TOCRMEINCEOm 9s Or l 


example, that intravenous ouabain may be given if 
digitalis has not been given during the previous 4 S hours ; 
and that the pulmonary arterial pressure is not yet 
measurable (this, of course, has now been accomplished 
by means of the intracardiac catheter). Nevertheless, 
the practitioner will find this book well worth consulting 
for information on recent developments in the treatment 
of cardiovascular diseases and their underlying principles. 


Hey Groves’s Synopsis of Surgery (13th ed. Bristol: 
J. Wright. 1947. Pp. 637. 25s.).—For this latest edition Sir Cecil 
Wakeley has added a chapter on penicillin and the sulpha 
drugs; and he has made space for a record of the rapid 
progress in the various specialist branches of surgery. For 
revision and reference students and practitioners can still 
turn with confidence to this compact work. 


The Earth’s Green Carpet (London: Faber and Faber. 
1947. Pp. 219. 8s. 6d.).—If anyone should be heard for much 
speaking it should be the School of Organic Farming and 
Gardening ; for despite paper shortage and other troubles, 
book after book appears on the importance of composting 
vegetable and animal dejecta (including human) by the 
Indore process. The authors quote each other; and in this 
book Lady Howard follows the tradition, implying that most 
diseases that afflict plants, and some which afflict men, would 


be wiped out if agriculturists would prefer compost to arti- 
ficial manures ; caterpillars would not devastate the cabbages 
and currant bushes, and people and animals fed on compost- 
manured vegetables and cereals would achieve sound teeth 
and bones, and reap abundant health. There is, of course, 
much to be said for the Indore process. But from this and 


similar books one would hardly gather that the science of 


composting vegetable refuse was put on a firm foundation 
at Rothamsted before 1921; nor that the value of humus 
in the soil was appreciated, the amount of nitrogen and 


phosphorus lost from the soil by turning sewage into the sea 
was deplored, and soil erosion was studied by others before 
the followers of this school. 


. downward trend in the stillbirth-rate. 
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E Social Pathology of Stillbirth 


Frw would have been surprised if the domestic 
stresses and deprivations of a total war had been 
reflected in a rising tide of infant mortality ; that 
such a movement was both avoided and reversed 
was one of the medical triumphs of the war. The 
fall achieved in the death-rates among infants was 
accompanied by an acceleration in the pre-war 
This trend 
was observed in both male and female births, 
legitimate and illegitimate, born to mothers of all 
ages and at all parities; and the universality of 
the improvement suggests that general social or 
environmental factors were operating to effect it. 
A closer analysis reveals, however, that the social 
eorrelations seen in infant mortality do not appear 
so clearly in the fcetal or neonatal death-rates. 
The gradient between the social classes in infant 
mortality is roughly twice as steep as the same 
gradient in the stillbirth and neonatal death-rates, 
while the stillbirth-rate before the war was lower 
in the poorer crowded districts of London than in 
the more affluent boroughs.! 

Some at least of the discrepancies in the relations 
between social conditions and infant and foetal 
mortality are explained by the biological factors of 
age and parity. Stillbirths are more frequent in 


older mothers, particularly with their first-born, 


and at all ages the stillbirth-rate, after falling to a 
minimum at the second birth, rises steeply with 
succeeding pregnancies. People in social classes 1 
and u—the professional, higher commercial, and 
managerial section of the community—tend to 
marry and procreate rather later in life than those 
in the artisan and labouring classes (II, Iv, and v). 


The advantages to the former group which accrue © 


from their better environment are thus in part 
countered by the handicap of bearing children 
when the first bloom of youth is past. This bio- 
logical masking of the social differences thus merely 
accentuates the need for studying the economic 
background of fcetal mortality. One line of 
approach has been almost entirely statistical, and 
SUTHERLAND * has shown by multiple regression 
technique that the stillbirth-rate is related, in the 
county boroughs, to the degree of unemployment 
and to the proportion of poorly paid workers, 
but not to overcrowding ; in the administrative 
counties, on the other hand, unemployment alone 
seems to be correlated with the stillbirth-rate. 
By similar means, Wootr® has demonstrated an 
association between the stillbirth-rate and indices 
- Cheeseman, E. A. Hum. Biol. 1938, 10, 537. 


. Sutherland, pe _, Lancet, 1946, ii, 953. 
Fi Woolf, B- rit. J. soc. Med. 1947, 1, 73. 
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of economic stringency. As SUTHERLAND points 
out, such correlations do not account for more than 


‘ part of the total variability in the stillbirth-rate 


between different parts of the country, and the 
effects of antenatal care and obstetric skill should 
not be neglected because they cannot be readily 
measured. 


The results of statistical Studies of this type are, 
as their authors are well aware, not easy to interpret 
because of the difficulty of determining whether 
poverty exerts its influence directly by the restricted 
diet it entails or whether some of the inter-class differ- . 
ences are due to factors such as intelligence, which 
in a competitive society is correlated with economic 
status. In a previous paper on the closely related 
subject of infant mortality BAIRD * suggested that 


-poverty is important not only in imposing a poor 


diet during pregnancy but in acting throughout 
life to stunt and deform by prolonged malnutrition 
the frames of the mothers of tAe working-classes, so 
that labour is often premature, long, and difficult. 
Even when the standards of obstetric care are 
similar, and even when, as in these days of rationing, 
dietetic standards converge, the aftermath of a 
life of insufficient feeding may be reflected in the 
raised infantile and maternal mortality-rates in 
the poorer classes. On another page BAIRD com- 
plements his previous work by a study of the social 
background of foetal mortality in groups of nursing- 
home and hospital patients under specialised super- 
vision. He shows again that the biological factors 
of age and parity do mask the social gradients in 
neonatal and prenatal death-rates. These gradients 
could not be explained by grossly different standards 


‘of specialised supervision, and it was significant 


that the main disparity between the two social 
groups lay in the relative frequency of stillbirths 
associated with toxzmia or without apparent cause, 
and in the neonatal mortality among the unduly 
high proportion of prematurely born infants in the 
poorer classes. Indeed, as is shown in the distri- 
bution ef deaths by cause given by the Registrar- 
General for Scotland, where a diagnostic label is 
required on certification, the fall in stillbirths from 
1939 to 1944 was most pronounced among the group 
of “ill-defined and/or unknown” causes. There 
is some experimental evidence to support the con- 
tention that this group of causes is influenced by 
diet, and Barrp’s work has an advantage over 
purely statistical studies in that, by clinical assess- 
ment, he established that there were differences in 
stature and physique between the contrasted social - 
groups. These differences, presumably dietetic in 
origin, determined the better reproductive perfor- 
mance, despite the handicap of age and parity, of 
women from the higher social classes. Further, it 
was noted that even during the war the diet con- 
sumed by the women of social classes I and I1 was 
appreciably better than that of their poorer sisters. 
BAIRD also stresses the importance of specialist 
attention by contrasting the stillbirth-rate of 17 per 
1000 among primipare belonging to social classes I 
and Ir and treated privately by consultant obstet- 
ricians (a sample likely to be biased in favour of 
the potentially complicated case) with the national 


4. Baird, D. J. Obstet. Gynec. 1945, 52, 217, 339. 
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figure of 37 for these classes. The same results 
do not appear, however, in similar comparisons 
between the rates for patients of the remaining 
social classes treated by specialists in hospital (37), 
and the national average for the same social classes 
(39-7). 

These comparisons may not be strictly between 
like and like, but they indicate the complexity of 
the problem. Both the inadequate diet which 
poverty entails and the lack of skilled attention 
or the failure to make full use of specialist advice 
appears to be involved in the causation of stillbirths. 
No doubt ‘raising the standard of living among 
workers would, if it improved the diet, bring about 
both short-term and long-term reductions in feetal 
mortality, but as yet the argument in favour of 


an entirely economic or nutritional explanation of 


its causation is indirect, and only a properly con- 
trolled field study of the environmental circum- 
stances of stillbirth can carry conviction. To attain 


‘balance and accuracy in the final assessment of 


their relative contributions to the background of 


foetal mortality such a study must include, as 


Bartrp has shown, not only the economic factors, 
such as work during pregnancy and the proportion 
of the family income spent on food, but also the 
personal characteristic of physique and intelligence 
and the use made by the mother of specialised 
services and advice. 


Biological Competition — 


A CONCEPT has grown up in the last few years 
which is as striking as’ EHRLICH’s lock-and-key 
theory of immunity of a generation ago and of even 
wider application—that of biological competition. 
This idea, whose importance and umversalty were 
first emphasised by Funes ! and Woops? in 1940, 
arises from the present-day picture of an enzyme. 
The enzyme is regarded as possessing an active centre 
whose groups are arranged in a definite configuration 
which determines its specificity. It can adsorb, 
activate, and then metabolise only a substan¢e which 
fits this active centre exactly—that is, only its 
specific substrate. There are however substances 
called analogues, usually derived from the natural 
substrate by a slight change in constitution, which 


are similar enough in shape to the substrate to be | 


loosely held by the enzyme but do not fit well enough 
to react further. These compete with the natural 
substrate for the enzyme surface, and according to 
their concentration and affinity for the surface may 
occupy part or all of it, so slowing down enzyme action 
or stopping it altogether. In such a system enzyme 
action can be hastened by adding substrate (meta- 
bolite), or further slowed by adding more analogue 
(inhibitor). In other words, the inhibitory effect is 
reversible ; it is proportional to the ratio between 
the activities of the two substances rather than to the 
concentration of the inhibitor, and this is charac- 
teristic of biological competition. The inhibition ratio 
is usually constant for each pair of antagonists, and, 
since the natural metabolite has the greater affinity 
for the enzyme, many molecules of inhibitor are 
needed to antagonise one molecule of metabolite. 


1. Fildes, P. Lancet, 1940, i, 955. 
2. Woods, D. D. Brit. J. exp. Path. 1940, 21, 74. 
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As early as 1910 it was shown that the action 
of amylase on starch was inhibited by other carbo- 


hydrates, and in 1927 QUASTEL and WOOLDRIDGE ê 


founded the modern theory with their study of the 
inhibitory effect of fumaric acid on succinoxidase.’ 
CLARK,‘ in 1937, suggested that the action of drugs 
was the result of their competition with similar natural 
substances. But it was FILDES and Woops who, in 
their theory of sulphanilamide action, stated the 


concept clearly and captured the imagination of.. 


scientists with that most striking example of, bio- 
logical competition. They postulated that ».amino- 
benzoic acid was essential for the meta>olism of 
micro-organisms (an “essential metabolite’), and 
that sulphanilamide owing to its structural similarity 
competed with it for an enzyme surface. Their 
prediction that p-aminobenzoic acid is an essential 
metabolite has been confirmed, and recent work 
suggests that sulphanilamide acts by interfering with 
the synthesis of folic acid from p-aminobenzoic acid. 
All living things, it seems, require certain dietary 
factors besides actual foods in order to live, and 
there is a close correspondence between the essential 
metabolites of bacteria and the vitamins of higher 
organisms. The effect of a small change in the 
structure of. one of these essential factors cannot yet 
be predicted ; the analogue may have a weak vitamin 
potency, be inert, or act as an antagonist. If 
metabolic activity persists after a small change, a 
greater change may produce an antagonist. Thus, 
substitution of an ethyl group for the methyl group 
of thiamine gives a substance with a weak thiamine 
potency, whereas substitution by a butyl group 
produces an antagonist. Two methods which are 


- usually successful in yielding antagonists are the 
conversion of a carboxylic acid to a sulphonic acid . 


or to a ketone, and the substitution of oxygen, 
nitrogen, carbon, or sulphur atoms for each_other in 
a ring system. Some analogues—for example, 
p-aminobenzamide—inhibit or stimulate according 
to the conditions present. Desoxypyridoxine competes 
with pyridoxine in the chick, has no action in the 
rat, and has a vitamin action in lactobacilli. These 
anomalies may arise from the power of some organisms 
to break down or change an inhibitory analogue. A 
metabolite may have several functions, and different 
structural analogues may interfere with different 
processes. By choosing the appropriate analogue it 
may be possible to obtain the required ‘properties. 
Inhibitory analogues produce symptoms of depriva- 
tion of the metabolite, and, since these are most strik- 
ing in the case of vitamins in animals and of essential 
metabolites in micro-organisms, these types have been 
most investigated. Inhibitor analogues to practically 
all the vitamins are known. There are many thiamine 
analogues, the best known of which is WooLLEY’s 
pyrithiamine, in which the thiazole ring is replaced 
by a pyridine ring. This causes thiamine deficiency 
in animals and inhibits the growth of moulds, yeasts, 
and bacteria which require an external supply of the 
vitamin. Gluco-ascorbic acid antagonises vitamin C 
and causes scurvy in guineapigs. Many naphtha- 
quinone derivatives are inhibitory analogues of 


- vitamin K. There are several inhibitory analogues 


3. Quastel, J. H., ee W.R. Biochem. J. 1927, 21, 1224. 
4. Clark, A. J. Pro y. Soc. B, 1937, 121,580. Handbuch der 
experinentellon Pharmakologie, 1937, vol. ev, p. 190. 
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of riboflavine, biotin, pyridoxine, pantothenic acid, 
and nicotinic acid. In the great majority of cases the 
inhibition is reversed by the presence of the vitamin 
in appropriate concentration. Competitive analogues 
of this kind should find uses in the treatment of 
non-infective disease. For example 4-tocopherol- 
quinone, an analogue of vitamin E, interrupts 
pregnancy in. inice, and analogues of thyroxine might 
erthyroidism. 

” So far the chief aim of work with analogues has 
been ‘to ovtem efficient antibiotics—analogues which 
blocktsteñtial metabolic processes in parasites with- 
out affecting the hosts are required. Of two analogues 
of nicotinic acid (pyridine-3-carboxylic acid), pyridine- 
3-sulphonic acid which inhibits the growth of bacteria 
but does not affect mice is more promising than 


. 8-acetylpyridine which has no effect on bacteria 


but causes a vitamin deficiency in animals. Similarly 
phenylpantothenone is inhibitory in micro-organisms 
but not in animals. It has a curative action in bird 
malaria, for which it was tried after it had been 
observed that pantothenic acid is essential for the 
survival of the malaria parasite in vitro. Before 
that, McILwain and Hawkine ë had protected mice 
against streptococcal infection by blocking panto- 
thenic acid with pantoyltaurine. Many analogues of 
amino-acids and purines essential for the growth 
of bacteria have been prepared, and some of them are 
growth-inhibitors. The antagonism between naturally 
occurring amino-acids, such as arginine and lysine, 
are examples of competitive inhibition. 


Competitive analogues should prove a valuable tool. 


in biochemical research, for their power to interfere 
specifically with one process in a complex metabolic 
cycle should help to. elucidate the reactions. A 
recent illustration of the wide influence of these ideas 


arises from the discovery that chicken red cells have ` 


a carbohydrate reactor to which influenza virus 
attaches: itself in causing hemagglutination. Pectin, 
presumably a structural analogue of the carbohydrate, 
was found to prevent the hemagglutination, and 
furthermore to prevent the multiplication of the 
virus in chicken embryos.” The theory of biological 
competition provides a rational explanation for some 


older observations. Thus it has been shown that the . 


sex of certain alge is determined by the ratio of 


cis- and trans-dimethylcrocetin they contain. This is 


presumably a case of competition for sex-determining 
centres., It may be that sex phenomena in higher 
animals are based on similar competition between 
cestrogens and androgens, which are structural ana- 
logues and occur together in every individual. The 
basis of the theory is the power of an analogue to 
displace its metabolite from an active surface, but 
only a few definite examples of this are known. 


Physostigmine, which antagonises acetylcholine, can. 


displace it from combination with choline esterase. 
Biotin sulphone is able'to free biotin from combina- 
tion with avidin. If carbon monoxide is considered 
as a. structural analogue of oxygen its action in dis- 
placing the latter from hæmoglobin is another example. 
Up to now the concept of competitive inhibition 
has been disappointing in its practical results. No 
important antibiotic has emerged from the hundreds 
5. See Lancet, 1947, i, 642. 


- Mollwain, H., Hawking, F. Ibid, 1943, i, 449. 
. Green, R. H., "Woolley, D. W. J. exp. Med. 1947, 86, 55. 
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of structural analogues so far produced (sulphanilamide 
How- 
ever, the theory is young, and it may. yet produce 
another sulphanilamide or penicillin. It has captured 
the imagination of scientists, and has resulted in an 
immense amount of work being done on the production 
of structural analogues. It has directed biochemical 
thought to a rational explanation of drug action, and 
it has lifted chemotherapy from its state of hit or miss. . 
There are signs generally that biophysicists, chemists, 
and medical men are combining to tackle those vital 
problems ofthe cell on which further progress in 
chemotherapy, including that of cancer, depends. 


Hypoglycemia after Partial Gastrectomy 


PARTIAL (or subtotal) gastrectomy as a remedy 
for peptic ulcer is an unphysiological procedure. 
The relief it brings to most patients may well justify 
its use as a palliative measure ; but there is a tendency 
for the enthusiastic surgeon, and, on occasion, 
physician, to forget that such radical removal of an 
essential part of the digestive system must carry 
some disadvantages and risks. American reports} 2 
show that, among 579 cases of gastrectomy, 89, — 
or 15%, had postoperative disturbances; and the 
commonest disturbance was hypoglycemia. 

That carbohydrate metabolism may be deranged 
after gastro-enterostomy, and also in cases of duodenal 
ulcer, has been known for some time.? 4 The disturb- 
ance consists primarily of a temporary hyperglycemia, 
resulting in glycosuria; and LAWRENCE? was able 
to reproduce the condition in healthy students by 


intubation and introduction of glucose into the 


duodenum. Sometimes hyperglycemia was followed 
by temporary hypoglycemia; for this state 
LAWRENCE prefers the name “ oxyhyperglycemia ” 
to the original one of “ lag-storage curve ”’ proposed 
by Macriean. It is usually ascribed to abnormally 
rapid emptying of the stomach with a correspondingly 
rapid absorption of glucose. Three questions, how- 
ever, remain unanswered. In the first place, why 
should such a hyperglycemia be followed by hypo- 
glycemia ? Secondly, what is the relationship between 
the hypoglycemia and the symptoms of which some 
partially gastrectomised patients complain? And 
finally, what is the incidence of hypoglyczemic reactions 
in such patients ? As Dr. BARNES points out elsewhere 
in this issue (p. 536), the possible answers to the first 
of these questions are: (1) the patient may respond 
to the hyperglyczemia by secreting an unusually large 
amount of insulin; (2) he may become abnormally 
sensitive to his own insulin; or (3) there may be 
failure of adrenaline secretion in response to the 
rapid fall in blood-sugar after the hyperglycemia. 
On the basis of insulin-glucose curves id adrenaline- 
sensitivity tests, BARNES suggests that increased 
sensitivity to insulin from the recurrent hyperglycemia 
is the main factor. This may well be so; but one 
of his arguments against increased secretion of 
insulin is of doubtful validity: it is that after the 
introduction of glucose into the duodenum of normal 
1. Jordan, S. M. J. Amer. med. Ass. 1941, 116, 586. Miller, G. G. 

Surgery, 1942, 12, 383. Custer, M. D., et al. quoted by Berkman, 


J.M., Heck, F. J. Gastroenterology, 1945, 5, 85. 
2. Gilbert, J. A. L., Dunlop, D. M. Brit. med. J. Aug. 30, 1947, 
p . 


3. Lawrence, R. D. Ibid, 1936, i, 526. 


4. Evensen, O. K. Acta med. scand. 1942, suppl. 126. 


550 THE LANCET] 


subjects no comparable hypoglycemia is observed. 
The blood-sugar of patients with a normal blood- 
sugar curve may fall as low as 55 mg. per 100 ml. 
11/,-2 hours after glucose, without symptoms.® 
It should not be forgotten that the actual blood- 
sugar level is only one of the factors determining 
the onset of hypoglycemic symptoms; the rate of 
fall and extent of fall are among the other factors. 
The data on which to base the answer to the second 
problem are still conflicting. Barnes has established 
a fairly direct time-relationship between the hypo- 
glycemia and the occurrence of symptoms in his 
patients, but in GILBERT and DUNLOpP’s? series the 
time-relationship is not so clear; in both the cases 
they record in detail symptoms coincided with the 
period of hyperglycemia and not with that of hypo- 
glycemia. On the basis of their findings in 14 cases, 
ADLERSBERG and HAmMERSCHLAG ê subdivide the 
“ postgastrectomy syndrome,” as they call it, into 
early and late postprandial types. The early type, 
which is relieved, partially at least, by rest in the 
horizontal position and small frequent meals (and 
which presumably corresponds to the “ dumping ” 
syndrome of some writers), they attribute to 
mechanical factors: these are the small stomach, 
the rapid emptying of the stump, the rapid filling 
and emptying of the jejunum, and the subsequent 
mesenteric irritation. The late type, which is relieved 
by the ingestion of food, they attribute to hypo- 
glycemia. This classification is not accepted by 
GILBERT and DUNLOP, who argue that hypoglyczemia 
explains the whole syndrome. 
thesis is that of GLAESSNER,’ who attributes the 


early postprandial symptoms to hyperglyczmia ; 


but there is little evidence that hyperglycemia per 


se can produce the characteristic upper abdominal 


discomfort and occasional vomiting. 

Much further work is clearly required to elucidate 
the cause of this syndrome. It should also be possible 
to establish exactly how often the complication arises 
and how it is best avoided. No systematic study of 
this sort has yet been recorded, but observation of the 
syndrome after 17 out of 45 consecutive gastrectomies 2 
suggests that the incidence is by no means negligible. 
On the question of prophylaxis, opinion is divided. 
Thus in BARNES’s series, when the retrocolic Polya 
anastomosis was abandoned in favour of a modified 
Hofmeister type of anastomosis, no further case was 
noted after over a hundred operations. GILBERT and 
= DUNLOP, on the other hand, concluded that there 
was nothing to choose between these two procedures. 
On the treatment of the established syndrome 
there is greater unanimity. The usual procedure is 
to give a high-fat, low-carbohydrate diet, or alter- 
natively to give 1 oz. of olive oil before meals. GILBERT 
and DUNLOP recommend also six small meals daily 
instead of three larger ones, and they have found that 
ephedrine gr. !/ half an hour before the three main 
meals is of value. Sometimes the condition tends to 
improve as time goes on. Whether, as ADLERSBERG 
and HAMMERSCHLAG suggest, there is a psycho- 
neurotic element in the condition is one of the many 
unsolved riddles in this intriguing complication of 
modern gastric surgery. 

5. Lawrence, R. D. Brit. med. J. Sept. 20, 1947, p. 470. 


6. Adlersberg, D., Hammerschlag, E. Surgery, 1947, 21, 720. 
7. Glaessner, C. L. tev. Gastroenterol. 1940, 7, 528. : 
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Annotations — 


CONVALESCENT HOMES IN THE NATIONAL 
HEALTH SERVICE 
THE position of convalescent homes in the National 
Health Service has been in doubt—will they be taken over 
by the Ministry of Health, like hospitals, or left outside ? 
The Ministry’s policy seems to be to indicate which 
homes could legally be included in the service, and to 
leave the regional boards to make the final selection. 


. The Ministry has now sent each board a list of homes 


divided into those “ apparently liable ” to be transferred 
to the service, and those whose fate is still under investiga- 
tion. The former homes may, if they choose, apply to 
be disclaimed. 

It is not obvious from the list what principle is being 
followed in making this distinction. Some of the 


“ apparently liable ” homes give no treatment, and, on — 


the precedent of the homes owned by the Birmingham 
Hospitals Saturday .Fund,! would not be liable. The 
Ministry is at a disadvantage in not being able to visit 
all the homes, and about many of them only sketchy 
information is available. The regional boards have 
nine months to decide which homes to disclaim, and it is 
to be hoped that no decision will be made without a visit. 

It is noticeable that the homes which came under 
the Ministry of Education by the Education Act of 1944 
are left alone, except for the few which are long-term 
children’s hospitals in all but name. There is a risk that, 
merely because they have school-teachers on their staffs, 
these homes, which are primarily for convalescents, will 
be excluded from medical supervision, since the Ministry 
of Education inspectors, on their rather infrequent visits, 
are concerned only with the educational aspect. 


SECOND ATTACKS OF POLIOMYELITIS 


IT is commonly assumed that an attack of poliomye- 
litis with paralysis confers a life-long immunity. In 
1930 Stil? noted that what appeared to be second 
attacks of the acute disease were occasionally reported, 
but he regarded many of them, occurring within four 
months of the initial illness, as recrudescences of the 
original infection to be distinguished from true second 
attacks due to reinfection, which were distinctly 
rare. Still found that between four months and 
two years after the first attack there was an interval 
during which second attacks had never been recorded, 
and he therefore postulated about two years as the 
probable maximum duration of the immunity resulting 
from an acute attack. Of the 2 cases recorded by 
Colonel. Lipscomb in his letter in this issue, in one the 
second illness occurred about four months after the initial 
attack and may possibly have been a recrudescence ; 
in the other the second attack was separated from the 
first by nine years and reinfection is probable. ` In 1938 
Fischer and Stillerman ? collected 13 authentic instances 
of second attacks arising two to twenty-four years 
after the first. They added a further 4 examples 
observed during the 1935 outbreak in New York. After 
making a jstatistical study of this outbreak and con- 
sidering the available data they concluded that the 
admittedly very low rate of incidence of second attacks 
was not evidence that any immunity was necessarily 
conferred by an attack of poliomyelitis. In 1936 
Wildtgrube 4 made the interesting observation that in 
only 1 of 13 cases recorded as having two separate 
attacks did the second paralyse muscles which had been 
affected in the first. ) 

Monkeys which had recovered from one experimental 
infection with poliomyelitis were shown by Flexner ë to 


1. See Lancet, Sept. 20, p. 431. l 

2. Stil, G, F. Arch. Dis. Childh. 1930, 5, 295. 

3. Fischer, A. E., Stillerman, M. J. Amer. med. Ass. 1938, 110, 569. 
4. Wildtgrube, F. Mschr. Kinderheilk. 1936, 66, 265. 

5. Flexner, S. J. exp. Med. 1937, 65, 497. . : 
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be readily reinfected by the virus used on the first 


_ occasion, as well as by different material. Other experi- 


mental work of this kind by Toomey ê indicates however 
that sublethal infection with certain virulent strains of 
virus will protect monkeys against subsequent attempts 
to infect them with other presumably less virulent 
strains. Among the puzzling results of human sero- 
logical investigations in poliomyelitis are the not uncom- 
mon failure to find protective antibodies in the serum 


2 of convalescents, -and the frequent observation of such 


antibodies in the sera of older persons who have not 
had an obvious clinical attack. Some of these findings 
may be explained by antigenic differences between 
various strains of the virus. It seems probable that 
there is a poliomyelitis group of viruses within whieh 
there are immunological variations, not unlike those 
found in the group which cause human influenza. The 
solution in the laboratory or elsewhere of these problems 
would contribute a great deal towards a better under- 
standing of the epidemiology of the human disease. 


CHOLERA IN EGYPT 


THe cholera which has broken out in Egypt during 
the last few weeks concerns all nations engaged in 
maritime trade to the west of the Suez canal. : The report 
of the Unrra Health Division 7 on the cholera situation 
during the summer of 1946 deplored the paucity of 
information about the prevalence of the disease through- 
out the Far East; but remarked that “ there has been 
no case of cholera west of India since 1931, apart from 
the Afghanistan-Iran outbréak of 1938-39.” The well- 
known tendency of cholera to spread along trade and 
pilgrim routes was largely checked for many years, 
but during the late war its incidence in the Eastern 
occupied countries rose sharply, and there were con- 
siderable outbreaks in areas previously free for many 
years. In 1946 there was one of the most extensive 
outbreaks ever recorded in China and the Far East. 

Cholera’s home is India, more particularly in the 


areas of Bengal, Madras, and Bombay. Epidemics further . 


afield, such as those in the larger seaports of this country 
shortly after the middle of the last century, have been 
avoided as a result of efficient quarantine and control. 
An important factor in Indian epidemics has been the 
mass movement of pilgrims to the innumerable fairs and 
religious festivals. Under suitable climatic conditions 
there is grave danger of outbreaks in pilgrim camps ; 
but, still worse, the movements of pilgrims are responsible 
for the carriage of infection to fresh communities, some- 
times overseas. The migration of large numbers of 
refugees, such as that taking place in India at present, 
has almost invariably been associated with devastating 
epidemics òf cholera, and these are aggravated by 
malnutrition and physical hardship. The pilgrim traffic 
from the Mohammedan countries to Mecca, possibly more 
than any other agency, has disseminated the disease 
from its natural home, and it is possible that the infection 
has been conveyed by this means to Egypt. Although 
the Egyptian epidemic has received much publicity— 
we are informed that about 100 new cases are found daily 
—it cannot be compared in magnitude to the great 
outbreaks which, unfortunately; are commonplace in 
India and in China. With the bottle-neck of the Suez 
canal between the eastern and western worlds, however, 
the strategic importance of Egypt in public health is 
obvious. The climate at certain times, and the dense 
population living under insanitary conditions in the Nile 
basin must render the appearance of cholera there a 


. source of constant apprehension. It is indeed somewhat 


surprising to find that the last important epidemic 
occurred some sixty years ago; the successful blocking 


6. Toomey, J. A. J. Immunol. 1938, 3 
7. Cholera Situation, pane 1946, 
Inf. Bull. 1946, 2, no. 16. 
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of the westward spread of cholera from the highly 
endemic foci of India and China westwards has been no 
mean achievement in public health. What course the 
present épidemic may take remains to be seen. The 
concentration of the resources of the Western world in 
combating the outbreak is likely to ensure its early 
limitation and ultimate elimination, more particularly i 
since the infection really flourishes only in more tropical 
climates; in temperate and subtropical countries it 
tends to be self-limiting. 

Treatment is still unsatisfactory, for there is no specific 
cure for the established infection ; repair of the gross 
fiuid and mineral loss, on a physiological basis, remains 
the foundation of hopes for recovery in severe cases. 
The sulphonamide drugs, either those feebly absorbed, 
such as succinyl, sulphathiazole, or sulphaguanidine, or 
of those freely absorbed, such as sulphadiazine or sulpha- 
mezathine, are not curative as they are, for example, 
in the bacillary dysenteries. Nevertheless, in substantial 
dosage they appear to shorten the course of cholera and 
possibly modify its severity. Prophylactic immunisation 
with cholera vaccine is a contributory means of personal 
prophylaxis; but the duration of what protection it 
affords is brief, and so it must be given at frequent 
intervals throughout the period of risk. The control 
of an epidemic rests fundamentally on prompt and 
efficient segregation of all suspected cases and contacts, 
and on. efficient sterilisation of their highly. infected 
discharges. The rigid protection of all water and food- 
supplies from possible contamination with infected fæcal 
material—the ultimate source of infection in every epi- 
demic—is obviously of major importance. From Cairo 
comes news that the city and its suburbs are being 
sprayed with D.D.T. in an attempt to reduce the number 
of flies. 


CONGENITAL AORTIC COARCTATION 


On Sept. 26 Prof. Alfred Blalock, of Baltimore, 
delivered a Moynihan lecture at the Royal College of 
Surgeons to an audience of well over a thousand. For 
those who could not find a place in the lecture-hall 
he gave a further demonstration immediately afterwards. 
The address was on congenital cardiovascular defects, 
but was mainly concerned with aortic coarctation. 

Before Dr. Blalock began operating for coarctation 
of the aorta a considerable amount of experimental work 
had to, be done to see how the stricture in the aorta could 
be by-passed and an adequate blood-flow provided to the 
descending aorta below the narrowing. It was found 
in dogs that if the aorta was divided the left subclavian 
artery could be turned downwards and joined to the 
distal segment in such a way that a normal circulation 
was maintained. An alternative method of dealing with 
the coarctation was introduced by Crafoord, who actually 
resected the stenosed area and performed an end-to-end 
anastomosis between the divided ends of the aorta. 
This is the method which Dr. Blalock has followed on 
11 occasions. He showed a cinematograph film of the 
operation which also demonstrated the essential clinical 
features of the condition. 

The patient was a young woman in whom the raised 
blood-pressure in the arms and reduced tension in the 
legs was clearly illustrated, as also the enlarged super- 
ficial collateral vessels. Radiographically the notching 
of ribs due to pressure erosion from tortuous and dilated 
intercostal arteries was well marked. The approach 
was made through a left posterolateral thorectomy 
with resection of a length of the 5th and back ends of the 
4th and 6th ribs. As might be expected from the presence 
of collateral channels, there was considerable bleeding 
during incision through the chest wall. The lung was 
then displaced and the aorta identified. The coarctation 
was well defined not only by a narrowing but by an > 
area where the violent pulsation of the aortic arch and 
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left subclavian artery gave place to an almost inert 
descending aorta. This latter was not unduly diminished 
in size as it is if a hypoplastic condition is encountered. 
Division of the mediastinal pleura simplified the recogni- 
tion of the structures, but before adequate mobilisation 
. could be obtained the upper two intercostal arteries on 
the left and one on the right had to be divided between 
ligatures. A bronchial artery and the ligamentum arterio- 
sum at the level of the coarctation were also severed. 
Once the whole area had been suitably freed occluding 
clamps were placed on the aorta above and well below 
the coarctation and also on the subclavian artery. The 
stricture was then excised and the open ends of the 
aorta brought together. Restoration of continuity was 
established by using a fine continuous silk suture which 
was very accurately placed so that eversion of the ends 
was obtained. In this respect the junction differs from 
that practised by Crafoord, who aims to avoid punctur- 
ing the intima. Before releasing the clamps the patient’s 
head was well lowered and blood-transfusion (using two 
veins) hastened. The chest was closed in the usual way 
in layers with aspiration of all air to ensure expansion 
of the lung. In less than three weeks the patient was 
shown again with the records of the blood-pressure in 
the upper and lower limbs approximating to normal. 

The pioneer work on congenital anomalies of the heart 
done by Dr. Blalock and his colleagues should not be 
allowed to overshadow his other contributions to surgery. 
The treatment of myasthenia gravis and constrictive 
pericarditis owe much to his original work and publica- 
tions, and his observations on shock are probably even 
more important. i 


PATENTS FOR MEDICINE OR FOOD 


MEDICINE and food take up very few paragraphs in 
the final report of the Swan Committee set up by the 
Board of Trade to suggest improvements in the Patents 
and Designs Acts.! Patent law is notoriously technical 
and the committee had naturally to consider many other 


aspects both of practice and of general policy—such, for . 


instance, as the alleged unfairness to an employee inventor, 
who, when he has successfully exercised his inventive skill, 
is said to see all the profit pocketed by his employer. 

The main concern of medicine is with section 38a of 
the principal Act. This section begins by barring the 
right to claim protection for substances “‘ produced by 
chemical processes or intended for food or medicine.” 
Claims are allowable only when. limited to particular 
processes of manufacture—a restriction which was 
inserted in our law in 1919 at a time when this country 
had become aware that the previous law had been 
dangerously tolerant towards the monopolistic ingenuity 
of the German dyestuffs industry. Food and medicine, 
being thus linked almost accidentally with “ chemical 
processes”’ for better or for worse, continue (as the 
committee’s final report shows) to be treated in the 
light of that association rather than upon their own 
merits. The words ‘‘ chemical processes’ are, to begin 
with, awkward to define. The law forbids claims on 
behalf of substances (other than food and medicine) 
only when they are made by “ chemical processes ’’ ; if 
made by physical processes, they are patentable. The 
committee were pressed with arguments that this 
limitation on claims for new substances was not in accord 
with modern scientific development in an age of nuclear 
physics and chemistry. The real invention lies in the 
discovery of something which has ‘novel and useful 
properties; the process of manufacture may involve 
little novelty in itself. These arguments prevailed. 
The committee recommend that the limitation be 
repealed. They consider too that the claim for a new 
substance should always be deemed to exclude the same 
substance when found in nature. 


1. Cmd. 7206. H.M. Stationery Ollice. Pp. 84. 1s. Gd. 
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Having definitely favoured the removal of the existing 
limitation on claims for new substances produced by 
“ chemical processes,” the committee go on to observe 
that the arguments for removal do not apply with: the 
same force to substances intended for food or medicine. 
They confess that, in so far as the section deals with 
food and medicine, they would have been inclined to 
leave the law as it stands. But they were pressed with 
the fact that a new chemical substance may be capable 
of use both for industrial purposes and for food or 
medicine. Were such substances’ to claim protection 
without limitation in regard to manufacturing process, or 
were they to be regarded as food or medicine only to be 
protected in relation to a particular process of manu- 
facture ? In other words, was the existing limitation to 
be retained on claims for chemical substances as well as 
on claims for substances used for medicine or food, or 
was the limitation to be cancelled alike for all new 
chemical substances whether used for industrial purposes 
or for food or medicine? The committee ended. their 
dilemma by deciding in favour of equality : they prefer 
to cancel the limitation in both classes of case. 

Under subsection (2) of the existing section 38a th 
Comptroller of Patents must, unless he sees good reason 
to the contrary, grant any applicant a licence limited to 
the use of the invention for the purposes of the prepara- 
tion or production of food or medicine but not otherwise. 
In its second interim report 2 the committee wanted to 
see this subsection repealed. In view of their recent 
conclusions set out above, they now want the subsection 
retained after all. One other recommendation concerns 
substances intended for medicine or food. The present 
law contains a proviso which prevents claims ‘for the 
protection of “ admixtures ” of such substances. The 
committee think this proviso should be extended to 
prevent claims on behalf of mere admixtures resulting 
only in the aggregation of the known properties of the 
ingredients of the substance. 

Readers primarily interested in medical research and 
discovery will hope that, if the committee’s proposals 
take shape in a Bill brought before Parliament, the 
drafting of these complicated matters will be as simple 
as possible. Is it too much to hope that the provisions 
respecting substances intended for use as medicine will 
be dealt with in a separate clause and on their own 
merits ? 


AN ANEURYSMAL RECORD 


TuE average duration of life from the onset of symp- 
toms in 482 cases of saccular aneurysm of the thoracic 
aorta in men was nineteen months, according to a 
follow-up by Colt.? But in clinical medicine averages 
may be misleading. In a case of aneurysm of.the thoracic 
aorta recorded by Kauntze 4 the man was first seen 
at the age of 36, in 1921, on account of dysphagia and 
hemoptysis. Radiograms showed the presence of a 
saccular aneurysm of the thoracic aorta. There was also 
a history of pain in the back of the head and in the left 
side of the neck. In 1933 the patient was successfully 
operated on for acute appendicitis ; in 1934 he had jaun- 
dice ; iù 1941 there was a recurrence of the hemoptysis ; 
and in 1944 he suddenly became aphasic. In 1946 he 
was complaining of weakness of the right arm, -but his 
general condition was ‘‘ reasonably good,” there was no 
dysphagia, and his occipital and neck pain had dis- 
appeared. No antisyphilitic treatment was given after 
1940 when the blood Wassermann reaction was negative 
and the Kahn reaction positive. ‘Before that, treatment 
had consisted mainly of bismuth injections and mercury 


-by mouth at intervals. If the patient’s original symptoms 


can be attributed to the aneurysm, as seems highly likely, 
it has already existed for at least 27 years. 
l Cmd. 6789. Seo Lancet, 1946, il, 331. ; 


2. 
3. Colt, G. H. Quart. J. Med. 1926-27, 20, 331. 
4. Kauntze, R. Brit. Heart J. 1947, 9, 96. 
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THE METRIC SYSTEM IN MEDICINE 


HORACE FINNEMORE 
B.Sc. Lond., F.R.1.C., Ph.C. 
FORMERLY READER IN PHARMACY, UNIVERSITY OF SYDNEY 


THERE seems to be a decided tendency to adopt the 
_ metric system in the prescribing and administration of 
` medicines, especially those recently introduced. But if 
the metric system is to displace the well-established 
imperial and apothecaries’ systems, which are fairly 
satisfactory, it must be simple enough to be readily 
understood by doctors, nurses, and pharmacists. The 
present metric system contains some elements that mar 
its intrinsic simplicity and may be the cause of much 
confusion and some accidents. 

We are concerned here only with weights and volumes. 
The British Pharmacope@ia took an important step in its 
last issue when it confined itself to a few units of weight 
and volume, discarding many that were formerly in vogue, 
such as decigrammes and centigrammes. The official 
weights and measures are now as follows: 


\ 


Weight Volume 
Kilogram Litre 
Gramme Millilitre or mil 
Milligram Microl (a millionth of a 
Microgram (a millionth litre) 
` of a gramme) 


This table shows first of all the effect of the divergent 
use of the prefixes: kilo- (1000), milli- (one-thousandth), 
and micro- (one-millionth). Since these are used to 


qualify non-corresponding units, they result at once in a — 


lack of uniformity ; -for if 1000 grammes are expressed 
‘as a kilogram, then the volume corresponding to that 
should receive the same prefix. Similarly, if a gramme 
is taken as the unit of weight there should be a 
corresponding volume, not with the prefix milli-, which 
indicates that it is`a thousandth part of some other 
unit. | 
The difficulty can be overcome very easily. The 
volume formerly expressed as a cubic centimetre has been 
replaced in the British Pharmacopeia by the more 
accurate term millilitre, and for this the term “ mil ” 
has been adopted for doses ; we thus have already at 
hand a simple term that expresses accurately the volume 
corresponding to 1 gramme and for which measures are 
already in use: From this we can derive a new term for 
a thousandth part of it, the “ millimil,”’ which will 
represent the volume corresponding to 1 milligram. 
The millimil would supplant both the cubic millimetre 
(c.mm.), sometimes used in scientific papers, and the 
microl or microlitre, a millionth part of a litre. The 
danger of confusion between microl and microgram 
would thus be avoided. The table of weights and 
measures and their abbreviations would then be: 


Weight Volume 
- Kilogram (kg.) Kilomil (kml.) 
Gramme (g.) Mil (ml.) 


Milligram (mg.) 


Millimil (mml. or mlm.) 
Microgram ( ug.) j 


Micromil (uml.) 


For practical purposes the gramme and milligram 
and the mil and millimil are alone required for doses, 
and the restriction to two units which differ a thousand- 
fold from each other would be a valuable safeguard 
against their confusion. There is a slight discordance 
in the use of the abbreviation mlm. for millimil: By 
analogy with mg. for miligram mml. might be pre- 
- ferable, but when mml. is written it might be confused 
with mil or ml. However, since the mlm. or mml. is 
only a thousandth part of a mil there need be no anxiety 
about their doses being confused. 
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RULES FOR PRESCRIBING 


In prescribing in the metric system two simple rules 
should be observed : . 


(1) All preparations for internal administration should be 
written for the single dose, whether for pills, tablets, 
mixtures, or linctuses, the number of doses then being 
stated. (This is nearly always done now.) 

(2) Preparations for external use should be prescribed in 
10 mil or 10 gramme units in the case of eye-ointments, 
&c., which are required in very small quantities; but in 
all other cases the units should be 100 grammes or mils. 
(This is to reduce the chance of arithmetical error.) 


Liquid preparations for internal administration should 
be adjusted in volume to correspond to the domestic . 
measures still used for administering them. These are: 

Teaspoon, corresponding to 4 mils 
Dessertspoon, __,, 8 mils 
. Tablespoon, se 16 mils 


These volumes are approximate only, but it is merely 
the volume of the vehicle that is affected. 

An important requirement is that a ten-dose system 
should be adopted in prescribing bottles of medicine. 
Twenty doses would represent a week’s supply, and 
fifteen doses for five days would be admissible. There is 
no point in using the metric system if we retain the 
present sixteen-dose bottle. 

Before the suggested simplified metric system was 
fully adopted, there. might be a stage when it would be 
desirable to be able to think in the two systems. To 
convert imperial into metric weights the simple factors 
provided for prescribers by the British Pharmacopeia 
could then be used : 


grains grammes 

To convert { or to or } divide by 15 
minims mils 
grains milligrams 

To convert f or to -or } multiply by 60 
minims millimils . 


Two formule will make this clear : 


Diamorphine hydrochloride .. gr. ł1/i X 60 = 5mg. 
Tincture of belladonna --” min. 5 x 60 = 300 mml. 
Oxymel of squill min. 30 — 15 = 2 mils 
Spirit of chloroform min. 3 x 60 = 180 mml. 
Water to ; ss .. min. 60 + 15 = 4mils 
The linctus, send 10 doses. One teaspoonful at bedtime. 
Sodium bicarbonate .. .. gr. 10 x 60 == 600 mg. 
Oil of peppermint min. 4/4, x 60 = 30mml. 
Spirit of chloroform .. min. 5 x 60 = 300 mml. 
Comp. infusion of gentian to min.240 + 15 = 16 mils 


The mixture, send 10 doses. One tablespoonful ior a dose. 


If quantities less than 1 gramme or 1 mil are written 
in milligrams and millimils there is the added 
advantage that decimal points are not used. 

Bottles of suitable size for these liquids to be dispensed 
would soon be provided when required. , 


SUPERANNUATION IN THE NATIONAL 
HEALTH SERVICE 


THE regulations affecting pensions for practitioners 
under the National Health Service have now been issued 


_in a booklet of 88 pages, with an explanatory circular 


(148/47). It is impossible in a short article to give 
anything like a complete synopsis of the regulations, 
but the broad principles of the scheme are as follows : 


The scheme is designed to provide benefits comparable 
with those of an established civil servant under the 
Superannuation Acts, 1918-46. The main benefits are 
threefold: (a) a pension on retirement; (b) a retiring 
allowance on retirement; and (c) a widow’s pension if 


1. National Health Service (Superannuation) Regulations. S.R. & O. 
1947, no. 1755. H.M. Stationery Office. Pp. 88. 1s. 10d. 


554 THE LANCET] 


SUPERANNUATION IN THE NATIONAL HEALTH SERVICE 


~ > 


[ocr. 11, 1947 


the doctor’s wife survives him. If a male doctor is 
unmarried he will receive a retiring allowance three 
times the value of that granted in the case of a married 
practitioner. The scheme is a contributory one, and a 
practitioner will have to pay in 6 % of his or her remunera- 
tion, the executive council contributing 8% of his 
remuneration. The rate of remuneration is, of course, 
not yet calculable as the conditions have not yet been 
- agreed with the profession. For the purpose of this note, 
however, ‘‘ remuneration ’’ means all payments made to 
the practitioner in respect of general medical services 
provided by him, less a sum for practice expenses, in 
accordance with a formula laid down by the Minister, and 
less the remuneration approved by the Minister of any 
assistant practitioner in his employment. 
. titioner is a partner, and particulars of the partnership 
agreement are disclosed to the executive council, then 
his share of the total remuneration of the partnership 
is equivalent to his share of the partnership profits. 


Pensions é 

The pension to be paid to a practitioner will be on 
the following scale: (a) in respect of each year of con- 
tributing service as a practitioner, 11/3% of his remunera- 
tion for that year; (b) in respect of each year of 
contributing service otherwise than as a practitioner 
1/80th of his average remuneration at the date on which 
he last ceased to be employed in such other capacity ; 
and (c) in respect of each year of non-contributing 
service 1/160th of his average remuneration at the date 
on which he last ceased to be employed in such other 
capacity. If the contributing service of a practitioner 
exceeds forty years and he has no service in any. other 
capacity the pension will be calculated by reference to 
the last forty years of such contributing service. 


Retiring Allowance 


The retiring allowance to be paid to a practitioner 
‘will be the aggregate of the following amounts: (a) in 
respect of each year of contributing service as a prac- 
titioner 41/,% of his remuneration for that year; (b) in 
respect of each year of contributing service otherwise 
than as a practitioner 3/80ths, and in respect of each 
year of non-contributing service 3/160ths, in both cases 
of his average remuneration at the date on which he 
last ceased to be employed in such other capacity; but 
in the case of a married male practitioner in respect of 
whose service a widow’s pénsion may become payable 
the amount of the retiring allowance will be reduced 
to 1/3rd. : 


Widow's Pension 

The widow’s pension is equivalent to a third of the 
pension payable to the practitioner or of the amount 
of pension to which he would have been entitled had 
he retired on the day preceding his death. It must 
also be noted, however, that her pension will be reduced 
or raised according to whether her age was less or 
greater than that of her husband. It will cease if she 
remarries. 


Qualification for Pension 

A doctor will be entitled to his annual pension if he 
(i) has completed ten years’ service and is incapable of 
discharging his duties through ill health; (ii) has 
attained the age of sixty and completed ten years’ 
service. He will be entitled to the retiring allowance 
if he satisfies the conditions in (i) above, or has attained 
the age of sixty and has completed five years’ 
service. 


Death Gratuity 


If a practitioner (ay dies and at the date of his death 
had completed five years’ service ; or (b) ceases to be 
a practitioner after completing’ five years’ service and 
dies within twelve months after so ceasing, without 
having received a return of contributions or become 
entitled to any other benefit under the regulations, and 
without having again become entitled to participate in 
superannuation benefits, or (c) if he dies after having 
become entitled to a pension or retiring or injury allow- 
ance or short-service gratuity, then the Minister will, 
subject to certain exceptions, pay a death gratuity of a 
sum equal to (i) 41/,% of his remuneration for each 


If the prac-. 


year of contributing service as a practitioner or, if a 
widow’s pension is payable, 11/,% thereof; (ii) in respect 
of each year of contributing service otherwise than as 
a practitioner 3/80ths of his average remuneration (if 
there is a widow 1/80th) at the date on which he last 
ceased to be employed otherwise than as a practitioner ; 
and (iii) subject to the same conditions 3/160ths of his - 
average remuneration in respect of each year of non- 
contributing service. 


Short-service Gratuity ; 

A practitioner who has completed more than five but 
less than ten years’ service, and who ceases to be employed 
through incapacity to discharge efficiently the duties of 
his employment by reason of permanent ill health or 
infirmity of mind or body, shall, unless he is entitled 
to a retiring allowance, be entitled to a short-service 
gratuity equal to the amount of his average annual 
remuneration. There is also provision for an injury 
allowance. A practitioner is permitted to allocate part 
of his or her pension or injury allowance to a spouse 
or dependant. This-will permit women doctors to make 
provision if necessary for their husbands. 


Return of Contributions 


Contributions with interest may be returned in certain 
cases, as when a practitioner ceasing to be employed 
is not entitled to a pension or retiring or injury allowance 
or a short-service gratuity. In case of death, if no 
death gratuity is payable, the legal personal representa- 
tives will be entitled to receive the amount of the 
doctor’s contributions with compound interest at 27/.% 
per annum with half-yearly rests. 


Life-assurance Policies 

Any doctor holding a life-assurance policy may con- 
tract out of the scheme by applying to the executive 
council within three months after the appointed day. 
He will then receive 8% of his .remuneration as a 
contribution towards his premiums. - 


Reduction of .Pension , 

The Minister may, subject to medical evidence, 
require a person on incapacity pension or injury allowance 
to return to employment in the scheme—possibly only 
part-time employment with a consequent reduction or 
suspension of the allowancé. There is also provision for 
a reduction of a pension on the lines of the local govern- 
ment superannuation scheme where a pensioner takes 
on further employment remunerated from public funds. 


Service with the Forces, &c. 


Provision is made for continuation in the scheme 
during service with the Armed Forces, but this seems to 
be prospective, not retrospective. 

Service in various forms of employment will be counted 
towards superannuation benefits. Contributing service 
covers service in respect of which the practitioner has 
made the contributions required by the regulations plus 
previous employment if falling within certain definitions. 
It does not appear, however, that service as a National 
Health Insurance practitioner can be aggregated. Non- 
contributory service is defined in the regulations as 
follows: There shall be reckonable as non-contributory 
service in relation to the employment of an officer by 
an employing authority any service which is not reckon- 
able as contributing service and which is not reckonable 
solely for the purpose of determining whether any 
benefit is payable under the regulations. This somewhat 
involved section will doubtless be clarified later. 


The scheme will be administered by a Health Service's 


_ Superannuation Division of the Ministry of Health, at 


28, Princes Gate, London, S.W.7. It will be financed 
by contributions from the participants in its benefits and 
by contributions from the Exchequer. It will not be 
funded but will be subjected to actuarial investigation — 
periodically at seven-year intervals. 


Prof. G. Grey Turner has been elected president of the 
next International Surgical Congress, which is to be held at 
New Orleans in October, 1949. i 
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MEDICAL OFFICER, TODDLER’S CLINICS, BOROUGH OF 
CAMBERWELL 


Cuinics for the advisory care of children aged 2-5 
years were instituted in Camberwell, shortly before the 
war, bridging the gap between. the infant-welfare and 
school medical services. The war closed all these clinics, 
the children were dispersed, and in 1946 it was necessary 
to begin again from scratch. 

The response of parents to such a service proved the 
need which it fulfils, and it seems reasonable to expect 
that a wider and more integrated public-health service 
will make such clinics general throughout the country. 
The work done in them should be described for criticism 
by pediatricians, administrators, and the general 
practitioners with whom clinics must codperate. 


METHOD 


Five clinics were held, with one weekly session each. © 


The public health authority possesses, through its health- 
visitor service, a fairly complete list of the child popula- 
tion, supplemented by the infant-welfare records. 


An invitation signed by the M.o.H. was sent to the 


parents of every child in the age-group, initially to a 
section comprising older children returned from evacua- 
tion who had not been supervised by the infant-welfare 
services in the borough, and later, when a weekly attend- 
ance was being secured, to each parent on the child’s 
birthday, the dates being selected monthly to cover the 
entire eligible child population. This method led to an 
attendance which varied from district to district, seldom 
exceeding 50%. The invitations were followed by 
personal calls from health visitors, who gave explanations 

and discussed individual problems. The percentage 
attendance depended most on this follow-up in the 
economically poorer zones, and results in general 
varied a good deal with the personality of the health 
-` visitor and the previous success of infant-welfare clinics, 
but the most important single factor in securing codpera- 
tion from parents was undoubtedly the propaganda 
conducted by the mothers who had attended and 
received advice. 


The history 

It proved simplest, both from the statistical and the inbdieal 
viewpoint, to base the examination on a set questionnaire. 
Each child at its first visit was weighed and measured, and 
a history was taken to cover the following points : 


(1) Personal and family health record. 
(2) Immunisation and vaccination. 


(3) Natal data: labour and neonatal, birth-weight, breast- 
feeding and artificial feeding. 


(4) Ear, nose, and throat: colds, snoring, mouth-breathing, 
deafness, earache, otorrhea, cough. 
(5) Eyesight, headache, strabismus. E ° 


(6) Appetite and bowel habit. 

(7) Landmarks: walking, talking; left-handedness. 
(8) Sleep, pavor nocturnus, enuresis. 

(9) Dental: teething time and dental status. 


The same questions were put to each parent in about the 
same form and order, concluding with “ Any pains anywhere?” 
and ‘Any worries about the child ?”’—two blunderbuss 
questions which evoked the greatest number of: missed points. 
The individual history had to be condensed into a routine 
inquiry about acute infections and “any other illnesses or 
operations.” Such relevant points as attacks of nephritis 

were often volunteered only after pressure, and we soon 
learnt to repeat the question, once from the. health visitor 
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at the reception desk and once from the doctor examining. 
Family history was covered (not always adequately) by asking 
“ Has anyone on either side of the family had rheumatism, 
fits, tuberculosis, asthma, or hay-fever ?”’—another wide 
net, which was reached empirically and modified in the 
asking to the apparent intelligence of the attending parent. 

This crude method of history-taking justified itself in dealing 
with large numbers of predominantly healthy children. Most 
parents who forgot important facts at the first os produced 
them later in the examination. 


Physical examination l 

Besides being weighed and measured, every child was 
examined for pediculi, postural defects, adenitis, and dental 
caries. Heart and chest were auscultated; tonsils, teeth, 
and prepuce were examined;. and ears were scrutinised 
externally, otoscopy being kept, on a basis of experience, 
for those who had any obscure complaint or a history of 
recent whooping-cough, tonsillitis, or earache. 

Here again the examination was stereotyped at a level of 
completeness which seemed to us sufficient for the purposes 
of the clinics, and supplemented on the history. In view of 
our terms of reference, extra time was better spent on advice 
and discussion with the parent and in giving health instruction 
than on physical examination in detail. 

One of the chief problems for doctors with little experience 
in pediatrics, the class most likely to find themselves doing 
this work, is to strike a balance between examination and 
advice in the time available. The routine described here 
covered all the data required in deciding what to do next. 
The function of the clinic as a clearing-house, not a thera- 
peutic centre competing in the normal treatment facilities, 
had to be kept constantly in mind. 


Volimer tests 

Beside this examination, every child was patch-tested for 
tuberculin-sensitivity by the Vollmer-Goldberg test, and the 
routine ward tests of urine were noted on the card. 

The limitations of this test were fully recognised, but it is 
not feasible to undertake Mantoux tests involving injection 
in clinics such as these. The weight of immunisation, vaccina- 
tion, cod-liver oil, orange-juice, and minor surgery lies heavy 
upon the attending parent. The test was refused by less than 
six patients in a year. 

In our clinics acetone was used as a cleaning agent, and the 
patch affixed on the back, where the child could not get at it, 
with the set formula : z This is a tuberculin test. Don’t 
be scared if it is positive—it doesn’t mean that your child 
will be ill. The test tells us when he first meets tubercle 
germs, so that we can see that they do not hurt him. Do 
not get it wet. Take it off the day after tomorrow and bring 
the child, not the patch, today week.” The content of this 
admonition is an important factor both in the success of the 
test and in the repute of the clinic in the neighbourhood. 
When the purpose behind it is explained, with the comment 
that it is not a form of immunisation, many uninvited parents 
request a patch-test for the whole family. 

We were, and remain, in doubt about the prognostic attitude 
to take in explaining positive Vollmer tests to the parent. 


. In interpreting negative results we found that the manu- 


facturers’ date-limit was not reliable under our conditions of 
storage, as exemplified by the falling off of positive readings 
toward the end of each box. The effective life of a box of 
patches was finally taken to be about two months. With 
improved storage this might well be lengthened, but the 
retention of boxes in stock for a longer time proved too risky. 


The age-group at risk was that in which tonsillar and 
dental defects, rickets, infantile tuberculosis, mild and 
hence missed mental defect, congenital heart malforma- 
tions, and acute infections might be expected ; so special 
precautions were directed to all these. The state of wait- 
ing-lists in nearby hospitals exerted a beneficial influence 


. in sharpening the criteria for advising tonsillectomy and 


other forms of surgical treatment. No medicines other 
than supplements and occasionally oxyuricides were 
given at the clinics; detected defects were always 
referred elsewhere. 


Disposal of Caseg- 

All Vollmer-positives were referred direct to the 
tuberculosis officer at a special session designed to prevent 
contact with known cases. The poor prognosis in some 
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published series of hospital cases is in part the product of 
non-notification, designed to avoid the “stigma” of 
tuberculosis, which leads to non-detection of contacts 
and to the return of the sensitised child to an infected 
milieu. The most serious obstacle to the work of both 
the clinics and the tuberculosis officers seemed to be the 
slowness with which patients could be placed in sanatoria ; 
so patients with plainly active tuberculosis were some- 
times referred by us directly to general hospitals. 

The disposal of patients with other diseases raised 
unanticipated problems of professional conduct. Most 
of the patients already attended private practitioners, 
and, where possible, defects were referred to them ; but 
the impossibility of securing a follow-up, combined with 
the attitude of certain patients who did not let us know 
that they were already under treatment, complicated the 
issue. There was a strong tendency for patients to use 
the clinics to check their own doctor’s treatment and to 
get to hospital in spite of his advice; we did our best, 
when we detected this, to discourage it. The full 
coöperation of most local doctors did not always save us 
from invidious decisions, and we ended by referring 
directly to voluntary hospitals most cases requiring 
treatment.” This was defensible, in our view, only because 
of the peculiar position which such clinics, publicly 
financed and publicly canvassed, must needs occupy, 
and we make no claim to have solved fully or satisfac- 
torily the problems of coöperation with the general 
medical services outside the borough scheme—the blame, 
if any, rests not on the practitioners but on the inherent 
difficulties of any dual system. 

We never advised tonsillectomy or other surgical 
treatment directly ; we referred all cases which might 
require it for a surgical opinion. Dental treatment apd 
eye refractions were undertaken through the L.C.C. 
minor-ailments scheme. All cases of ankle-weakness 
and knock-knee severe enough to need treatment and 
all cases of speech defect were referred to a voluntary 
hospital. The clinics accordingly functioned as a clearing- 
house and advisory centre, especially the latter. 


Distribution of Drugs and Supplements 

The clinics also acted as distributing centres for 
Ministry of Food supplements and dietetic extras pro- 
vided through the borough. Complaints of poor tolerance 
were investigated and, where reasonable, capsules and 
concentrates substituted for Government oil, and other 
sources of vitamin C for orange-juice. The acceptance of 
these by the public was uniformly good, though the 
higher income-groups preferred dear proprietaries of 
low antirachitic value to free or cheap cod-liver oil. 

` The cases showing active or recent rickets were few. 
Our criteria (not usually confirmed .by radiography) 

were those given by Hamilton et al.1 (delayed dentition, 
hypotonia, head-sweating, and delayed walking), since 
our purpose was prevention rather than investigation. 
The remark about injection at clinics applies to the 
investigation of vitamin-C deficiencies; in a private 
series of similar range it would have been possible to use 
Slobody’s intradermal tests on a mass scale, but this 
would have destroyed the other and more valuable work 
of the clinics. 


Scope of Work 

We found limitation of the effective scope of work 
undertaken in the clinic to be one of the prime conditions 
of success. In planning this scope we estimated that a 
maximum of 15 cases would be seen in a session of two 
hours, allowing for the shorter time occupied in dealing 
with return visits. To derive the greatest value 
from the time at our disposal, we needed to adopt 
a very different approach from that of the diag- 
nostician in or out of hospital, who conducts the treat- 


1. Hamilton, A. G., Millis, G. C., Waller, H. K., Warwick, J. M. 
Lancet, 1945, ii, 758. 
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ment but ceases to supervise the case as soon as 
normality is restored. We had to deal with normality 
and prevention, particularly with the forestalling of 
conditions likely to need surgery ; and, though statistical 
data were collected, we did not pursue data for their 
own sake: we did not, for instance, control all diagnoses 
of suspected rickets by X rays or chemistry—not because 
indiscriminate dosing with supplements has any justifi- 
cation, but because of the importance of preventing 


deficiency on one hand and sparing the parent on the 
other. So long as hospital attendance involves a wait 
which in many cases exceeded six hours from the pub- 


lished time of the clinic (cases where patients attending 
at 9 a.m. for a short consultation or investigation were 
not seen until late afternoon were common. even in 
hospitals of national standing in pediatrics), the proper 
control of supplements must wait until there are separate 
facilities for investigation in the health-centre premises. 
We relied chiefly on hospitals which had instituted an 
appointment system. Apart from this fact, we made it 
a principle to devote time rather to advising the parents 
of normal children on general and minor problems than 
to giving special advice where patients were found to 


- be clinically ill. 


The system of fixed ‘‘ skeleton ” case-taking directed 
at the commonest undetected or symptomless abnor- 
malities, with immediate reference back of cases, as soon 
as provisionally diagnosed, for treatment and investiga- 
tion elsewhere, suited the function for whiclf the clinics 
were designed. In all cases the reports of other institu- 
tions were filed in our records and we resumed supervision 
of the case at the point where it was discharged from 
specialist care. 

FINDINGS 


Higher wages, evacuation and the bombing of slums, 
Government supplements to diet, and improved health 
education have borne remarkable fruit in the physical 
state of London children. At the same time conscription, 
the universal cheapening of human responsibility, the 
small family, gross housing deficiencies (especially the 
attempt to rear children in flats), and the fraying of 
parental nerves through shortages and enforced sexual 
deprivation have contributed a psychological debit 
balance. 

Rickets.—Out of some 2500 children examined not more | 
than 24 were on clinical findings grossly rachitic, though 
perhaps 100 needed greatly improved nutrition, and a per- 
centage showing clear evidence of neglect hinted at the 
existence of other neglected children whose parents are 
unlikely to bring them voluntarily to attend at clinics. 

« Tuberculosis, where Vollmer reversal took place under our 
eyes, was generally traceable to a close home contact or to a. 


‘visit to the country. Our results were another proof of the 


value of routine child tests in detecting adult disease. 

Weights and heights compared favourably with pre-war 
figures. The most salient deficiencies were all minor; the 
extreme disorganisation of war made this a very poorly 
vaccinated population (less than 50°), though immunisation 
reached 90% in some clinic zones and refusals in the attending 
group were uncommon. We have deliberately excluded 
tables, since the voluntary character of the attendance makes 
it important that our figures should not be taken as an overall 
sample. 

Scabies was very rare; pediculosis moderately common. 

Dental caries tended to appear in 30°, of cases about the 
third year, and predominantly affected the incisors. Cases 
were divided into those where defective enamel-formation 
led to incisor caries at gum-level, those showing symmetrical 
first-molar cavities, and those showing both. Parents were 
perhaps least codperative in accepting conservative work 


on deciduous .teeth, even when dentists had declined to 
extract and explained the reasons for the decision. Some 
instances of striking neglect were found in otherwise intelligent 
families, one child having five active and palpable abscesses. 


Phimosis.—The many cases of avoidable phimosis in 
children who had not attended infant-welfare clinics made 
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us feel strongly that better instruction by maternity hospitals 
and family practitioners would save the children from needless 
surgery. Routine examination of the genitalia should be 
a part of every pædiatric examination of boys, and mothers 
should be specifically instructed in their care. It would be 
interesting to know how phimosis terminates if left to itself— 
e.g., in primitive peoples who do not practise éircumcision. 
In our experience every prepuce which is not regularly 
attended to becomes adherent. 


Parental Codperation _ 
The standard of parental codperation was high, even 


when the voluntary attendance is taken into considera- 


e 


attendance. 


tion. The mothers with whom we had to deal had been 
subjected to various external and internal stresses ; but, 
whatever deterioration has taken place in the environ- 
ment of the family, some of the fruit of pre-war psycho- 
logical and hygienic instruction is fairly obvious in our 
Sanity of attitude toward enuresis, mastur- 
bation, jealousies in the family, and the conception of 
discipline is largely an outcome of such past teaching. 
In fact, we found evidence to support the view put for- 
ward by Halliday that future effort in advisory clinics 
will be needed to counteract over-enthusiastic ideas of 
hygiene rather than to instil new ones. 

Obsessional patterns in mothers thwarted over the 
bowel habit or appetite of their children are certainly 
commonest in the intelligent and the hygienically 
minded. We often conducted propaganda for rather more 
healthy dirt, constipation, and anorexia. ‘“‘ I’ve kept 
him on his pot for two hours, he’s that stubborn,” is a 
landmark in the deformation of a personality, though in 
our cases the child generally won. We shall have to see 
that the decay of.a coercive morality does not leave 
space for the growth of an equally coercive and irrational 
cult of the time-table in childhood. The danger is 
increased in circumstances where pre-school children 
inhabit flats in ones or twos, without safe facilities for 
communal play. The higher physical standard of housing 
in these flats is more than offset by the consequences 
on the child. 


Family Planning | 

We encountered much spontaneous comment on the 
birth-rate problem in reply to the question ‘‘ How many 
children ?’’ The reasons adduced for limiting the family 
were strikingly uniform, war coming first, fear of renewed 
war second, and the consequences of war, particularly 
housing, third, followed by- economic considerations. 
“ If they want us to have children, they can stop our 
roof leaking ” ; “ It’s no world for children, we think ” ; 
“ good time ” ‘and health reasons were not common, and 
a high proportion of women with a rheumatic heart 
had three or more children by choice in the face of 
clear appreciation of the physical result. 


Symptoms Complained of 

Anorexia in only children probably heads the list of 
complaints ; and here we made much use of the leaflet 
issued by the National Council for Health Education. 
Persistent cough, dating from measles or an infection, 
came second, the cases falling fairly definitely into a 
tonsillar group, an allergic group, and a “ mixed bag,” 


among the severer members of which we searched 


_ from early childhood to prepuberty). 


systematically for latent bronchiectasis, and of these 
the suspect cases passed out of our hands for broncho- 
graphy and other investigation. : 

The third major group was psychological: enuresis, 
to which parental reactions seem to be much improved ; 
pavor; minor disorders of behaviour; and “ nervous- 
ness.” There was no great incidence of unmanageability 
(the age-group was not suitable for conclusions on “ delin- 
quent ” reactions, and the period of exposure to parental 
neurosis had been from birth to early childhood, not 
Nervousness and 
psychogenic troubles were almost uniformly attributed 
by parents to prenatal trauma by bombs, and equally 


uniformly traceable to parental neurosis, of which 
obsessional manifestations did, on the whole, most 
damage and anxiety states made up the major part. 
In two cases we sent the children for “ guidance ”—in 
all the others requiring treatment we referred the parents 
directly to the: psychiatrist. 

Parental neurosis proved to be our most contagious 
disease, and one to which children possessed no resistance 
whatever. Its incidence is by far the highest in the 
better educated family group. Some of the happiest and 
healthiest of our children were adopted, chiefly in working 
homes. Of the causes of parental trouble, conscription 
and its effects came first and lack of sexual and 
contraceptive knowledge second, followed closely by 
housing deficiencies. Economic fears were not signifi- 
cantly represented. The clinics spent as much time on 


minor psychiatry as on all the other activities put together. 
. Even in the children who remained in London, bombing, 


as an experience, did far less damage than tonsillectomy 
or brusque treatment in hospital, a point which must 
be borne in mind when surgery is being considered. 


Ignorance and Error 

Parental education varied, and health knowledge (and 
superstition) with it. It is of more social than medical 
interest, perhaps, that over three-quarters of mothers 
“ touched wood ”’ when asked for details of past infection. 
This xylolatry, as it might be called, was general among 
unbelievers in immunisation. 


Two of our chief enemies were proprietary infant powders 
and camphorated- oil rubs, the first as a cause of obstinate 
bowel atony, and the second as a source of macules, papules, 
and pustules. 

The campaign for vitamins has produced more zeal than 
instruction, and a good many mothers are ready to substitute 
for the official concentrates not only fortified infant foods and 
“ body-builders”’ but also unfortified iron tonics, irrespective 
of whether vitamins are being received from other sources. 

Most cases of intolerance to cod-liver oil were due to manage- 
ment, but a few were genuine fat-intolerance, and there was 
a definite incidence of allergic responses to orange-juice. 

Castor oil still figures occasionally as a weekly dose for young 
children, and as a specific for bellyache, and the prevalence 
of enemas for oxyuriasis continues, with some professional 
backing. It had usually caused more trouble in our cases 
than the parasites, and parental good sense terminated 
treatment in,most cases. 

So many superstitions have been attacked by hygiene 
teaching that the relation between stammer and left-handed- 
ness needed to be reasserted in a good many instances, where 
parents regarded it as another unlikely story. 

Complaints about National bread as a cause of childhood 
troubles bore a definite political distribution, and complaints 
about housing, with more foundation, were adduced in most 
cases of respiratory trouble. 


The clinics were used largely as a source of health 
teaching, by posters, films, and’ admonition; and 
clothing, foods, pamphlets, and demonstrations were 
shown by the health visitors, generally with good result. 

WEAKNESSES | 
Our main weakness was probably our fragmentary 


attitude to the family. Since it is not practicable to see — 


at such a clinic more than the mother and one or perhaps 
two children of about the same age, treatment of the 
kind we could give lacks a proper diagnostic basis. The 
family is an ecological unit. If we could have supervised 
the entire group on Peckham lines, or enjoyed the same 
facilities as the family doctor, we could have done more. 
In most cases, throughout all income groups, we found 
that the practitioner or, more often, practitioners, were 
used more as one employs a plumber than as family 
consultants. War and migration had so largely destroyed 
the family unit of practice that we were constantly called 
to integrate treatment where mother, children, and 
father were attended severally (and, it appeared, in strict 
secrecy) by separate doctors and by two or three hospitals, 
and our clinics were added to the collection of opinions 
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whenever we failed to forestall it. The patient who goes 
to Dr. X with her feet and Dr. Y with her head, and takes 
the medicine, often identical, of both is a force to be 
reckoned with. One child was receiving three separate 
supplies of phenobarbital for her non-epileptic seizures. 
Coupled with this are the “ welfare mentality ” and the 
perpetual “‘ scrounging ” for certificates that goes with it. 
Another limitation on our work was the extreme load 
placed on health visitors by the combination of statutory 
and supererogatory obligations, which they met with 
much good will, but which restricted the amount of 
following-up which we felt justified in ordering. 


CONCLUSIONS 
Voluntary attendance for treatment must be the basis 


of all ethical practice in any medical service, and zeal 
for public health should not lead to any further over- 


persuasion, ‘“ snooping,” or invasion of privacy. In the 
present sociological conditions we are powerless to reach, 
by the system of welfare described, the ‘‘ bad ” cases ; 
but evidence suggests forcibly that coercion, particularly 
imprisonment for neglect, without re-education is equally 
impotent. | 

The chief lesson brought home to us by these clinics 
is the need for an increasing autonomy of such services 
in the hands of the attending public, the substitution of 
coöperation for supervision. A second is the unproduc- 
tivity of palliative activities in the context of what 
Mumford termed megalopolitanism. 

From the more immediate angle of administration, closer 
liaison with the local practitioners, hindered now by 
their lack of time for anything but their growing burden 
of work, and with such agencies as marriage-guidance 
and psychiatric clinics and care committees comes first 
among our immediate suggestions. 

The numerous limiting-factors which affect our 
findings make them hard to compare with existing and 
known findings in America, under the partial State 
scheme in Sweden, and in pre-war England. For this 
reason we have not produced numerical statistics. 

My thanks are due to Dr. H. W. Barnes, medical officer of 
health for Camberwell, for his kind permission to publish 
these comments, and for his unflagging interest and guidance 
in the affairs of the clinics ; the health visitors of the borough 
for their predominant share in the work done; and the 
parents for their consistently intelligent coöperation. The 
opinions expressed in this article are the sole responsibility 
of the writer and are not necessarily endorsed or shared by the 
public-health committee, the medical officer of health, or any 
other officer or officers of the Camberwell Borough Council. 


The June Quarter 


According to the Registrar-General’s return t 235,037 
births were registered in England and Wales during the 
quarter ended June 30, representing a birth-rate of 22:0 
per 1000 population. This is the largest number of 
births recorded for any June quarter since 1920. For 
the March quarter of this year, however, the figure was 
241,421 with a rate of 22°38; and the June quarter is 
the first since that of March, 1946, to show a drop on 
the previous three months. Illegitimate births accounted 
for 5:4% of the total births, compared with 7:3% in 
the same period of 1946. ane, 

A Social Survey report accompanying the return 
shows that, of those interviewed, 69-6% had an illness 
or injury during the three months January, February, 
and March, 1947. There was an average monthly loss 
of 1-6 days for all persons interviewed, and an average 
of 32 consultations for every hundred illnesses recorded. 


Domestic Drainage 
The report of a study ? undertaken by a committee 
of the Building Research Board for the Ministry of Works 


hn RE AR eg RA ee eee ee 
1. Registrar-General’s Quarterly Return of Births, Deaths, and 
Martingo for the June Quarter, 1947. H.M. Stationery Office. 


6d. 
2, Post-War Building Studies, no. 26: Domestic Drainage” H.M. 
Stationery Oflice. 6d. 
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is to be recommended to medical officers of health as 
well as to builders and surveyors; for domestic drains 
are the source of many public-health nuisances. 

The common defects in domestic drainage, listed in 
the first part of the report, range from general design, 
pipe sizes and gradients to the materials used and the 
absence of record plans for the location of pipes. The 
recommendations made in part 11 to meet these defects 
are illustrated by a specimen lay-out, and the third part 
deals with materials and construction. Here the. need 
to experiment with new materials is stressed, and special 
mention is made of a bituminised-fibre drain and sewer 
pipe which has been used with success in Canada and 


-America. By means of driven tapered collars these pipes 


can be jointed as fast as they are lowered in to the trench. 


Poliomyelitis | 


The number of notifications of poliomyelitis in England 
and Wales in the week ended Sept. 27 was 441 (671), 


and of polioencephalitis 32 (23). The figures for the 


previous week are shown in parentheses. Thus there 
was a fall of 130 in notifications of poliomyelitis—the 
greatest fall since the epidemic began. Both in 1938 
and in 1926, when there was a high prevalence, falls in 
incidence occurred in September but were followed by 
increases in early October. It is therefore too early to 
assume that the curve of incidence is permanently on 
the down-grade, though the fact that the high incidence 
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started early may be some justification for hoping that 
the decline may come early also. | 
The decline in London continued, with 30 cases com- 
pared with the previous ‘week’s 53, but figures for 
admissions to London hospitals since Sept. 27 suggest 
that the fall may not be so great when the next weekly 
figures become available. Most of the counties showed 
a fall, the principal exceptions being Bedford 6 (3), 
Cheshire 15 (11), Lincs (Lindsey) 16 (8), and Carmarthen 
6 (2). The general picture is one of some decline, 


perhaps a little more noticeable in the south than in the 


north. 


Infectious Disease in England and Wales 
" WEEK ENDED SEPT.. 27 


Notifications.—Smallpox, 0; scarlet fever, 880; 
whooping-cough, 1105; diphtheria, 184; paratyphoid, 
10; typhoid, 22; measles (excluding rubella), 1139 ; 
pneumonia (primary or influenzal), 257; cerebrospinal 
fever, 30; poliomyelitis, 441; polioencephalitis, 32 ; 
encephalitis lethargica, 2; dysentery, 87; puerperal 
pyrexia, 104; ophthalmia neonatorum, 44. No case 
of cholera, plague, or typhus was notified during the 
week. | 

Deaths.—In 126 great towns there was 1 (0) death 
from enteric fever, 1 (0) from scarlet fever, 1 (0) from 
measles, 3 (0) from diphtheria, 6 (0) from whooping- 
cough, 87 (5) from diarrhoea and enteritis under two 
years, and 2 (0) from influenza. The figures in parentheses 
are those for London itself. 

The number of stillbirths notified during the week 
was 222 (corresponding to a rate of 25 per thousand 
total births), including 30 in London. 
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| In England Now 
A Running Commentary by Peripatetic Correspondents 


HERE in Lhasa I am again encountering the autumn 
run of P.v.o. Last year it became sufficiently prevalent 
to attract official Tibetan notice and this year for 
reasons which will be explained later some of the ‘large 
official families are agreeing to T.A.B. inoculation. | 

In Tibet. P.U.o. comprises three diseases—enteric, 
typhus, and relapsing fevers. My éxcellent microscope 
makes the diagnosis of the last an easy matter; but 
without facilities for bacterial culture or serum agglu- 
tination the differentiation on clinical grounds of the 
first two is difficult, if not impossible. Thanks to the 
kindness of the Calcutta School of Tropical Medicine I 
have had a number of representative sera agglutinated ; 
the bias is in favour of enteric. On clinical and public- 
health grounds too, enteric seems the more likely. What 
the total figures in Lhasa are and how many households 
are affected I have no means of ascertaining. But the 
total must be high. 

Tibetan medicine, sponsored by the government, 
mostly consists of the administration of mixtures of 
herbal and religious powders based on the writings of 
_ancients some 600 years old. It is quite static. The 
only semblance of a health service lies in the fact that 
the government sends one of their own monk doctors 
with important officials posted out in the blue. But 
one of these whom I tried to train was incapable of 
using a syringe and seemed much more interested in 
impressing us with his quack knowledge than in soiling 
his hands doing simple dressings. Anyway I suppose 
the official derives a certain mental comfort from 
having a ‘‘doctor’’ tapable of administering useless 
powders. 

When a Tibetan falls ill he seeks the advice of an 
incarnate lama. The lama, who often does not even 
see the patient, may advise intensive religious ceremonies 
(at considerable gain to his fraternity); he may say a 
Tibetan doctor can cure the patient: or he may suggest 
seeing the “‘ British doctor.” But prejudice and igno- 
rance die hard (hardest in Tibet) and it is only the more 
enlightened lamas or those known to me personally 
who dare direct patients to me with any frequency. 
The result is a hard core of untreated disease, a vast 
amount of preventable suffering, and a staggering 
infantile mortality. | 

For some months past an uncomfortable number of 
monks have been dying in the largest monastery in the 
world. Drepung, with its 7700 monks, seven miles from 
Lhasa, is. far too reactionary to welcome the attentions 
or investigations of the British doctor. What the 
epidemic is I can only guess from what is happening 
elsewhere. The present interest of this lies in the fact 
that it is in Drepung that the young Dalai Lama, now 
14 years of age, will shortly stay for a month surrounded 
by the entire Tibetan hierarchy. 
scared of the epidemic. They turn to me for advice. 
No use confessing to them one’s indecision about the 
nature of the disease. No; much better to get them 
protected jagainst the disease prevailing elsewhere and 
din into their heads some of the rudiments of its preven- 
tion. And perhaps the appropriate star having duly 
appeared in the heavens and permitted the start of the 
official bathing season, the louse population will be 
reduced and the relative percentage of enteric thereby 
increased. 


* xk 4% 


I have been chastened, though I am glad to say I did 
not have to beat my breast and cry ‘‘ Mea culpa !” 
At a party lately an official from a N.H.I. pricing bureau, 
learning that I was a physician, opened on me with such 
a weight of armament that I gulped a cocktail more than 
I had intended. While most of our profession were 
peers among men, did I realise (he asked) that there were 
M.B.’s and even M.D.’s whose prescriptions were a hissing 
and a reproach through the whole of the pharmaceutical 
profession ? No? Well, for a start there was the doctor 
who commonly signs his name in the middle of his 
prescription forms. One puzzled pharmacist interpreted 
his signature as ‘‘ Catheter lubricant 3 iv ’’ and supplied 
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this along with the barbiturate which was prescribed. 
Whether the patient took the oil nocte s.o.s. is not 
recorded. i 

There were too many occasions when illegible writing 
drove frenzied pharmacists to a calming. snifter of 
bromide. But the pharmacist did his best, and doctors 
disliked telephoned requests to decipher their scripts. 
So “ EMCLO,’’ a doctor’s own graphalog for extract. of 
malt and cod-liver oil, was turned into tinct. codeinz 
(‘‘ Goodness,” I murmured, ‘‘ what about the dose? ” 
but the attack swept on). One order intended for 
“Tab. multivite 48 ’’ was translated as Ung. zinci 3 iv 
and another was read as phenobarbitone ; the prescrip- 
tion ‘‘Ung. hydrarg. 3 vi” Sig. Zi t.i.d., p.c. was 
undoubtedly a slip corrected by telephone. 
did some medicos still 
Formulary or even the one before that? The third 
edition of the N(W)F was now issued to every 
practitioner and there was no excuse for using any 
other. ie | 

The pharmacist paused for breath, so I announced 
firmly, ‘‘ I am now going to do some prescribing myself. 
Recipe: Spiritus juniperi, syrupi limonis, aque glacialis, 
quanium sufficiat. Misce secundum artem. Phiala prius 
agitata repetatur.” We parted on amiable terms. 


* * * 


The everyday feats of Indian classical dancers would 
baffle the anatomists. Many of their dances start with 


a series of lateral movements of the head, without — 


rotation in any plane. This seems to be an arthrological 
impossibility. ‘Then, with arms outstretched, a rippling 
wave starts at the finger-tips of one hand, passes up the 
forearm and arm, across the shoulders, and down the 
arm and forearm to the finger-tips of the other hand. 
Try these two movements in front of your bed- 
room mirror, and you will not be surprised to learn 
that the training of an Indian -dancer takes twelve 
years. 

These reflections were prompted by the demonstration 
of his superb art by Ram Gopal at the reopening ceremony 
of the Indian Section of the Victoria and Albert Museum. 
An Indian classical dancer has to learn many thousands 
of traditional stylised movements, each one of which 
has a particular meaning. Every limb has its own 
catalogue of movements; the number of facial expres- 
sions runs into thousands and there are five thousand 


separate gestures of the hands. These are all learned 
early in the dancer’s training, and later they are blended © 


into dances. A dance is thus full of meaning; every 
gesture and expression, however slight, has a definite 
significance and is as much an organic part of the whole 
as is every phrase uttered by every instrument in an 
orchestral piece. | , 

It follows that Indian classical dancing is a most 
difficult and exacting discipline. Every movement is 
precisely regulated ; an extraneous gesture, an inaccurate 
facial expression, an unintentional flourish may alter 
the whole meaning of a dance. And yet, Ram Gopal 
and his pupils appear to be free and ‘spontaneous in 
their movements. ‘Dancing to simple rhythms, they 
blend their gestures into a flowing and profoundly 


beautiful work of art. N 


* k 


I think TIl give up psychosomatic diagnosis for a bit. 
When my oldest, and recently married, friend began to 
complain of listlessness, depression, and nausea I ques- 
tioned him on personal and private matters with the guile 
of a serpent. When it was revealed that his mother-in- 
law was resident and helping her daughter to settle in, 
things seemed to be getting warm. When he confided 
to me that his sickness always came on just before 
having to confront her at the breakfast table, I felt 
myself to be probing with the skill of a Freud and 
Harvey Cushing combined. Beaming, I condescendingly 
explained the interrelations of psyche and soma, pre- 
scribed a little tonic and rather more alcohol, and urged 
the rapid removal of ma-in-law. Three days later, 
when I was on holiday’in the wilds of Essex, my friend 
put through a trunk call to tell me that jaundice had 
set in and what should he do now please ? He may have 
turned yellow but, as our American friends say so aptly, 
was my face red ? 


And why — 
insist on using the old National | 


} 
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Letters to the Editor 


GASTRIG HYPERSECRETION WITH DUODENAL 
ULCERATION : 


Srr,—There appears to be no generally accepted 
explanation of the gastric hypersecretion which is -fre- 
quently associated with duodenal ulcer. On simple 
theoretical grounds it seems that three hypotheses 
must be considered: (1) that the humoral stimulating 
mechanism is hyperactive ; (2) that the nervous stimula- 
ting mechanism is hyperactive ; and (3) that the glands 
of the stomach are hyperresponsive. . 

The last two hypotheses are susceptible to-test. If 
the gastric hypersecretion associated with duodenal 


TABLE I—SECRETION OF CL IN THE HUMAN STOMACH AFTER 
STIMULATION WITH HISTAMINE AND INSULIN 


Mean secretion (Cl—/hr. 
milli 


-equiv. | 
Group of | No.of T 
R S After After 
histamine (H)| insulin (I) 
Normal 24 16-11( 41-25) | 21:62( 41-54) | 1-34(+0-14) 
Duodenal 
ulcers.. 19 24°81(+2-00) | 27-92( +227) | 1-12( +0-14) 
Gastric l 
ulcers.. 20 14:75( 1-97) | 20-19( 42-58) | 1-37( +0:25) 
J 


~ 


Standard errors are shown in parentheses. 


ulcers were due to a hyperreactive stomach, it might be 
expected that in such cases histamine, which excites the 
secretory mechanism even in the absence of the extrinsic 
nerve supply, would give rise to an exaggerated secretory 
response as compared with that of normal subjects. 
On the other hand, if the cephalic centre were hyper- 
sensitive, it might be expected that the gastric secretory 
response to a fall in blood-sugar after the intravenous 
injection of insulin would be greater in patients with 
duodenal ulcers than in normal subjects. ~ 

The published figures of Ihre,! who performed successive 
histamine and insulin tests on normal subjects and 
patients with gastric and duodenal ulcers, allow these 
two hypotheses to be tested without further experi- 


mental work. For details of the criteria adopted in the- 


- selection of his normal and pathological material, Ihre’s 
admirable treatise should be consulted. I have made 
a statistical analysis of the total amounts of chloride 
and pepsin secreted in one hour by his subjects. This 
has allowed a clearer.appreciation of the differences 


TABLE II—-SECRETION OF PEPSIN IN THE HUMAN STOMACH AFTER 
STIMULATION WITH HISTAMINE AND INSULIN 


Mean secretion pepsin 
(units /br.) 


Group is No. of {————- —_____ I 
subjects subjects fter Atter H 
histamine (H)| insulin (I) 

Normal .. | 24 | 3453(+309) | 7639(4730) | 2-21(£0-29) 
Duodenal 

ulcers. . 19 5372( +401) 13096( +1460) | 2-43( 40-40) 
Gastric 

ulcers. . 20 3372( 4487) | 8790( +1115) | 2:61( +0-50) 


between groups than can be obtained from the graphical 
presentation adopted by Ihre. 

From table 1 it may be seen that the secretion of chloride 
in response to histamine stimulation was of the same order 
in normal subjects and patients with gastric ulcers. 
The patients with duodenal ulcers secreted a mean 
of 54% (standard error of mean 15%) more than the 
normal group. This difference is significant since it is 
more than three times its own standard error. 

It may be seen from table n that similar differences 
exist between the groups for the secretion of pepsin in 
response to histamine. The cases of duodenal ulcer 


1. Ihre, B. J. E. Acta med. scand. 1938, suppl. 95; Human Gastric 
Secretion, London, 1939. 
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secreted a mean of 56% (standard error of mean 15%) 
more pepsin than the normal group. Thus the response 
to histamine is about 55% more than normal when 
chloride and pepsin are considered together. This 
assessment is of value in interpreting the results obtained 
with insulin. 

The magnitude of the gastric secretory response to a 
loweyed blood-sugar depends on at least two factors: 
the response of the cephalic centre and the ability of the 
stomach to reflect vagal activity by its secretion. If 
the stomach is incapable of secretory activity the insulin 
test can give no indication of the reaction of the cephalic 
centre; on the other hand, if the peripheral secretory 
mechanism of the stomach is hyperreactive, relatively 
weak stimulation from the vagal centre may give rise 
to hypersecretion. However, the response to histamine 
may be used to assess the state of the peripheral secretory 
mechanism. The ratios in the last column may be 
deemed to represent the activity of the vagal component 
of the secretory mechanism, the variations in peripheral 
sensitivity having been eliminated by dividing the 
figures for the response to insulin by the sensitivity of the 
peripheral mechanism as assessed by the response 
to histamine. Thus the larger the value of the ratio, 
the more active is the vagal centre. It may be seen 
from the figures that there is no significant difference 
between the activity of the vagal centres in the three 
groups as revealed by the figures for chloride or pepsin. 

Thus it may be concluded that the peripheral secretory 
mechanism is hyperreactive in those cases of duodenal 
ulcer showing gastric hypersecretion, and that, while 
hypersensitivity of the cephalic centre cannot be excluded 
by these experiments, there is no evidence to support 
such a hypothesis. ? 

This interpretation of these experiments might be read 
as evidence against the value of vagotomy in cases of 
duodenal ulcer with hypersecretion ; but recent reports ? 
have indicated that the secretory response of the stomach 
to histamine is considerably reduced after vagotomy. 
The successful results of vagotomy thus do not militate 
against the hypothesis of the peripheral origin of the 
gastric hypersecretion associated with duodenal ulcer. 


Guy’s Hospital, London, S.E.1. J. N. HUNT. 


SECOND ATTACKS OF POLIOMYELITIS 


Sir,—Many practitioners I meet hold the view that 
one attack of poliomyelitis practically precludes the 
possibility of a second, with the result that when a second 
attack does occur the diagnosis is apt to be delayed or 
missed. Three officers belonging to different units were 
attacked with poliomyelitis at Deolali, India, in April 
and May, 1947. One of them gave a clear history, and 
another an almost certain history, of a previous attack 
of the disease. | | | 

Case 1.—In 1938 the patient and, his brother had typical 
attacks of poliomyelitis during an outbreak at a boarding- 
school. In his case the brunt of the paralysis fell on. the 
muscle-groups of the legs ; recovery was rapid and full power 
was regained in six months. He served as an officer during 
the war. 

On May 7 of this year the patient, now aged 27, was attacked 
with fever and pain in the back and right leg. On the 8th 


_ weakness developed in the left leg. On the 9th the left shoulder- 


girdle became affected and there was transient twitching of the 
left lip. Fever lasted till May 16, by which time power had 
begun to return in the left shoulder and right leg. On May 29 
there was full power in the left shoulder, moderate loss of 
power (grade 4) in the right quadriceps and hamstrings, 
weakness (grade 3) in quadriceps, hamstrings, anterior and 
posterior tibial groups in the left lower limb, and loss of left 
knee- and ankle-jerks. There was no sensory abnormality. 


CasE 2.—An officer cadet, aged 20, was admitted to hos- 
pital at Bangalore, India, on Dec. 27, 1946, from an officers’ 
training school during an epidemic of poliomyelitis there. 
He had fever, photophobia, backache, stiffness and some 
rigidity of the neck, and congestion of the fauces. There 
was no paralysis but the left biceps-jerk was absent. The 
cerebrospinal fluid contained 15 cells per c.mm. ‘and its 
pressure was 140 mm. of water. Poliomyelitis was diagnosed 
and he was five weeks in hospital. 


2. Grimson, K. S., Baylin, G. J.. Taylor, H 


. M., Hesser, F. H., 
Rundes, R.W. J. Amer. med. Ass. 1947, 13 


4, 925. 
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On May 13, 1947,-at Deolali, some 500 miles from Bangalore, ` 


he began to be feverish. On the 14th hé had headache and 
backache, and he vomited. On the 15th the eyes were 
injected, the mouth was twitching, and he was obviously ill. 
On the morning of the 16th his condition rapidly became 
grave. He was cyanosed, cold, and clammy ; the pulse was 
rapid and feeble ; he coyld not swallow or cough and food was 
regurgitated. Movements of the chest were poor and all 
limbs were weak. There were continual twitching move- 
ments of the face, arms, and legs. The pharyngeal reflexes 
were sluggish, and knee- and ankle-jerks were absent. 
Sensation was unimpaired. He died at 10 a.m. ` 
- Histological examination of the brain showed, in sections 
from the medulla oblongata, extensive diffuse microglial pro- 
liferation with odema of the affected areas and obvious nerve- 
cell damage, intense perivascular cuffing of the blood-vessels 
with lymphocytes, and moderate lymphocytic infiltration in 
- tho meninges. The cerebral cortex was normal and no 
pathological changes, especially no Négri bodies, were 
detected in the cerebellum. No evidence of old lesions of 
poliomyelitis was seen in the brain: the spinal cord, which 
would have been more likely to show them, was, unfortunately, 
not sent for examination. 


The third case at Deolali occurred on April 17 of this 
year. It was a typical attack with extensive paralysis 
of the lower limbs. : 


I am indebted to Lieut.-General T. O. Thompson, director 
of Medical Services, for permission to send this letter; to 
Lieut.-Colonel C. W. Greenway, R.A.M.c., Lieut.-Colonel 
J. H. Walters, late 1.m.s., and Capt. J. L. Edmondgon, R.A.M.c., 
id ae of the cases; and to Major L. Krainer, R.A.M.c., 
or the histopathological : 

ha RET EA ii F. M. Liescoms. 


Supreme Commander’s Headquarters, New Delhi. 


FAILURES IN CORTICAL BONE-GRAFTING 


Sm,—I have only now had the opportunity of seeing 
the valuable paper by Ellis, Langston, and Ellis (July 26). 
In this and another orthopedic centre our experience 
has fully borne out the remarks made by these authors. 
Our cases were almost, entirely of gunshot wounds with 
. severe bone loss. The final analysis will show therefore 
a higher percentage of operations—probably about 20%. 

Case 6 interested me particularly as we have seen 
- several like it : the graft incorporates well, but the actual 
fracture unites poorly or, it is suspected, not at all. It 
seems that the rigid fixation afforded by the graft elimi- 
nates the important factor of longitudinal compression. 
Moreover one cannot “ slot ’’ the screw holes in the graft 
without weakening it to the extent of risking a fracture. 
This danger can, however, be overcome with plates. 
To some degree this compressing force was obtained in the 
following way. 


For femur and tibia pin traction was applied. For the 
upper extremity manual traction was used. After freshening 
the bone ends a disk of cancellous bone, cut from the iliac 
crest, was- laid between them. Traction was released, and the 
disk was firmly compressed between the fragments. The onlay 
was then secured in the usual way. Latterly, plate fixation 
alone was used where the gap was not extensive. Further 
cancellous chips were packed around the site. The amount of 
bone visible radiologically after three months, especially in 
the femur, is surprising. Lately the cortical graft has been 
used very infrequently, except where the gap was 2 in. or 
more. Reliance has been placed on plate fixation and large 
even massive iliac-crest grafts. In one case this method was 
used for a fracture of the upper third of the tibia. In spite of 
sepsis, admittedly not severe, union took place in eight 
months. Penicillin has been in routine use. 


It was our inipression that the problems of nutrition 
and fixation could be best met by the use of massive 
iliac grafts and plates. I have no doubt that this com- 
pression method of securing a cortical disk is in use 
elsewhere. A further advantage is that the iliac graft is 
easily cut and shaped, and consent to its removal is 
more easily obtained than to the removal of bone from 
the sound leg. | 

While the use of the living cancellous graft with plate 
fixation seems to answer points (2) to (5) of the paper 
referred to, sepsis remains as the outstanding factor. 
Technique, judgment as to when to operate, and the use 


of penicillin provide some of the answers to the problem 
of sepsis. In any event, its occurrence does not seem to 
be so disastrous when cancellous grafts are used. 


Military Hospital, Jalahalli, Bangalore. T. DENNEsS. 


ACTION OF MEPACRINE ON GASTRIC 
SECRETION | 
Sır, —The most promising developments in the treat- 
ment of peptic ulcer at the moment are the methods 


of inhibiting the secretion of that fraction of the gastric 
juice dependent on vagal stimulation, whose continued 


' production is held to be~an important factor in this 


It has recently been reported } n 
e 


condition. 
dogs \mepacrine strongly inhibits this secretion. 
following 


observations N 80 
were made to Ñ x 
discover § 70 2 
whether a ¥ 60 È 
similar effect y PS 
could be $6«g N 
obtained in X N 
man. X 40 > 
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going gastric & 2° 
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for various N 
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Vagal secre- FASTING MINUTES | 


tion was pro- 
voked by the 
intravenous 
injection of 
16 units of 
insulin, the 
hypoglycemia being recorded by simultaneous blood- 
sugar estimations. All cases showed an adequate fall 
of blood-sugar level, together with the usual symptoms 
of restlessness and sweating. Gastric contents were 
removed by continuous aspiration for 15 min. before the 
injection and five 15-min. periods afterwards. The 


Fig..l1—Graph of secretion of gastric juice after 
intravenous injection of insulin, showing that 
simultaneous injection of mepacrine does not 
inhibit secretion: graphs are average results In 
four persons with and without mepacrine. 


-procedure was then repeated with 400 mg. of mepacrine 


injected intravenously at the same time as the insulin. 
The results 


oe typi- BLOOD-SUGAR mg. per 100 c.cm. ` 
cases are CONT. |105 53 80 
d : 
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the average d 30 
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recorded. It @& MEPACRINE 
will be seen Ẹ'0 
that no 
inhibition is -15 0 15 30 45 60 
p roduced. FASTING MINUTES 
‘ig. 2 shows ,, 
the results in "'Fsipicion of secretion In S patient in whore 


the only case mepacrine produced a toxic reaction. 

in which an 

inhibitory effect was obtained, where it was part of a 
well-marked toxic reaction to mepacrine. This took the 
form of nausea and abdominal pain for about six hours, 
followed by vomiting. A test dose of 100 mg. by mouth, 
as given to each patient, had not given rise to any 
discomfort. 


1. Babkin, B. P., Karp, D. Canad. med. Ass. J. 1947, 56, 137. 
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_ The failure to produce the inhibitory effect observed 
in dogs may be due to the fact that the doses used in 
animal experiments were relatively much greater—.e., 
about 10 mg. per kg. of body-weight, or 700 mg. 
for a 10-st. patient, which is outside the ordinary safe 
therapeutic range. 


My thanks are due to Dr.-W. I. Card for his advice in 


planning this experiment. 
Cheam, Surrey. C. P. PETCH. 


MORE STONES FOR OUR GLASS HOUSE 


Smr,—Dr. Marshall tells us in his letter (Sept. 20) 
that the Pocket Oxford Dictionary defines micturition as 
‘‘(A morbid frequency in) passing urine.” The Shorter 
Oxford Dictionary goes further. Omitting the saving 
brackets it says: “ The desire to make water ; a morbid 
frequency in the voiding of urine.” Then, as if to clinch 
' the matter, it adds: ‘‘ Often erron.: The action of 
making water.” But the last, which is the usual, is 
also really the correct meaning. 

The compilers of the dictionary have evidently been 
misled by the derivation from micturio. It is true that 
in classical Latin this verb would have the meaning “ I 
desire to make water,” but in actual fact it does not exist 
in classical Latin at all but is found in the sermo plebeius, 
the speech of the lower orders in Rome, which began 
to creep into literary Latin during the Silver Age. It 
was a feature of this speech that the suffix “-urio”’ 
had lost its desiderative significance. I can put my 
finger on an instance in the Satyricon of Petronius, a 
store-house of plebeian Latin. ‘‘ Et solebas suavius 
esse, belle deverbia dicere, melica canturire.”: “‘ And 
you used to be a nice fellow, who would recite charmingly 
and sing little songs.”’ (Petr. 64.) 
is put in the mouth of the newly rich Trimalchio as 
equivalent in meaning to * cantare.” From this sermo 
plebeius the word ‘ micturire,’’ which is of similar form, 
made its way into the Satires of Juvenal, last of the classi- 
cal writers, again as a deliberate vulgarity ; and it is 
in meaning equivalent to ‘‘ mingere,’”’ I make water. 


Noctibus hic ponunt lecticas, micturiunt hic 

effigiemque-desx longis siphonibus implent. 

[v1, 309, 310.] 
Gifford renders it cleverly thus : 


Here stop their litters, here they all alight 
And squat together in the Goddess’ sight. 


n “ Micturition,” then, is a word formed on the verb 

micturio,” I pass water, with suffix ‘‘-ition’’ denoting 
action. The meaning is the action of passing water, 
and current medical usage, including such a phrase as 
frequency of micturition, is justified. But why did we 
go to the sermo plebeius for the word? I conjecture that 
he who coined it was one who knew his Juvenal and 
liked “‘ micturition” better than “ minction,’? but was 
not quite alive to the rather gross character of the word 


he chose. 
H. St. H. VERTUE. 


Orpington. 
BRAIN AND MIND / 


E Sır, —In your leading article of Sept. 6, you say: 
When we look for the site of storage of ‘ memory 
traces’ we are making the assumption that these are 
states of neurones and therefore to be found somewhere 
in the brain. They might, however, be psychical, and 
therefore not in the brain at all.”’ : 
The traces left after neurone activity are a breakdown 
‘of glucophosphate complexes (with a change of adsorbed 
potassium to the ionic form); a lowering of the tissue 
pH; and a local redistribution of organic substances 
(such as acetylcholine, originally confined to the neurone 
itself) and of inorganic ions. The acidity and ionic 
changes cause local swelling of the tissue with displace- 
ment of the gyri (for which the arachnoid-dura structures 
are particularly well adapted). This stretches neigh- 
bouring vascular networks, causing constriction of some 
with local ischemia (thus conserving the lost potassium, 
&c., for use in repair). Subsidence of the swelling 
occurs with access of adrenaline, and a reactive. hyper- 
æmia sets in to remove metabolites, restore ionic equili- 
brium, provide oxygen and glucose for restoration of 
the neurone injury, and increase the pH of the tissue 


BRAIN AND MIND 


Here ‘“ canturire’’ — 


[ocr. 11, 1947 


—thus restoring a threshold of stimulation appropriate 
to renewed activity. | 

An important permanent effect of this repair is 
universally neglected—namely, the local growth of 
capillaries during the hyperemic process. This has not 
and cannot be seen directly as a result of activity in 
the brain, but it may be safely inferred from that known 
to occur in other parts of the body in similar repair 
processes. The Clarks! showed that the capillaries of 
the rabbit’s ear grew beneath an observation window 
as much as 0-4 u per min., and something of this order 
or even much less is sufficient to account for a more 
permeable reflex pathway in the central nervous system 
on all subsequent occasions. In a previous publication 2 
I have shown how the pattern of capillary flow amongst 
synapses mechanises, and gives an int elligible pictural 
representation of the mental counterpart of brain 
activity. Memory traces are thus to be interpreted as 
a growth of capillaries amongst the neurones. That 
neurobiotaxis can occur must be conceded from Kapper’s 
work, but apart from this there is no need to assume, 
as you do, that memory traces are either states of 
neurones, or incorporeal and not in the brain. 


Birmingham. F. A. PICKWORTH. 


ABUSE OF THE EMERGENCY BED SERVICE 


Sir,—I would like to reply to Dr. Kagan’s letter of 
Oct. 4, because, my handwriting being admittedly 
illegible, lam probably one of the doctors concerned. 

In the early hours of the morning I was called to see 
a young man who told me that he had been seized by 
violent abdominal pain in the middle of the night. It 
was unaccompanied by diarrhcea and he had vomited 
twice. His temperature was 99-2°F and pulse-rate 100 
per min. There was tenderness over McBurney’s point 
and slight guarding. Rectal examination (there was one 
made) evinced tenderness. There was no doubt in my 
mind that the patient had appendicular colic and should 
be removed to a hospital for observation and, if necessary, 
surgery. i 
I explained the situation to the Emergency Bed 
Service, telling them I thought the patient needed 
observation in hospital as he was living a long way from 
me and there was no opportunity for me to see him 
again that day. They kindly arranged for him to be 
sent to the Westminster Hospital. When seen there ` 
several hours later there were apparently no physical 
signs and the patient was duly sent home. 

I hope that the E.B.S. will continue to help us in our 
difficulties as they have so valiantly done hitherto, and 
not be influenced by the finger-wagging of our omnis- 
cient juniors. If occasionally a case is sent which does 
not merit immediate attention, it is better thus than 
that cases should be neglected for fear of criticism from 
the resident staff. 

London, W.1. 


Srr,—I should like to give a further example of the 
abuse of the Emergency Bed Service, because in agree- 
ment with Dr. Kagan I feel it is a great pity that an 
unfair advantage should be taken of this excellent 
service. — | | 

The E.B.S. rang up a certain London hospital asking 
if it could admit a child with bronchopneumonia. The 
medical officer asked the E.B.S. to ascertain for sure 
whether or not there was an associated gastro-enteritis, 
because the ward was full of very young infants and 
there was no isolation available for a new admission. 
The E.B.S. rang back to the doctor sending in the child 
a medical officer at another London hospital—and 
was assured that there was no gastro-enteritis and the 
doctor “ would take full responsibility for the case.’ 
The child was therefore sent along for admission and 
arrived with gastro-enteritis, otitis media, and a broncho- 
pneumonia. The doctor’s letter which came with the 
case said: ‘‘ This child has suffered from diarrhoea for 
4 days and vomiting for 3 days, with evidence of 
respiratory infection and cough for 2 days.... The diar- 
rhoea has been less for the last 24 hours but the stools 
are green and slimy.”’ 


1. Clark, E. R., Clark, E. L. Amer. J. Anat. 1939, 64, 251. 
2. Pickworth, F. A. Brit. med. J. 1938, i, 265. 


E. M. HERBERT. 
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, It is cases such as this which make hospitals some- 
_ times unwilling to risk admitting a patient through the 
_ E.B.S. even when there is an available bed. 

London, W.1. URSULA JAMES. 


-DEODORISING REFRIGERATORS 


Spe Raghavachari (Sept. 27) claims that 3—4 oz. 
of activated vegetable charcoal—or twice as much 
, granulated charcoal—nicely spread out and allowed to 
remain in an el saucer on the top shelf removed all 
odour from a domestic refrigerator which held a mixture 
of fruit, milk, and other dairy products. In my experi- 
ments charcoal was tried in large quantities but failed ; 
it is possible that the circulation of air is better in a 
domestic refrigerator than in the rooms of a large plant. 

The ‘‘ refrigeration ’’ odour seems to me to be due to 
a large number of different substances and factors— 
uncleanliness, partial decomposition, fermentation,’ bac- 
terial and fungal proliferation, ‘‘ natural ’’ odours, slight 
leakages of the refrigerant, cleansing agents, and paint, 
to mention only a few. In commercial refrigerators fruit, 
meat, vegetables, milk, &c., are not kept in one and the 
same compartment. Perhaps the most lingering, pene- 
trating, nauseating, and inescapable of the “ refrigera- 
tion ’’ flavours is that due to ethylene, for which the 
chloramine spray is a complete antidote. 

St. Margaret’s Hospital, Epping. FRANK MARSH. 


INTERNATIONAL SURGICAL CONGRESS 


Trés Honoré Confrére,—Pendant le récent Congrés de 
la Société Internationale de Chirurgie qui s’est tenu à 
Londres du 14 au 20 septembre, les chirurgiens britan- 
niques se sont multipliés pour permettre aux quelques 
700 congressistes venus des pays les plus lointains de se 
rendre compte des progrés réalisés dans les installations 
hospitaliéres et dans la technique chirurgicale de votre 
pays. 

Nous vous prions d’étre notre interpréte auprés des 
chirurgiens britanniques pour leur exprimer les plus 
vifs remerciements de la Société et de tous nos confréres 
étrangers pour l'accueil si aimable qu’ils nous ont réservé. 

LEOPOLD MAYER 
Président. 
L.` DEJARDIN 

Bruxelles. Secrétaire-Général. 


HORMONE3T REATMENT BY IMPLANTING 
PELLETS 


Sm,—May I amplify, or ay a few aspects of your 
valuable annotation of Sept. 27 

Although I personally follow the surgical technique 
in asepsis, described in your annotation, there are some 
workers in this country, and at least one large clinic 
that I visited in America, where the procedure is carried 
out in outpatients and not in a surgical theatre. In 
that clinic a sharp-pointed trocar and cannula was 
used, and the site chosen was the anterolateral aspect 
of the per thigh. Strong ‘ Elastoplast’ binding 
ugareounded the limb afterwards to avoid hematomas 
which were not infrequent, and which in my experience 
do not occur with the blunt trocar that I and others use. 

I have found the subcutaneous abdominal fat a very 
satisfactory- site for implantation. The rectus sheath 
_ certainly has no advantage, nor has the rectus muscle ; 
and in those cases I have seen in which this deep site 
has been employed extrusion is at least as frequent. From 
a series of several hundred implantations I would say that 
cestrogens hardly ever extrude; desoxycortone, testo- 
sterone, and testosterone propionate rarely extrude ; 
and progesterone frequently extrudes. In order to avoid 
this I am attempting to get made progesterone pellets 
with a thin coating of testosterone or cestrone so that 
the track of the cannula and the skin incision will be 
completely healed before the progesterone comes in 
contact with the tissues. There is certainly considerable 
need for progesterone therapy by this route if it can be 
made effective without complications. 


To the comparatively innocuous danger of virilism — 


through too heavy dosage of testosterone, to which 
your annotation refers, I would add and emphasise the 
lethal danger of too great a dose of implanted desoxy- 
cortone. It is now generally recognised that desoxy- 
cortone should not be implanted until several weeks 


HORMONE TREATMENT BY IMPLANTING PELLETS—OBITUARY 


563 
after the patient is stabilised by injections; and even 
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_ then the initial implantation should be on the low side. 


As your annotation points out, it is far easier to insert 
pellets than to remove them. 
As regards flooding from an excessive dose of cestrone, 


r 


there seems to be considerable individual variation, and` 


unfortunately some patients bleed profusely after an 
implantation of only 30 mg. œstrone. Your warning, 
therefore, is well justified. 

London, W.1. S. L. Smreson. 


MASTOIDITIS AND GASTRO-ENTERITIS 


Smr,—Several letters have recently appeared in your , 


journal (Aug. 23, Sept. 13, 20, and 27) concerning 
mastoiditis and gastro- -enteritis in infants. It is con- 
ceivable that vomitus might infect the middle ear via 
the eustachian tube and thence the mastoid cells, but 
vomiting is not necessarily a feature of enteritis in which 
middle-ear inflammation is present. We must not forget 
that this particular parenteral infection is not always a 
complication but is often the cause of gastro-enteritis. 

The administration of intravenous fluid with the 
appropriate salts is so often a life-saving measure that 
any doubt cast on its safety is harmful and retrogressive. 
In expert hands exposure during the short operation 
of introducing the needle is minimal, and with modern 
technique there is no likelihood of the needle slipping 
out of the vein. Infants can and should therefore be 
fed afterwards on a nurse’s lap in the correct position.. 

The incidence of mastoid complications in gastro- 
enteritis does not seem to have varied much during the 
last twenty-five years. At the Hospital for Sick Children, 
Great Ormond Street, it was frequently sought and 
found in fatal cases long before the days of intravenous- 
drip therapy. 

Climate seems to play a definite part i in the frequency 
of middle-ear infections in infants; and it is interesting 
to find that this ætiological factor of gastro-enteritis is 
common at certain seasons in the British Isles, France, 


and Belgium but rare in Switzerland and Sweden. 


BERNARD SCHLESINGER. 


Obituary 


EDWARD FFOLLIOTT CREED 
M.A., D.M. OXFD, F.R.C.P. 


Edward ffolliott Creed, who was the second son of 
the late Rev. C. J. Creed, died on Sept. 27 at the age 
of 54. In 1910 he entered Trinity College, Oxford, as a 
scholar, and took honours in the final school of natural 
science (chemistry) in 1914. Passing on to King’s 
College Hospital medical school as a Burney Yeo scholar, 
he took the B.M. degree in 1916, and served in the 
R.A.M.C., as a captain, working on malaria at Sierre 
Leone. His early experience and training in scientific 
laboratory work led him into the pathological department 
at King’s on his return from war service, and he was 
appointed bacteriologist. On the retirement of Dr. 
d’Hste Emery in 1921 Creed became director of the 
pathological department, and director of pathological 
studies in the medical school. Always keenly interested 
in the clinical side of pathology, he became M.R.c.P. 
in 1923, later being elected F.R.c.P. in 1932. He took 
the degree of D.M. in 1927. 

‘“ Creed’s disposition,” writes T. E., 
and retiring, but in matters which a him, his 
work or department, he could always state a case with 
logic and vigour. His shrewd common sense, precise 
outlook, and retentive memory made him a capital 
chairman of committees, so that in hospital affairs his 
advice was always welcome, and it was safe to rely on 
his sound judgment and balanced consideration. As a 
teacher the qualities of lucidity and careful preparation 
were notable in his lectures. Although a hard worker 
for long hours, he always had time to explain the technical 
side of any problem, and to give useful suggestions as 
to some line of investigation ; so that to the clinician a 
chat about the pathological aspects of some puzzling 
case was always stimulating and instructive. His 
knowledge was wide and his memory excellent, and one 
rarely turned to him in vain for accurate and helpful 
information. For young workers in his laboratory 


London. 


‘was rather quiet: 
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it was a privilege to enjoy the time he would always 
gladly spend on demonstrating a section or explaining 
a technique. Nothing was too much trouble to Creed 
in these matters; and I remember well the pains he 
. took in revealing to us the then complex mysteries of the 
“Wassermann reaction twenty-five years ago. As an 
examiner his sane judgment made his conclusions fair 
to the candidates and helpful to his colleagues. 

‘“ Creed was not a voluminous writer; but his small 
output was of high quality ; nothing but the best would 
satisfy his fastidious standards or reach his level of 
meticulous accuracy. Here was an excellent example 
both to the clinician who sought his advice and to the 
young pathologist learning his trade. Although mainly 
interested in bacteriology, he was also attracted to 
hematology, and carried out some ingenious researches 
on acholuric jaundice. His early training in chemistry 
gave him a good appreciation of biochemistry ; a long 
experience of autopsies for coroners completed his equip- 
ment in morbid anatomy, so that one may look on him 
as an all-round pathologist in a sense that, is likely to 
become rare in the future as specialisation divides the 
subject still more deeply. His colleagues, who were 
all his friends, will find him hard to replace; those 
informal chats in his room, on a hundred and one subjects, 
always stimulating and instructive, and seasoned by 
his lively humour, will be sadly missed.” 

Dr. Creed married in 1923 Miss Stella Parker, and he 
leaves her with two daughters. 


CHARLES MARSH BEADNELL 
C.B., M.R.C.S., SURGEON REAR-ADMIRAL RETD. 


Surgeon Rear-Admiral C. M. Beadnell, who died at 
Petersfield on Sept. 27, was born in 1872 in a military 
camp at Rawalpindi, and in a letter written shortly 
before his death he referred to his birthplace with affec- 
tion, saying that its proximity to the Himalayas may 
have accounted for his love of mountains and of climbing 
them. The eldest son of Major C. E. Beadnell, R.A., 


a justice of the peace of Montgomeryshire, he was. 


educated at Cheltenham College and at Guy’s Hospital 
where the qualified in 1895. The following year he 
entered the Royal Navy. 

During the American-Filipino war he volunteered as 
a surgeon, and he was landed with American troops 
in the island of Luzon, where he saw much fighting. 
Here he made his collection of human crania illustrating 
the mechanical effects of modern bullets, which was 
later exhibited at Haslar Hospital and at the Royal 
- College of Surgeons. For his‘services with the Naval 
Brigade in the Boer war he was mentioned three times 
in despatches, and was awarded eight years’ special 
accelerated promotion to staff-surgeon. 

When the King and Queen of Spain travelled to 
England on H.M.S. Renown in 1907 Charles Beadnell 
was the medical officer of the ship, and he also served 
in the flagship on the China Station, H.M.S. King Alfred. 
During the 1914-18 war he served on the Shannon in 
the North Sea and later on the Vernon, torpedo school. 
He was promoted surgeon captain in 1919 and surgeon 
rear-admiral three years later. In 1922 he served as 
British representative of Army and Navy medical services 
at the International Congress of Surgeons at Washington, 
U.S.A. In 1923 he was appointed to the command of 
the R.N. Hospital at Chatham, and he held this post 
and acted. as naval member of the Medical Consultative 
Board of the Admiralty till he retired in 1926. He was 
appointed c.B. in 1924. 

On his retirement Admiral Beadnell became a director 
of the Rationalist Press Association, and soon after its 
president. His wide and varied interests are clearly 
shown by the list of his publications, which ranged from 
such naval topics as Small-bore Projectiles, Disposal of 
Wounded in Naval Warfare, and Environmental Factors 
Afloat to the Evolution of Speech, Picture-book of Evolution, 
and Origin of the Kiss. He also compiled a workman- 
like Dictionary of Scientific Terms and an Encyclopedic 
Dictionary of Science and War. | 

Beadnell’s special interest in evolution made him a 
rationalist early in life ; indeed he confesses that before 
he left Guy’s Hospital he was “a devout Agnostic.” 
His views, of course, were not always acceptable to his 
superior officers, although his sincerity and tolerance 


usually made it possible for him to speak plainly. 
Describing one of the lantern lectures he used to give 
to the lower deck, he writes: 


At the eleventh hour—all my slides had been arranged— 
a messenger came to say ‘“‘ the Commander-in-Chief wishes to 
attend, Sir.” What could I do? I went on the stage with 
my heart in my mouth thinking “‘ My goose is properly cooked 
this time.” The lecture went off well. The slides were excellent, 
man’s tail, his gill-clefts, the relationship of his old swim- 
bladder to his present-day lungs were all shown. The “‘ big 
man ”’ made a very nice and appreciative speech. I “ turned 
in ” well pleased with’ the course of events. Next morning, 
however, the sentry came to the sick bay to say the Admiral 
wanted to see me. I repaired to the “ cuddy”’ with a sick 
feeling. He was very pleasant, however, and after a while said, 
“ I enjoyed your lecture very much, but on second thoughts, 
Fleet-Surgeon, Adam and Eve are good enough for me ! ” 


Admiral Beadnell married Ellen Louisa, daughter of 
George Bailey, of Gloucester, who survives him. 


Appointments 


ANDERSON, I. M., M.D. Glasg., M.R.C.P.: 
minster Children’s Hospital. 

BURNETT, W. W., M.B. Manc., D.C.H.: asst.school M.O., Northamber- 
land County Council. 

HERZOG, E. G., M.B. Lond. : Rotherham 
Hospital, Yorks. , 

MILLER, C. M., M.D. Lond., M.R.C.P.: asst. physician, Smithdown 
Road Hospital, Liverpool. 

TAYLOR, JAMES, M.B. Belf., D.P.H. : deputy county M.0.H., co. Down. 

WILLIAMS, R. J., M.A., M.B. Camb.: resident M.o., The Royal 
Cancer Hospital (Free), London. 


Kent and Sussex Hospital, Tunbridge Wells : 


COOPER, P. T., M.B.E., M.A., M.D. Camb., M.R.C.P. : 1 
GOODWIN, G. P., B.A., M.B. Camb., D.A.: anesthetist. 
Liverpool Open-Air Hospital for Children, Leasowe : 
Hawe, P. R., CH.M. Lpool, F.R.C.S. : visiting surgeon. T 
Hay, J. D., M.A., M.B. Camb., M.D. Lpool, M.R.C.P.. D.C.H. : visiting 
pædiatrician. 
Coloniai Service: 
BUTLER, E. G. R., M.B. Dubl. : M.O., Tanganyika. 
ETTMAYER, ANDRZEJ, M.B. Polish School of Medicine : 
Windward Islands. ’ 
FERGUSON, S. C., L.R.C.P.I.: M.O., Nigeria. 
GILLESPIE, J. E. O'N., M.A., M.D. Dubl., M.R.C.P.I., D.P.M.: 
specialist (physician), Cyprus. 
deputy director of 


asst. physician, West- 


‘orthopeedic registrar, 


M.O., 


HOWELL, A. T., B.A., M.B. Camb., D.T.M. : 
medical services, Northern Rhodesia. 

LAING, A. B. G., M.B. Edin.: M.o., Malaya. 

MARLEY, N. A. ST. C., L.M.8.8.A.: M.O., Jamaica. = 

POTTINGER, J. H., M.B. Lpool, D.T.M., D.T.H., D.P.H. : Senior M.O., 
Nigeria. 

TAYLOR, H. B., M.B. Edin., D.T.M. & H.: district M.o., Bahamas. 


Births, Marriages, and Deaths 


BIRTHS 


CROFTON.—On Oct. 2, the wife of Dr. John Crofton—a son. 

GraYy.—On Sept. 26, at Edinburgh, the wife of Dr. W. D. Gray 
—a daughter. j ey 

HAMBLY.—On Sept. 30, to Dr. Elizabeth Hambly (née Cadbury), 
wife of Mr. Edmund Hambly, F.R.cC.S.—a son. 

REWELL.—On Oct. 4, in London, the wife of Dr. R. E. Rewell—a 


= —— 


daughter. i 
Ross.—On Oct. 2, at Edinburgh, the wife of Dr. R. W. Ross-—a son. 
SwaNn.—On Sept. 28, to Dr. Elizabeth B. Swan (née White), the 
wife of Dr. W. D. Swan, of Coxtown, co. Donegal—a son. 


WALKER-TAYLOR.—On Oct. 4, in London, the wife of Dr. P. N. 
Walker-Taylor—a son. i : 
ZUCKERMAN.—On Sept. 26, at Birmingham, the wife of Prof. Solly 
' Zuckerman, M.D., F.R.s.—a daughter. 


MARRIAGES 


HovuGuTon—SwirtT.—On Sept. 27, at Leighton, Salop, 
chester Houghton, F.R.c.s., to Jean Hallam Swift. 


Paul Win- 


YOUNGMAN—CHRISTOPHERSON.—On Oct. 1, at Reigate, Richard 

Youngman, M.B., to Nancye Clifford Christopherson. 
DEATHS 

BEADNELL.—On Sept. 27, at Steep, Hants, Charles Marsh Beadnell, 
C.B., M.R.C.S., surgeon rear-admiral, R.N. (retd.). 

BurNs.—On Sept. 27, at Bournemouth, William George Burns, 
M.A., M.B. Aberd., aged 52. 

CREED.—On Sept. 27, Edward ffolliott Creed, M.A., D.M. Oxfd, 


F.R.C.P., D.P.H., aged 54. i 
Evans.—On Sept. 20, at Chichester, Nelly Evans, L.R.O.P.E., 


aged 77. _ 

GaGE.—On Oct. 4, in London, Harold Courtney Gage, M.R.C.5., 
F.F.R. 

HAREE On Oct. 4, at Southport, Thomas Henry Harker, M.D. 
Lond. 

JONES.—On Sept. 28, Ronald Trevelyan Jones, M.R.C.S. 


ROBEKTs.—On Sept. 27, Wilfred Hugh Roberts, V.D., M-R.0,8. 
STOCKER.—On Sept. 28, at Bournemouth, Walter Woodley Stocker, 
M.R.C.S., aged 82. 


asst. physician. 
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= Notes and News 


ROYAL COLLEGE OF OBSTETRICIANS’ DINNER 


AT a dinner given by the Royal College of Obstetricians 
and Gynecologists in London on Oct. 3, Mr. Aneurin Bevan, 
Minister of Health, commended the college for establishing 
close association with the Empire. He hoped that he would 
‘be spared to carry to maturity the great schemes on which 
the Ministry of Health was launched. There was, he said, 
a gratifying rise in the birth-rate and fall in the infantile 
arid maternal mortality-rates ; this was due not only to specia- 
list skill but to the collective intelligence of the population. 
In reply Mr. William Gilliatt, the president, recalled that 
whereas the Royal College of Physicians was granted its first 
Royal Charter.in 1518, and the Royal College of Surgeons 
in 1800, the Royal College of Obstetricians received its first 
Royal charter as recently as last March; but, despite its 
youth, the college already had a record of useful achievement. 
This was a truly British college, with reference committees 
in the Dominions; the committee in Australia had been 
raised to the status of regional council and granted a fair 
degree of autonomy. Sir Herbert Eason and Mr. F. A. 
Maguire, chairman of the regional council in Australia, 
replied to The Guests, proposed by Mr. H. R. MacLennan, 
who suggested that obstetricians came of humble stock: 
“ We are,” he said, ‘‘ the lineal descendants of Sarah Gamp.” 


CENTENARY OF THE AMERICAN MEDICAL- 
ASSOCIATION 


THE American Medical Association was founded in 1847, 
mainly through the efforts of Dr. Nathan Smith Davis, then 
in his thirtieth year and in general practice in Broome county, 
New York State. He lived to attend the association’s jubilee 
meeting in 1897, when, “in a voice that all could hear,” 
he gave an address on the origin and development of the 

“association, and he died in his eighty-eighth year, having 
practised his profession for 67 years. The hundredth anni- 
versary of the association’s founding was celebrated at the 
centennial session in Atlantic City, in June, and a book 1 
has been published in recognition of that occasion. It 
includes a history of the association written by Dr. Morris 
Fishbein, editor of the Journal-of the American Medical 
Association, biographies by Dr. W. L. Bierring, and portraits 
of the 101 distinguished medical men who have been president ; 
and it also -describes the various ‘‘ councils and bureaus ” 


through which the association’s activities are discharged. 


The result is a volume that cannot fail to interest doctors 
of whatever nationality. Specially noteworthy are the 
particulars given of the exposures made through the Journal, 
of “ charlatans, low-grade medical schools, and fraudulent 
proprietary medicines.” Readers who know little of this 
subject may find it hard to decide which is the more astonish- 
ing and deplorable, the brazen effrontery and success of the 
quacks or the abysmal folly of their dupes. British readers 
will note with interest that Dr. George Henry Simmons, whose 
work for the association was second in importance to that 
of the founder only, was born in England and emigrated to 
the United States at the age of eighteen. From 1899 to his 
retirement in 1924, as secretary and general manager as 
well as éditor of the Journal, he made the association an 
influence of national importance. 


A PERSPECTIVE OF DOCTORS 


Tue 20th Century-Fox series of “ March of Time ” films 
has lately been augmented by a new short documentary, 


Your Doctor Today. Alastair Cooke, who gives the -commen- 


tary, refers to the advances of recent years, such as the 
sulphonamides, penicillin, and streptomycin. The. film shows 
the New York Academy of Medicine, now celebrating its 
centenary, and reviews some work in the great American 
hospitals, including the use of the artificial kidney, transfusion 
of a baby suffering from hemolytic disease of the newborn, 
and the treatment of cancer with radioactive isotopes. All 
this is good, but the sequence on British medieine is curiously 
unrepresentative, showing only the treatment of industrial 
neuroses at Roffey Park, and a corner of a laboratory at 
Oxford where Dr. V. G. Korenchevsky is investigating 


1. A History of the American Medical Association, 1847-1947. 
MORRIS FISHBEIN, M.D.: WALTER L. BIERRING, M.D. Phil- 
_adelphia and London : W., B. Saunders. 1947. Pp. 1226. 50s. 


longevity. It seems likely that 20th Century-Fox had difficulty 
in persuading most British centres’ of research to contribute 
to the film; and the result is a review which covers the two 
items mentioned with restraint and good sense, but gives no 
idea whatever of British medicine as a whole. Those who 
refuse to collaborate in this reasonable and informative kind 
of journalism might pause to consider the effect of such 
omissions on American—and indeed on British—opinion of 
our medical work. 


CLASSROOM ATMOSPHERE 


BEFORE the war between three-quarters and one million 
tons of fuel were used each year for the heating of our schools, 
at a cost of about 5s. per child. A committee appointed by 
the building research board of the Department of Scientific 
and Industrial Research recommends in its report ! a classroom 
temperature of 57-60°F. Of the heat lost from the class- 
room, 30-50% goes by ventilation, 20-30% through the roof, 
and 20-25% through the windows; thermal insulation and 
the installation of heating plant no larger than is essential 
may, it is suggested, help to achieve considerable economy. 
Moreover, double-glazing will halve the heat lost through a 
closed window. Pipes or tubular heaters at skirting level along 


‘three sides of the room probably give the most equable 


warmth; but these are difficult to clean and have been 
superseded by radiator systems. Floor-heating, the committee 
suggests, should be more widely employed ; it has the great 
advantage of keeping the feet warm, and it takes up no 
floor-space. 

For ventilation the report lays down as a minimum winter 
standard 1000-1500 c. ft. of fresh air per hour per pupil. 
This can be achieved in most classrooms by 5-7 air-changes 
per hour; and it should still be possible to keep the air 
velocity in the body of the room within the range of 20—40 ft. 
per min. In providing cross-ventilation hopper-windows 
should be fitted with side cheeks to prevent the incoming air 
being blown directly on to the children nearby ; and a heating 
surface should be placed below the windows to counteract 
the cool down-draught. The committee finds no virtue in 
continuous windows along one side of the room, opening 
down to floor level—a practice which prevents the installation 
of a heating system along this wall. 


ON USING AN ARTIFICIAL LIMB 


THE Ministry of Pensions have published an informa- 
tive little booklet ? of hints to users of artificial limbs. It 
encourages a confident attitude towards the limb, advises 
about special movements—for example, which foot to use when 
mounting stairs or descending from buses—suggests clothes 
for the limb and the way to put them on, reminds the wearer 
to look after his stump properly, and supplies some notes 
on the care of the limb itself. A paragraph on sport and 
recreations shows how little of a handicap an artificial limb 
can be. It is a useful booklet, which does not pretend to 
be comprehensive. Those who have further hints to add 
are asked to send them to the Director of Medical Services 
at the Ministry. > 


THE CHALK PIT MURDER 


Last November the dead body of a decent harmless man 
named Mudie, employed as barman in a Surrey hotel, was 
found in a chalk pit near Woldingham. He had been gagged 
and trussed up and apparently subjected to some violence 
before his death from asphyxia, due to the tightening of a 
rope round his neck. The murder was planned by Thomas 
Ley, arich Australian obsessed with insanely jealous suspicions 
of an elderly woman who had ceased to be his mistress many. 
years earlier. He had suborned Smith and others (three of 
whom turned ‘‘ King’s evidence ”) to dispose of Mudie. The 
facts were clear. The two accused, Ley and Smith, were 
found guilty.’ A fortnight after the Court of Criminal Appeal 
had refused to interfere, Ley was reported insane and removed 
to Broadmoor where he died of a seizure some two months 
later. The capital sentence on Smith was commuted when 
Ley was found insane. 


1. Post-war Building Studies, no. 27: Heating and Ventilation of 
Schools. H.M. Stationery Office. 6d. 
2. Hints on the Use of an Artificial Limb. Ministry of Pensions, 
Sanctuagy Buildings, 18, Great Smith Street, London, S.W.1. 
3. Trial of Ley and Smith (Notable British Trials Series, vol. 69). 
nae 5 t T ENNYGOA JESSE. London: Wm. Hodge.. 1947. 
D. A 8. 


ON ee ee ee me ae 


566 THE LANCET] 


The sole medical interest of the case lies in the fact that 
Ley’s obvious madness, discovered as soon as the law had 
secured the verdict of “ guilty,” could never be mentioned 
at the trial or on appeal. He chose to make a persistent denial 
of the charges; his learned counsel therefore could hardly 
pursue, as an alternative and much more hopeful defence, a 
plea of “ guilty but insane.” His earlier career had apparently 
included queer events which might have led to criminal 
proceedings; yet he had discharged without discredit the 


high office of Minister of Justice in Australia. So much we- 


now learn from the introduction which Tennyson Jesse 
contributes to the story of the crime. 


Royal College of Physicians of London l 

- Dr. Janet Vaughan will deliver the Bradshaw lecture on 
Thursday, Nov. 6. She will speak on the Anæmia associated 
with Trauma and Sepsis. On Tuesday, Nov. 11, Mr. Harold 
Nicolson will give the Lloyd Roberts lecture on the Health 
of Authors. Both lectures will be held at 5 P.m. at the 
college, Pall Mall East, S.W.1. o 


Royal College of Obstetricians and Gynæcologists 

On Oct. 3, to mark the grant of the Royal Charter to the 
college, the honorary fellowship was conferred on Sir Ewen 
Maclean, Sir William Fletcher Shaw, Prof. C. G. Lowry, and 
Prof. J. M. Munro Kerr, who are the four remaining signa- 
tories of the articles of association whereby the College was 
incorporated. 


Postgraduate Course on Rheumatism 

A weekend course on the chronic rheumatic diseases, for 
general practitioners and demobilised officers, will be opened 
by Lord Moran at St. Stephen’s Hospital, L.C.C., Fulham 
Road, S.W.10, on Saturday, Oct. 25. Full details can be had 
from the Fellowship of Post-Graduate Medicine, 1, Wimpole 
Street, W.1. 


Universities Federation for Animal Welfare i 

On Friday, Oct. 17, at 5.15 P.M., in the anatomy theatre of 
University College, Gower Street, London, W.C.1, Dr. H. R. 
Lillie, surgeon to an Antarctic whaling fleet, will open a 
discussion on Whaling Today—the Search for a Humane 
Method of Killing. Admission to the meeting is free. 


R.A.F. Temporary Commissions for National Service 
Entrants 4 . 

Doctors and dentists doing their national service in the 
Air Force will be in future granted temporary instead of 
emergency commissions. National service men holding 
temporary commissions in the Medical and Dental branches 
may apply for short-service commissions. 


Centenary of the Discovery of Chloroform Anzsthesia 

On Tuesday, Nov. 4, the University of Edinburgh is 
celebrating the discovery of chloroform anesthesia by Sir 
James Simpson in 1847. At 9.30 a.m. a scientific meeting to 
discuss the Use of Chloroform at the Present Date will be 
held in the surgery department, University New Buildings, 
when papers will be read by Prof. R. R. Macintosh, Dr. D. S. 
Middleton, and Dr. John Gillies. At noon there will be a 
laureation ceremony when the honorary degree of doctor 
of laws will be conferred on Dr. H. W. Featherstone and 
Mr. T. B. Simpson, x.c. At 3.45. p.m. Dr. Douglas Guthrie 
will give an address with a display of relics. The display 
will be open in the upper library of the Old College from 
Nov. 3 to 7 from 10 a.m. to 4.30 P.M. daily. 


Regional Boards’ Appointments 


Scottish Western Region: Sir Alexander Macgregor has been 
appointed chairman of this board in place of Prof. E. P. 
Cathcart, who has asked to be relieved of the appointment 
on account of ill health. Sir Alexander Macgregor was 
medical officer of health for Glasgow from 1925 until his 
retirement in 1946. 


The following appointments as senior administrative 
officers of hospital boards have been made: South-western 
region: Dr. G. C. Kelly (a senior medical officer of the Ministry 
of Health); Hast Anglian region: Dr. J. B. Ewen (principal 
assistant medical officer, hospitals section, Middlesex County 
Council). Mr. K. V. F. Morton has been appointed secretary 
to the East Anglian region. 
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Central Midwives Board for Scotland 

As a result of a reallocation of duties, Mr. N. D. Walker of 
the Department of Health for Scotland has been appointed 
a member of the board in place of Mr. T. A. Greig. 


Irish Tuberculosis Society 

At a meeting of this society to be held at Crooksling 
Sanatorium, co. Dublin, on Friday, Oct. 17, at 5 P.M., Dr. 
Arthur Walsh will speak on Trends in Treatment of Pulmonary 
Tuberculosis in Scandinavia; Dr. Pear] Dunleavy on Dispensary 
Organisation in Tuberculosis in Scandinavia; and Dr, Peter 
Edwards on Some Essential Requirements in Tuberculosis 
Schemes. i 


CORRIGENDUM. —The specific antigenic reaction for sgar- 
coidosis described by Prof. Haxthausen at the International 
Conference of Physicians (Lancet, Sept. 20, p. 445) was the 
Kveim reaction. 
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Diary of the Week 


oct. 12 To 18 
Monday, 13th 


RoYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
5 P.M. Prof. Ian Aird: Surgery of the Biliary System. ~ 
6.15 P.M. Dr. W. W. Mushin: Signs of Anesthesia. 
SOCIETY OF APOTHECARIES OF LONDON, Black Friars Lane, E.C.4 
5 P.M. ‘Dr. T. F. Cotton: Heart-failure and its Treatment. 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1 
3.30 P.M. Pathological meeting. 
WESTMINSTER HOSPITAL, Horseferry Road, S.W.1 l 
5 P.M. (Meyerstein lecture theatre.) Clinico-pathological Demon- 
stration on Anterior Poliomyelitis. 


. Tuesday, 14th 


ROYAL COLLEGE OF SURGEONS ou 

5 P.M. Mr.C. E. Shattock: Appendicitis. 

6.15 P.M. Dr. Mushin: Spinal Analgesia. 
Roya SOCIETY OF MEDICINE, 1, Wimpole Street, W.1_ 

5 P.M. Psychiatry. Sir David Henderson: Psychiatrio Hypo- 

thesis and Practice. (Presidential address.) 

LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 

5 P.M. Dr. I. Muende: Pathological demonstrations. 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE | 

5 P.M. (Royal Infirmary.) Dr. R. McWhirter: Living Crystals. 


Wednesday, 15th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. Grant Massie: Neoplasms of the Colon. 
6.15 P.M. Dr. E. A. Pask: Resuscitation. ` 


ROYAL SOCIETY OF MEDICINE 
5 P.M. Comparative Medicine. Mr. R. E. Glover, F.R.0.Y.3.: 
Influence of the Small Animal Breeder on Biological 
Research. (Presidential address.) 


SOCIETY OF APOTHECARIES OF LONDON 
5 P.M. DE R. D. Lawrence: Diabetes—New Theory and Treat- 
ment. 
UNIVERSITY OF GLASGOW 
8 P.M. (Department of Ophthalmdlogy.) Prof. A. J. Ballantyne: 
Ophthalmoscopic Diagnosis. 


Thursday, 16th 


ROYAL COLLEGE OF SURGEONS 
3.45P.M. Prof. John H. Garlock (New York): Surgical Treatment 
of Carcinoma of the @sophagus and Upper Stomach. 
5 P.M. Sir Stanford Cade: Cancer of the Mouth. 
6.15 P.M. Dr. R. M. Johnson: Intravenous Anwsthesia. 
ROYAL SOCIETY OF TROPICAL MEDICINE & HYGIENE, 26, Portland 
Place, W.1 ; 
7.30 P.M. Sir Philip Manson-Bahr: Practice of Tropical 
Medicine in London. (Presidential address.) 
SOCIETY OF APOTHECARIES OF LONDON 
5 P.M. Mr. Kenneth Walker: Modern Views on the Treatment 
of Venereal Disease. \ ; 
HONYMAN GILLESPIE LECTURE 
4.30 P.M. (Edinburgh Royal Infirmary.) Dr. A. S. Paterson: 
Electro-Shock and Electronarcosis in the Treatment of 
Mental Disorders. 


Friday, 17th 
ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. Murray Falconer: Principles and Results of Lumbar 
Intervertebral Disk Surgery. (Hunterian lecture.) 
6.15 P.M. Dr. Massey Dawkins: Epidural Analgesia. 
ROYAL SOCIETY OF MEDICINE 
8 P.M. Obstetrics. Dr. Helen Payling Wright, Dr. Magnus 
Haines, Mr. A. Dickson Wright, and Mr. Leslie Williams : 
Postoperative Thrombosis. 
8 P.M. ` Radiology. Dr. R. G. Reid: Interatrial Septal Defect. 
SOCIETY OF APOTHECARIES OF LONDON 
5 P.M. Dr. H. Stanley Banks: Meningococcal Disease. 
LONDON CHEST HOSPITAL, Victoria Park, E.2 
5 P.M. Mr. T. Holmes Scllors: Surgery of the Heart and Peri- 
cardium. 
ROYAL MEDICAL SOCIETY, 7, Melbourne Place, Edinburgh a 
8 P.M. Marquess of Linlithgow: Medical Rehabilitation. 
(Inaugural address.) 
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CYSTIC DISEASE OF THE BREAST 
HUMAN AND EXPERIMENTAL * 


B. D. PULLINGER 
M.D. Lond. l 
ALICE MEMORIAL FELLOW, IMPERIAL CANCER RESEARCH FUND 


THE three outstanding questions concerning cystic 
disease of the breast are the site and mode of origin of 
the cysts, their cause, and their relation to cancer of the 
breast. Is such relation fortuitous or causal ? According 
to Cheatle and Cutler (1931) 20% of all mammary cancer 
begins in cystic breasts. . 

These three questions have been investigated most 
diligently for over 100 years since Brodie’s lectures and 
classical account (1846). The work falls into descriptive, 
speculative, and experimental phases. We are now in 
the experimental period, and it is my object to examine 
critically what has been achieved in this direction and 
what still needs to be done. © 

Before these lesions were seen or reproduced experi- 
mentally in animals, there was a phase of speculation 
about the cause of the cysts. That stage of it, due to a 
fashion in the latter part of the last century which 
related everything to bacterial inflammation, may now, 
in the light of greater knowledge, be ignored. Its merits 
were that attention was focused on the chronic nature 
and. frequent localisation of the disease. 

The first suggestion of a more probable cause was 
based. on the known physiological relationship between 
the ovaries and the mammary glands. From about 1895 
experimental evidence began to accumulate opposing the 
view that nerves were primarily concerned in stimulating 


- the growth of the mammary gland, which up to then 


prevailed. 


It was found that removal of the ovaries 
arrested normal changes in the reproductive system, 
including development of the mammary glands, whereas 
subsequent transplantation of ovarian tissue led to 
renewed activity and growth. The hormone theory then 
taking shape was early applied to treatment of breast 
disease. Lett (1905) suggested that a morbid variation 


of the secretion of the ovary might be one of the pre- | 


disposing causes of cancer of the breast. Speoulating 
further on the relation between ovarian secretion and 
chronic cystic disease Lett wrote : 

“ Carcinoma, as is well known, not infrequently develops 
in a breast which is already the seat of a chronic mastitis, 
and it may be that there is a connexion between the secretion 
of the ovary, one or more of the varieties of chronic mastitis, 

- and mammary cancer,” 


CYSTIC DISEASE OF MICE 


This association, forecast.in 1905, between the secretion 
of the ovary, one variety of cystic disease, and mammary 
cancer, has since been substantiated in rats (Geschickter 
1945) and mice (Goormaghtigh and Amerlinck 1930). 
The question that has now to be asked is: does this 
association in rodents correspond to a similar condition 
in the human female? One must expect variations 
between. the human and animal diseases based on 
variation in normal anatomy and physiology. The 
human mammary gland is far richer in connective tissue. 


There is little in comparison in the normal mouse but. 


more in the rat. Both anatomical development and 
physiological maturation of epithelial elements in the 
organ in human and animal species differ consider- 
ably owing to differences in structure and in the 
ovarian cycle. Whereas in the human after puberty 
there are both cstrogenic and luteal ovarian phases, 
there is in unmated mice and some rats no luteal 


change. 
° as YT Cancer Research Fund lecture delivered in December, 
1946. 
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According to most observers the effects of ovarian 
hormones on mammary glands of all species are twofold : 
estrogens, whether natural or synthetic, cause duct 
outgrowth ; and progesterone is responsible for lobular- 
alveolar differentiation. The debatable subject of the 
exact mode of action of these hormones, whether partly 
or wholly direct, or whether the pituitary gland is inter- 
mediary, need not now be discussed. The point is that all 
agree that two hormones, follicular and luteal, are 
required for full development of the gland by whatever 
route they operate. l 

The data imply that in unmated rats and mice (and 
a few other animals) which are not pregnant or pseudo- 
pregnant no lobular-alveolar development with acinus pro- 
liferation.can be expected. In the young human female, 
on the other hand, after puberty and in the absence of 
pregnancy, @ certain but variable degree of lobular- 
alveolar differentiation is normal and due to secretion 


of some progesterone from the corpus luteum accom- 


panying menstruation. It is necessary to know the 
relationship of ovarian hormones to the development of 
glandular elements, and the differences between the 
human gland and those of rats and mice, if one is to 
follow the experimental work. ` l 

Goormaghtigh and Amerlinck (1930) claimed to have 
reproduced Reclus’ cystic disease of the breast by 
repeated daily subcutaneous injections of an æœstrin- 
containing extract into ovariectomised female mice. 
What they had achieved with this extract was as follows : 
they had induced extensive development of all the 
mammary glands and caused abundant lobular-alveolar 
differentiation in 9 out of 11 mice, though this response 
is supposed to be specific for the luteinising hormone. 
The luteinising hormone was not present either as an 
endogenous product or as an artificial application in the 
experiment. Further, there was cystic dilatation, with 
milky secretion into‘ the dilated ducts. There were also 
nodular adenomatous collections of acini, and 1 mouse 
out of 11 had developed a mammary carcinoma. Here 
was a reproduction of human cystic disease with one of 
its problems (the cause) apparently solved and another 
(the relation to cancer) intruding again. 

These changes were not uniform in the glands. They 
appeared irregularly in. different parts, and some 
mamms were unaffected. Whereas some of the ducts 
were distended with secretion, others were solid, filled 
with hyperplastic epithelial cells. When the changes 
in this experimental condition are compared with the 
final product of the descriptive study of the human 
disease (Cheatle and Cutler 1931), there is a rather close 
correspondence in spite of the underlying structural and 
physiological differences between the two species, as 
shown in the accompanying table. One of the most 
remarkable features of Goormaghtigh and Amerlinck’s 
(1930) results was the non-specific development of 
lobules of acini in response to oestrogen alone; another 
was the appearance of a milky secretion. This, as 
mentioned before, was to be expected only if luteal and 
possibly other pregnancy hormones were present. Little 
attention has been given to this important feature. 
Whatever the explanation, this development certainly 
made the likeness between the disease in the mature 
but non-pregnant human gland and the experimental 
cstrogen-treated animal glands. 


NEED FOR STANDARDISED ANIMALS 


Besides this close resemblance between the human 
and animal condition due in the latter to an atypical 
response to cestrogen in some of the mice, another point 
requires special notice. Though Goormaghtigh and 
Amerlinck’s 11 mice were all treated almost exactly 


' alike, 2 did not respond by developing a cystic state 


after receiving excess of oestrogen. 
Q 
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COMPARISON OF HUMAN AND MOUSE OYSTIO MAMMM 


_ Human cystic disease Experimental cystic 
(Cheatle and Cutler state (Goormaghtigh 
1931) and Amerlinck 1930) 


Cause.. Unknown (disordered Batriit of ovary 
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ovarian secretion sus- taining cestrogen 
pected since 1905) injected subcutane- 
, ously 
Total incidence | Unknown In 9 of 11 mice 
Ee eee Seen 
Duot changes Proliferation of smaller | General proliferation ; 
branches ; dilatation dilatation visible 
macroscopicall macroscopically only 
visible in smaller an when ducts are dis- 
3 terminal branches tended with 
above 1-2 mm. in secretion: nome 
diameter ; distributed microsco ical disten- 
in both breasts, one sion; loeriputed 
whole breast, or one variously in 9 of 11 
lobule mioe, either focal ka 


widespread: 
change in 2 of 11 miog 


Contents of | Fluid seoretion (not | Fluid secretion often 
ducts inflammatory) milky and concre- 
tous (many authors) ; 
colostrum cells (later 
authors); some 
ducts solid with epi- 
thelial cells; no deos- 
quamation, 


clear, or thick green- 
ish, sometimes 
oroamy (turbid, 
milky, or cheesy *); 
colostrum oo; ; des- 
quamated hyperplas- 
tic duct epithelium ; 
“ pale” cysts com- 


mon ; irregular pre- in irregular 
gence of periductal ses it periductal 
leucocytes leucocytes 


Acini.. Pronita Dn variable ; | Proliferation regular 
, dilatati and widespread ae 
\ 9 of 11 mice); 

tation and secretion 


*G. Keynes 


Here a digression must be made to explain that these 
observations were made in 1930, when a mouse was 
_ still just a mouse, and in laboratories, though not to 

fanciers, one mouse was thought to be quite the equal 
of another and just like it. But even then cancer workers 
knew that in at least one respect individual mice. and 
stocks of mice differed. Seme female mice developed 
cancer, whereas others did not, and some stocks had 
regularly a high incidence of mammary tumours, whereas 
others did not. 

The breeding of these stocks was preceded by the work 
of Murray (1911), who in the Imperial Cancer Research 
Fund’s laboratories had shown that female mice in whose 
ancestry cancer of the mamma had occurred not further 
back than the grandmother were distinctly more prone 
to develop cancer than were those in whose ancestry 
the disease was more remote. Geneticists also knew of 
heritable differences in mice and how they were inherited. 
A vigorous and finally successful attempt was begun in 
the U.S.A. to find out if cancer were truly hereditary and, 
if so, how it was inherited. Geneticists bred mice derived 
from various stocks in such a way as to make them 
identical. This was done by brother-and-sister or parent- 
and-ofispring matings for so many generations that, 
according to mathematical calculation, the mice were 
approximately homozygous—i.e., the genes in each 
chromosome might be supposed to be identical with 
those on the homologous chromosome in about 98% of 
mice. So-called pure-line strains of mice are the result 
of this strict inbreeding for 20 or more generations. 
So far as concerns cancer, strains were developed in 
which the breeding females had either no mammary 
tumours, or a medium incidence, or a high incidence of 
80-100%. 


v 
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HIGH-CANOER AND CANCER-FREE STRAINS 
Though the whole subsequent story of the manner in 


which mammary cancer in mice is inherited has often 


been told, the discoveries of Little and his colleagues 
and of Bittner (American Association for the Advance- 
ment of Science, 1945) must be briefly summarised. 
The mammary cancers which are apparently inherited 
in these inbred strains are due not to true chromosomal 
inheritance, though this plays a part, but in the final 
analysis to the presence in the mother’s milk of a tumour- 
causing agent. 

If newborn mice are removed from their own cancer- 
prone mothers at the moment of birth and put to be 
suckled by a mother from a mammary-cancer-free strain, 
the young cross-suckied females, when they grow up 
and breed, do not develop spontaneous mammary cancer. 
If left to be suckled by their own mothers they do. This 
implies that the agent that causes the tumours is trans- 
mitted in the mother’s milk. It is not transmitted by 
the males. (In exceptional a aa it appears to 
pass by other routes.) 

Besides the transmission of the tumour agent the 
Americans found two other conditions that were essential 
if the agent was to become effective in causing a tumour 
in every mouse suckled. They found that the soil must 
be receptive. The mammary gland must be under the 
influence of cestrogen, and the mice must be derived from 


a susceptible strain. In this latter instance the quality . 


of susceptibility was found to be inherited by chromo- 
somal transmission. This was found out by doing an 
opposite experiment. Mice from a low-cancer strain 
were transferred to be suckled by mothers from a high- 
cancer strain. The incidence of cancer in these sucklings 
when they grew up and bred depended greatly on the 
presence of relationship with a high-cancer strain. It 
was as high as that characteristic of the foster mother’s 


strain only in the first generation of hybrids whose 


father was derived from a high-cancer strain. In other 
circumstances the transferred milk-borne agent might 
become active, but the incidence of tumours was lower. 
The purpose of this digression has been to show that 
not all mice are alike but from some points of view 
they can be made so. 
under discussion, the differences between mice that can 
be fixed or standardised are twofold. First, there are 
strains of mice with a high incidence of mammary 
tumours, others with medium or low incidence, and yet 
sd that never develop this type of tumour spontane- 
y. The incidence of tumours depends on possession 
of a milk-borne tumour agent. Secondly, a high rate of 
pathogenic activity or failure of activity of the agent 
in respect of tumour growth depends on, and reveals the 
existence of, a receptivity or susceptibility or absence of 
it in various strains. The quality of susceptibility is 
inherited according to mendelian laws. There is no 
other accepted way of showing its existence than by 
what may be called the tumour test, though another 
way may become possible (Pullinger 1947). 
Since these discoveries were, made, it has become 
useful and often necessary to use these pure-line strains 


of mice for all sorts of experiments. For example, it 


was first pointed out by Boyland, of the Royal Cancer 
Hospital, that experiments on tumour therapy could ibe 
standardised by growing transplants in these strains. It 
seemed also that, if the response to oestrogens was to be 
investigated in the mammary gland, it was now logical 
to use pure-line mice, because the individuals might be 
expected to react alike. Discrepancies such as that in 
Goormaghtigh and Amerlinck’s (1930) experiment, 
when only 9 of 11 mice responded atypically, might then 
disappear. Variable factors might next be introduced at 
will instead of having them upset the results. This 
artificial kind of experimentation has no bearing on the 
response of the human gland to hormones, because all 
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humans are mongrels. This very fact makes it impossible 
to analyse variations that may be encountered in physio- 
logical response without the aid of standardised 
i 

ŒSTROGENS 


Before starting to test any of the mice for response 
to estrogens, another step had to be taken and another 
digression must be made. (Œstrogens are formative 
agents in the mammary gland. They cause its epithelial 
ducts to grow and multiply so that, if one wants to find 
out what cestrogens can do in any strain on either a 
quantitative or qualitative basis, all other known 
formative agents must be eliminated from the experi- 
ments. Other than hormones the only formative agent 
known to be present in some mouse strains is the milk- 
borne agent of mammary cancer. If, therefore, the 
response to cstrogen alone is to be examined, the mice 
used must be first, freed from the tumour agent. It might 
be argued that this step is unnecessary, that one could 
not possibly mistake tumour growth for anything else, 
because it is localised and unmistakable. This may be 


so, but it must be remembered that in many of the high- 


cancer mouse strains mammary tumours are multiple. 
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There are also many stages in the process of forming a 
fully developed malignant tumour. The earlier stages of 
proliferation are not recognisable as tumours. It could 
not be said of any particular region that had responded 
to cstrogen that the milk-borne agent had not taken 


part. This requirement necessitated the breeding of a 


special subline of two of the high-cancer strains free from 
the milk-borne tumour agent. It was done by the method 
of cross-suckling young from the moment of birth and 
then breeding from the transferred litters. From the two 
sublines so obtained from the two strains breeding females 
were obtained that did not develop tumours in 3—6 years. 
The mice tested to determine the response of the mam- 
mary gland to single or once repeated large doses of 
e@strogen were young mature virgin females of these 
strains. To make so far as possible the results com- 
parable by subjecting all the mice to the same dose of 
ceestrogen it was necessary first to remove the largest 
single source of natural estrogen, the ovaries. 


STRAIN RESPONSES TO (ESTROGENS 


Bilateral ovariectomy was done about the 56th day 
(Estrogen was applied within 24 hours. If the 


of life. 


Fig. |—Response to 400 ug. of cestrogen In a 3rd thoracic mammary gland of an R3 mouse deprived of ovaries and of the tumour agent. ( x 6.) 


‘Fig. 2—Enlargement of field outlined in fig. I. 


Fig. Ties oer a to 400 pug. of cestrogen in a 3rd thoracic mammary gland of a Strong A mouse deprived of ovaries and of the tumour 


agent. (x 6.) 


Fig. 


Tblack) and R3 parents. (x 6 


4—Response to 800 ug. of een in a 3rd thoracic mammary giand of a first-generation hybrid female deprived of its ovaries, from C57 
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application is delayed longer, the mammary ducts will 
probably atrophy and subsequently not respond. The 
estrogens separately tested were the naturally occurring 
ones, cestradiol and ketohydroxyestrin. If these chemi- 
cals are dissolved in oil or included in pellets and put 
under the skin, their rate of absorption is variable and 
slow. To get a rapid response within a short or limited 
time, acetone solutions were applied to the skin. The 
original dose used, 400 ug., was probably excessive. For 
some purposes it was applied on one occasion only, for 
others it was repeated after an interval of 20 days. Full 
details of the experiments and results have been 
published by Pullinger (1947). 

- After a single dose of 400 pg. the mammary glands of 
one of these strains (R3) responded vigorously, similarly 
and in an unexpected manner to both cstrogens. It 
was unexpected, when one recollects that the normal 
response consists of duct outgrowth only. In the test 
mice of this particular strain, having susceptibility to 
cancer but-no milk-borne agent and no tumours, not only 
did the ducts grow out and branch extensively but also 
there was considerable pseudolobular-alveolar develop- 
ment giving rise to clusters of acini and. distension of 
‘both ducts and acini with secretion. Some of the acini 
were ballooned out and cyst-like, and the ducts in 
cross-section appeared cystic. Œstrogen alone produced 
this change, which, according to previous knowledge of 
it, should have required the combined action of cestrogen, 
progesterone, and probably a lactogen. It is a patho- 
logical adenosis with secretion and distension (figs. ] and 2). 

This reaction is the cystic disease of mice discovered 
by Goormaghtigh and Amerlinck (1930) and since 
confirmed by many others, chiefly in male mice. In the 
present experiments it has been obtained in a cancer- 
susceptible strain (R3), after freeing it from the tumour 
agent, in ovariectomised virgin female mice. It was seen 

-constantly in every mouse examined after treatment 
with a single large dose of 400 ug. of either cestrogen. 
This is the condition that has finally to be compared 
with human cystic disease of the breast. It is clear, so 
far, that it is independent of the milk-borne tumour 
agent, of cancer, and of failure of involution, and is 
‘probably due to excess of estrogen. The normal output 
of cstrogen is unknown—only what is excreted and. the 
minimum required to produce estrus are known—but 
I have other data which indicate that the dose used was 
excessive, even from the point of view of- causing a 
pathological rather than a physiological response. The 
response to 400 ug. was similar for both cstrogens used. 

At the time that these atypical responses were obtained 
by me it was still uncertain that the milk-borne agent 
had been eliminated, because insufficient time had elapsed 
for tumours to arise if they were going to do so. It seemed 
then advisable to repeat the same test in mice of a strain 
that had never developed mammary tumours in these 
laboratories nor borne the milk agent. 
tested (C57 black) gave a typical normal mammary-gland 
response to both cestrogens similar to fig. 3. By increasing 
the dose of cstrogen and by prolonging the test period, 
some slight indications of acinus development could be 
found but no distension and no milky secretion. 

It was clear from this result that there existed a strain 
difference in response long suspected by others through 
experiments on male mice. It then seemed possible 
that the hereditary-susceptibility factor in the causation 
of tumours might reveal itself morphologically in this 


capacity to undergo cystic mammary change in response. 


to excess oestrogen. 
The next strain (C3H), also having a high incidence of 


mammary cancer but not freed of the tumour agent, 


' confirmed this suspicion by responding similarly though 
less uniformly. But mice of the fourth strain (Strong A), 
also having a high mammary-cancer incidence, responded 
like normal mice, whether or not the test animals had 
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been freed from the tumour agent (fig. 3). Only after 
prolonged application of smaller doses was a tendency 
seen at length to some localised formation of small acini. 
Thus it seems certain that the capacity to react by cystic 
dilatation combined with adenosis-like proliferation, 
which is hereditary in certain strains, is not correlated 
with that hereditary factor which underlies susceptibility 
to cancer. 


CYSTIC DISEASE IN RELATION TO MOUSE CANCER 


It is certain also that cystic disease artificially induced 
in some mouse strains is independent of the cancer- 
producing milk-borne agent. In this respect the mouse 
condition conforms to the opinion expressed by Cheatle 
and Cutler (1931) that in humans cystic disease is a 
disease sui generis and not part of a cancer process. Nor 
in the mouse ig it a prerequisite of milk-borne mammary 
cancer. It is claimed, however, that in mice of inbred 
strains that are devoid of milk-borne tumour . agent 
methylcholanthrene, a powerful carcinogen, can cause 
mammary tumours, whether it is applied locally or at 
a distance. Perhaps these methylcholanthrene- induced 
tumours are more readily caused in mammæ of those 
strains which respond atypically to cstrogens. This 
point has still to be decided. 

A comparison of cystic disease in rat and human 
mamms might be even more valuable than in mouse 
and human, because, in rats fibro-adenomas can be 
induced as ‘well as cystic disease and carcinoma 
(Geschickter 1945). Rat strains are not yet homozygous 
from long pure-line inbreeding, nor has a separation of 
the tumour-producing stimulus been found and effected. 
This renders them unsuitable at present. 

In this comparison between the mouse cystic state 
and human cystic disease some discrepancies still remain. 
These’concern the localisation of the disease, the exact 
process by which it arises, and its hereditary basis in mice. 


LOCALISATION IN MOUSE AND HUMAN SUBJECTS 


In the human, both breasts, one breast, or one lobule 
may be affected. This is curious if the disease is caused 
by an excess of hormone, which one might expect to be 
distributed evenly by the blood-stream. In the mouse, 
when one examines responsive inbred strains, the 
peculiar reaction is found in every part of every gland. 
It is at this stage that one can deliberately introduce 
complication into the experiments. Having got a stan- 
dard response in pure-line inbred mice, one can proceed 
gradually from the known to the unknown and examine 
in turn hybrids derived from peculiar reactors and 
normal reactors and then unselected mongrel mice, 

Hybrids were bred from two strains, one (R3) reacting 
vigorously and atypically, the other (C57 black) normally 
by duct outgrowth only. First-generation female progeny 
only were tested, and that hybrid which lacked the 
milk-borne agent (C57 x R3) was chosen. A double dose 
of twice 400 ug. of cestrogen was given. The results were 
curious. Part of each mamma reacted like one parent, 
part like the other, the proportion being about half and 
half (fig. 4). Every female of all litters examined 
responded similarly. The division into two parts was 
seldom quite exact. If ducts from the non-reacting 
half were traced back, it was usually possible to find 
one that, on the whole, reflected the non-reacting parent 
yet here and there carried on it a few cystic acini. In 
many specimens there was a suggestion that a position 


at the periphery of the gland favoured cystic change, 


but this was not always so. The dual response in these 
hybrid mice suggests that localisation of cystic response 
is hereditary. 

In another experiment hybrid mice of the first genera- 
tion of the same cross which had been allowed to breed 
completely at random were tested. A’ few young’ virgin 
females were picked out at random and ovariectomised 
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at the age of 2 months and ‘treated similarly with 
- œstrogen. In most of these there was a variety of 
response in all mamms, and a few mice showed the two 
extremes of the two original parents. 

‘On another occasion mongrel mice were obtained from 
a dealer in Liverpool, chosen because, so far as one knew, 
there was no breeding of pure lines in that town and no 
chance of dealers there getting pure-line mice into their 
stocks via experimental laboratories. Eleven white mice 
(not all albinos) were tested in the same way for their 
mammary-gland response to cstrogen. Again there was 
a variety of reaction. Some mammæ responded normally 
by duct outgrowth, others showed a localised lobular- 
alveolar response, and the mammæ in one mouse resem- 
bled the highly atypical response of the R3 strain in 
quality but not to the same degree. The existence of 
this capacity in some mongrel mice to respond atypically 
points to selection of this quality in pure-line mice from 
similar ancestors by inbreeding. It appears to be a 
coincidence that milk-borne-agent carrying capacity, 


inherited susceptibility, and a peculiarity of response in | 


the mamma have been inbred together. 

The inherited capacity for a localised atypical response 
strikes one at first as very unusual, but it is no more and 
no less odd than a peculiar human trait—e.g., a facial 
expression or nose handed down from generation to 
generation while other qualities vary. The fact that a 
peculiar response is localised, for example, in the half- 
and-half reaction of the first. hybrid generation, indicates 
also a localisation of special sensitivity in parts of the 
mammary epithelium. It is not a function of the pituitary 
gland. But for this tendency to localisation of response, 
it might have been thought that the pituitary glands of 
the reactors had been stimulated by cestrogen alone to 
secrete all the mammogens needed to produce it. Perhaps 
the data_ provided by the mice serve as a clue to 
localisation of cystic disease in the human subject. 


MODE OF ORIGIN OF THE CYSTIC STATE 


In comparing the exact method by which the cystic. 


state arises in human and rodent there are two remaining 
problems: (1) the mechanism of distension ; and (2) the 
existence of any evidence of variation in response to 
estrogens in human mammary epithelium. 

In rodents it is clear that distension is passive, due to 
rapid ‘secretion of a milky fluid before which walls of 
-ducts and acini appear to give way. So far as my observa- 
tions have gone of the artificially created cystic states, 
the distending force operates locally; the effects of a 
-collection of fluid at one place are not transmitted back. 
Secretion and proliferation of ducts and acini are active. 
Epithelial hyperplasia within the lumen of the ducts 
-was -absent except in outgrowing ducts while they were 
‘ander the influence of estrogen. Desquamation was 
-rarely seen in the absence of milk-borne agent. 

In the human disease the view taken by Cheatle and 
‘Cutler (1931) was that distension was passive, especially 
‘in reference to duct distension, and was due to a secreted 
‘fluid. It was not inflammatory in origin. But they 
thought also that epithelial hyperplasia and desquama- 
-tion of epithelial cells played an essential part in opening 
--up the lumens of acini and in breaking down partition 
rwalls between, them. Nevertheless they state : 

“* In some instances the peripheral ducts and acini which 
have undergone cystiphorous changes only lead into large 
. dilated ducts which exhibit no indication of epithelial hyper- 
plasia and no cause for their obstruction. Their dilatation 
»is due to their passive distension induced by the fluid 
- secreted by the disease situated at their. periphery.” | 

-In one and the same specimen one may often see both 
epithelial hyperplasia with desquamation and distended 
cystic ducts. The relationship, if any, between these two 
static pictures is a matter of guess-work. They may not 
be stages in one process. 
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This discrepancy of observation and interpretation - 


between the human and rodent conditions is the most 
important that has been found in the course of this 
comparison. It might be resolved by assuming’a differ- 
ence in reactivity of epithelial cells in different parts of 
the duct and acinar systems in humans and mice. Such 
a difference is reflected in the sites from which tumours of 
the breast arise. In the human subject, according to 
Cheatle and Cutler (1931) and to Muir (1941) and most 
other observers, proliferation and malignant epithelial 
change are almost invariably intraductal. In the mouse, 
according to Bonser (1945), the malignant, change is 
acinar in origin. It seems probable that responsiveness to 
formative stimuli is more pronounced in acinus-forming 
cells in the mouse, whereas in the human duct 
epithelium and acinar epithelium are equally responsive 
to hormonal impulses and the duct epithelium is more 
so towards malignant proliferation. 


VARIATION IN RESPONSE OF HUMAN MAMMZ TO 
ŒSTROGENS 


The question remains whether there is any evidence of 
individual variation among human subjects in response 
to estrogens. Two es of mammary parenchyma 
have been described in girls at and after puberty. There 
is also some controversy over changes that may accom- 
pany menstruation. This controversy applies to both 
types of gland and does not concern the present problem. 
It seems to be the case that the developing ductule at 
the end of a duct or branching from ‘it is most often a 
compact structure with small patent lumen, but Dawson 
(1934), Dieckmann (1925), and Ingleby (1942) have also 
described dilated ductules, which are referred to as 
infantile or immature. Ingleby has suggested that 
cystic disease may arise. in a type of mammary gland 
originally immature in morphological type. When acted 
on by the functioning ovary, the ducts and tubules 
continue to grow and distend, and in course of time give 
rise to signs and symptoms in virtue of distension. 

The condition which occurs in women in the middle 
period of life differs from the immature pubertal gland 
essentially in increased proliferation and distension of 
ductules accompanied by secretion. The relationship, 
shapes, and sizes of ducts and ductules are most reveal- 


Cai 


ingly displayed by the thick-slice method of Ingleby 


and Holly (1939). When preparations made in the same 
way of the infantile type of adolescent breast and of 
adult cystic disease are compared, their similarity is 
striking. Allowing for differences in magnification, many 


of Ingleby’s ilustrations resemble also the induced 


cystic state in mice (fig. 2).f 

Cheatle and Cutler (1931) mention two instances of 
cystic ducts in infants, one localised, the other wide- 
spread. At this stage the mamm® are pubedt to the 
influence of maternal cstrogen. 

Ingleby’s (1942) interpretation of the origin of cystic 
disease differs from that of Geschickter (1945) in that 
it emphasises an individual difference in anatomical 
type of gland rather than the action alone of œstrogen 
and progesterone imbalance. The occurrence of localised 
cystic disease strongly favours Ingleby’s interpretation, 
and so does all the evidence from experimental mouse 
pathology. Evidence of inheritance of cystic disease 
seems not to have been collected. Geschickter mentions 
three sisters affected by it. 


SUMMARY 


Human and experimental cystic disease of the breast 
are comparable. 

Discrepancies exist in the interpretation. of the way the 
cysts develop. 

Both conditions are probably brought about by excess 


t All figures of mouse glands are photomicrographs of bulk stained 
“whole mounts. 
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of estrogen acting on mammary epithelium that responds 
atypically. ' 

The decisive factor is not merely excess or imbalance of 
estrogen but the nature of the parenchyma. 

Cystic disease of the breast is an entity independent 
of mammary cancer. 

It does not predispose to mammary cancer of mice 
when the cancer is activated by the tumour agent. 

Its relationship to chemical carcinogens remains to be 
aeverminge 
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Ir is recognised that the source of Staphylococcus 
pyogenes * causing sycosis barbæ may be a focus present in 


some part of the upper respiratory tract, particularly the _ 


nose and even the apparently healthy nose. Burrows et al. 
(1945) showed that relapses of sycosis barbs were reduced 
by application of penicillin cream to the anterior nares 
as well as to the infected skin of the beard area. They 
‘emphasised the necessity for concomitant treatment 
of any active manifestation of sepsis, such as nasal dis- 
charge, blepharitis, and otitis media or externa. There 
does not appear, however, to have been any previous 
attempt to correlate serological types of Staph. pyogenes 
causing the lesion with those isolated from the panients 
own upper respiratory tract. 

The objects of the present investigation were (1) to 
study the effect of treatment of sycosis barbæ with 
penicillin cream, and (2) to compare serologically the 
strains of Staph. pyogenes isolated from the lesions with 
those found in the nose, eyes, or ears of each patient. 
The subdivision of Staph. pyogenes into serological types 
has enabled us to use the bacteriological findings in 
explaining cure, relapse, or recurrence of infection and 
failure of penicillin treatment. - 


PROCEDURE = 


Bacteriological—On first examination swabs were 
taken not only from the skin lesions but also from the 
nostrils and throat, and (if they appeared to be infected) 
the ears and eyes. Further swabs, particularly from the 
nose, were taken at intervals during treatment and 
immediately before the patient was finally discharged. 
All swabs were cultured on two blood-agar plates, one of 
which contained 1/500,000 gentian violet, to disclose 
the presence of hemolytic streptococci. 

* The name Staph. +, pyogenes denotes coagulase-positive strains of 


Staph. aureus, this property being at present recognised as the 
in-vitro test of actual or potential pathogenicity. 


DR. HOBBS AND OTHERS: SYCOSIS BARBE 


55. 
(1911) aie Scientifio Report of the Imperial 


{ocr. 18, 1947 


Coagulase-positive colonies of staphylococci -were 
selected by using the slide coagulase test (Cadness- 
Graves et al. 1943); and any colonies showing doubtful 
reactions were re-examined by the tube test (Fisk 1940). 
At least two colonies were subcultured for typing. 

Serological typing was carried out by Cowan’s slide 
agglutination technique (Cowan 1939), using in the first 
instance the set of sera, absorbed and unabsorbed, 
suggested by Cowan. These were supplemented by 
absorbed sera prepared from strains differing antigenically 
from Cowan’s types I, 11, and 111 and isolated by Christie 
and Keogh (1940) and by one of us (B. C. H.). Cowan’s 
nomenclature has been adhered to as a basis, but several 
strains which did not fit clearly into one or other of his - 
types were identified by using these additional absorbed 
sera. 

Penicillin. sensitivity tests by both plate and tube 
methods were carried out on the infecting strains of 
Staph. pyogenes when they were first isolated and from 


. time to time during treatment. 


Treatment.—Cream containing. penicillin 500 unite 
per g. in 25% or 30% neutral ‘ Lanette wax sx’ in 
water (Gough et al. 1945) was issued to all patients with 
instructions to apply the cream to the face night and 
morning or oftener if desired, and to insert the cream into 
the nose with a throat swab and to inhale vigorously. 
An alternative suitable cream was the same concentration 
of penicillin in lanette wax sx 18%, glycerin 7%, and 
water 75%. Penicillin cream as described was also issued 
containing either 1:0% or 15% ‘ Phenoxetol’ as a 
preservative against contamination with gram-negative ` 
bacilli and moulds (Gough et al. 1944). 

Fresh penicillin cream was issued at weekly or fort- 


. nightly intervals until the facial lesions had cleared and 


the infecting strain had disappeared from the nose. 
If the infecting strain persisted, treatment in the nose 
was stopped after two or three months. On discharge / 
patients were told to report immediately should any 
lesion recur. If profuse nasal carriage of the infecting 
strain of Staph. pyogenes was suspected to be associated 
with some pathological condition of the upper respiratory 
tract, the patient was referred to the ear, nose, and throat 
department for investigation and treatment. 


RESULTS 


Staph. pyogenes was isolated, usually in pure culture, 
from the facial lesions' of each of the 23 patients 
investigated. 

Table 1 shows the -degree of correlation obtained 
between the strains of Staph. pyogenes found in the 
lesion and in the nose of 19 patients whose strains were 
typed. In each of the 17 patients in whom staphylococci 
were found in the nose the strains were of the same 
serological type as those in the skin lesions: 16 of these 
showed one type only, and case 10 had two types. The 
corresponding organisms were found in the throat in | 
2 instances, and in the eyes of 2 patients with blepharitis. 
Nine different types were isolated from lesions. The 
incidence was Ime four times; 1, Ib, and C.K.5 three 
times; 1636 twice; and Ia, Ia, rib, and 111/5 once 
each. It was exceptional at the first examination to 
find more than one type in the same patient. 

Owing to the failure of some patients to attend the 
clinic regularly, the duration and end-results of treatment 
could be followed in detail in only 13 cases, and a summary 
of the results is shown in table rm. The cases may be 
conveniently divided into four groups based according to 
the results of treatment and the bacteriological findings. 

Group A contains 6 men in whom the first treatment of 
lesion and nose with penicillin cream led to the lesion healing 
with elimination of the staphylococci from both sites. Of 
these, cases 10 and 20 have remained free from recurrence for 
at least six months, and no Staph. pyogenes was isolated from 
the nose of either patient at the last time of swabbing. Case 13 


$ 
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TABLE I—OORBELATION BETWEEN SEROLOGICAL TYPES OF 
Staphylococcus pyogenes FOUND IN THE LESIONS OF SYOOSIS 
BARBÆ AND IN NOSE AND THROAT 


Type of Staph. pyogenes found in— 


Case 
no. 
7 Lesion Nose Throat Other site 
1, 0.K.5 C.K.5 - - C.K.5—eye 
2 Ib Ib ae as 
3 IIIc IIIc + 
4 IIIb IIIb IIIb 
5 IIIc Lic ~ eek 
6 Ia Ia _ f Ze 
i mais : m5 l + C.K.9—antrum 
9 Ib Ib — s 
10 Hia Ia and I ~ Tila & I—eye 
11 _C.K.5 K.5 _ Si 
12 I I és 
13 0O.K.5 0.K.5 C.K.5 es 
14 I I = ee. 
16 IIIo IIIc =— ee 
17 IIIc — — 
18 Ib X rE: — e 
19 1636 1636 
+, Staph. pyogenes present—not examined arogis : —, no 


Staph. pyogenes found ; H.S., hemolytic streptococci 


enad & very slight recurrence while he was ill in bed with 
a severe cold, but the few spots cleared at once with penicillin 
cream. Nose swabs taken at the end of the investigation 
showed Staph. pyogenes of a type different from that causing 
the original infection. Cases 17, 21, and 22 have so far not 
reported at the clinic after the primary lesions had healed. 
Group B consists of 4 patients in whom relapse took place, 
the term “ relapse”’ being used to indicate reappearance of 
sycosis due to the same type of Staph. pyogenes as caused the 
original skin infection. Of these patients, 3 were re-examined 
four months after the relapses had been treated: 2 had 


remained clear of infection ; case 23 showed no Staph. pyogenes “ 


in the nose, case 1 showed Staph. pyogenes of a type different 
from that originally isolated from lesion and nose. Case 5 
was suffering from a further relapse at the time of the follow- 
up examination, and swabs from lesion and nose showed the 
same type of Staph. pyogenes as had caused the original 
infection. Cases 1 and 5 had had blepharitis for twenty 
years and six years respectively ; they reported persistence 
of the condition in spite of treatment, though there was 
improvement in case 1. The fourth patient (case 2) did not 
appear for re-examination after the relapse had cleared. 

Group o includes 2 patients in whom sycosis recurred 
due to a type of Staph. pyogenes different from that which 
caused the original infection. 
months after the recurrence had cleared. He had remained 
free from infection during this period, and nose swahs revealed 
Staph. pyogenes of yet a different type from those found in the 
lesions and nose on the two previous occasions. 

Group D illustrates, the only case in which the infecting 
organisms were penicillin-resistant and the treatment failed. 
Repeated attempts were made to clear the infection by inject- 
ing as much as 10,000 units of penicillin locally into a large 
lesion on the chin which had developed into a pocket of pus, 
but little improvement was noted. Table mı illustrates the 
progress of 3 cases representative of the first three groups. 


The clinical improvement was usually immediate and 
dramatic, as described by Roxburgh et al. (1944) and 
others, but it seemed advisable to continue treatment 
until the nose was clear of staphylococci. In one 
patient (case 7) who had had sycosis for fifteen years 
there was a surprising improvement in the texture of 
the skin when the infection was controlled. Another 
(case 1) could shave properly for the first time for fifteen 
years and said that within a few days of the start of 
treatment he had the best shave for twenty years. When 
associated blepharitis was treated, eyelashes grew and 
stayed in for the first time for years. Relapse came as a 
bitter disappointment to a high proportion of the patients. 
These relapses, however, usually responded to a second 
course of treatment. Some of the relapses occurred 
during treatment, probably owing to inactivation of 
the penicillin cream by the development of acid in the 
autoclaving of lanette wax sx (see Gough et al. 1945). 
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DISCUSSION 


The bacteriological findings in sycosis barb# show 
that the same types of Staph. pyogenes occur in the skin 
lesion and in the nose, and they provide further evidence 
to support the view that the beard becomes infected and 
reinfected by nasal discharge, by the hands of a persistent 
nasal carrier, or by the handkerchief. A study of the 
therapeutic effect of penicillin on these cases shows that 
æ proportion can be cured, provided the infecting strain 
is also eliminated from other sites, such as the nose. 
Roxburgh et al. (1944) report good results with penicillin, 
but in one case there was not even temporary cure, 
probably owing to continued reinfection from nasal- 
discharge. Du Boulay (1946) recorded improvement, 
but with some persisting infection in 5 cases of sycosis 
treated with penicillin cream; no mention is made of 
treatment of nose or other source of infection. Treat- 
ment must be directed to this end ; but, even if elimina- 
tion of the infecting strain is successful, it is no guarantee 
against relapse due to the same type or against recurrence 
of sycosis due to infection by a different type of Staph. 
pyogenes. In those who relapse with the same type, it 
is not possible to say whether the organisms persisted 
in the nose or whether the patient was reinfected from 
without. The possibility of persistent skin carriage— 
e.g., in the hands—of the infecting strain must 
also be considered ; no attempt to determine or control 
this possible source of infection was made in the 
present series. Failure is also to be anticipated if 
the organism is penicillin-resistant. This was so in 
l of our 19 cases. | 


TABLE II—PERIODS OF TREATMENT WITH PENICILLIN CREAM 
NECESSARY TO CURE PRIMARY LESION AND RELAPSES 


| Be| dad 
g ey ad S 
35g EISE| SE |38|28 
Case | S$ i Sz iq, o IQF 3s Remarks 
no. ae / Cn) F2) 82 | 92/38 
3 |89 8 S| 93 z4 È 
B | Se ae EE 8/85 
. fale) FB lgsl ag 
© A 
E BE 
Group A | 
i7 10 5 4 
oH iu $ : | K i Presumed cured | 
10 N |] 7 : 
22 t/s: 7 e | 4 = 
Group B | 

1 20 4 | 24 6 | One relapse; inter- ` 

| mittent treatment 

34 weeks 
23 6 3 6 1 l One relapse ; inter- 
| mittent treatment 

10 weeks 

2 5 7) 17 2 i One relapse; inter- 
mittent treatment 
26 weeks 

5 6 2 2 13 : 6 4 | Two relapses; the 
i first may be con-= 

sidered a continua- 
` o tion of the primary 
infection due to 
inactivity of. the 
penicillin ; inter- 
mittent iesatinent 
A | 27 weeks ' 

4 5 5; 12 11 1 ap 51i One presumed 
relapse and one 
| recurrence; in 

mittent treatment 
| 43 weeks 

6 13/,/ 13 7 2 A 2 | One relapse and ene 
recurrence ; 
| mittent Eccatmont 

n 31 weeks 

D 2| 2| Per- |. Infection persists 

sisting") due to a penicillin- 


resistant strain of 
Staph. pyogenes 
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TABLE IlI—OASE-RECORDS OF 3 PATIENTS REPRESENTATIVE OF GROUPS A, B, AND C 


Type of Staph. pyogenes in— 


Group Date Treatment Remarks 
Lesion | Right | Lett | Other sas 
nostril | nostril site 
A _ |Case 13(aged 34) 
` Oct. 9, 1945 O.K.5 | C.K.5 | Throat | Penicillin cream, face | Sycosis barbæ for 8 years, chin and cheeks 
C.K.5 and nose : 

Oct. 16, 1945 zz bs sa we %3 Ss Almost cured $ 

Oct. 30, 1945 sa E = ss Penicillin cream, nose | Face clear 

Nov. 13,1945 | .. Ilic - - a2 Face clear: discharged 

Nov. 27, 1945 vi = i ee ae clear ; duration of treatment 3 weeks; 

Dec. 11,1945 | .. IIIc = ie primary cure 

B Case 1 (aged 48) l 

Feb. 220 1945 | C.K.5 | C.K.5 | C.K.5 sj Penicillin cream Sycosis barbæ for 20 years with blepharitis ; very bad 
during last 4 years; loss of eyelashes 

Mar. 6, 1945 ‘4 Ss zú es F s Very muchimproved | : 

Mar. 20, 1945 l R es Now quite healed; eyelashes growing, treatment 
stopped 

Apr. 24, 1945 ie ee os a .Penicillin cream plus | Returned to work: shaves with comfort; 2 or 3 

phenoxetol . pustuies on left side of face; ceased to-a ttend clinic 

Sept. 4, 1945 | C.K.5 | C.K.5 | C.K.5 | Eyes | Penicillin cream, face, | Slight relapse on face with some blepharitis during 

C.K.5 nose, and eyes last 3 months 
Sept. 25, 1945 és C.K.5 — Eyes — 5 ” Lesion cleared; one spot only; eye still sore 
Oct. 16, 1945 ie = - |Eyes—| Penicillin cream for | Face clear; eye improved 
eyes 
Nov. 13, 1945 So 1636 _ Eyes % ” Face clear ; eye still sore 
IIIc l 

Nov. 20, 1945 2 - _ Face clear; eye clear; discharged; treatment 
intermittent 34 weeks; one relapse cleared by 
treatment of lesion, nose, and eyes with penicillin 
cream 

C Case 6 (aged 53) 

Apr. 17, 1945 Ia Ia - = Penicillin cream Sycosis barbæ 18 months, chin and lower lip; had 
already received penicillin treatment at another 
hospital, and a relapse had occurred 2 weeks earlier 

July 20, 1945 ee = Ta Ib age Lesion cleared ; infecting type still in nose ; treatment 

, . stopped ; patient discharged 
Sept. 4, 1945 Ia Ia — Penicillin cream, face | Relapse (7 weeks later) due to original type still — 
and nose ee ha and present still in nose; i treats 
ment res 
Patient did not attend.clinic when cured 
Nov. 8, 1945 Ir II IT Eyes | Plain penicillin cream, | Recurrence due to a fresh type of Staph. pyogenes, 
: IT face, nose, and eyes also present in the nose and eye 


Nov. 20, 1945 ee = = 


Face and nose clear; patient discharged ; treatment 
intermittent 31 weeks : one relapse and one recur- 
ronce cleared with penicillin cream applied to lesion 
and nose 


—, no Staph. pyogenes found. 


No serious ill effects were observed from the penicillin 
cream or the penicillin and phenoxetol cream in this 
series, but penicillin contact dermatitis may also be the 
cause of failure in treatment, and in some of the patients 
treatment had to be suspended temporarily because of 
reaction to penicillin. In a case of seborrheic dermatitis 
in which there was secondary infection with Staph. 
-pyogenes, local treatment with penicillin cream produced 
edema and erythema, and systemic injections pro- 
duced a generalised rash. 

It is not suggested that penicillin in the form of cream 
is necessarily the best means of treating the nose, but 
it was convenient to try it and thus keep the procedure 
simple. All those treated were outpatients, and it was 
impossible to provide an alternative method. Sprays 
or snuffs, however, may prove more effective. 


SUMMARY AND CONCLUSIONS 


Penicillin cream is effective in curing sycosis barb, 
provided the infecting strain of Staph. pyogenes is sensitive 
to penicillin. 

The same serological type of Staph. pyogenes is usually 
present in lesion and nose, and failure-to eliminate the 


strain from the nose may lead to relapse. The nose 
should therefore be treated at the same time as the 
lesions. 

Penicillin cream is generally effective in clearing 
Staph. pyogenes from the healthy nose unless the strain 
is resistant to penicillin. Reinfection of the nose by the 
same or a different type of Staph. pyogenes may be followed 
by a recurrence of the skin lesion. 

The penicillin sensitivity of all infecting strains of 
Staph. pyogenes, both in the lesion and in the nose, 
should be determined. 

We wish to thank Dr. V. D. Allison for much encouragement 
and helpful advice, and Dr. B. Thomas and Dr. T. Phillips for 
assistance with the clinical side of the work. 
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INTENSIVE TREATMENT OF KALA-AZAR 
WITH SODIUM ANTIMONYL TARTRATE 


_A. R. D. ADAMS D. R. SEATON 
M.D. Lpool, M.R.C.P. M.B. Camb., M.R.C.P. 


From the Liverpool School of Tropical Medicine 


Alves and Blair! have described a treatment for 
schistosomiasis by the intensive administration of 
sodium antimony] tartrate. Though this drug has largely 
been supplanted in the treatment of kala-azar by various 
_pentavalent antimonials, or by the diamidines, we 
decided to try Alves and Blair’s treatment in this ‘disease. 
During the past year six cases of Indian kala-azar have 
thus been treated. 

The preparation used was a sterile 2% solution of 
sodium antimony! tartrate, obtained in ampoules from 
Evans Medical Supplies Ltd. The total dosage for each 
patient was about gr. 1 per 12 Ib. of body-weight, in 
six intravenous injections given at three-hourly intervals, 
usually at 9 A.M., noon, and 3 P.M., on two successive days. 
The appropriate dose was made up to 15 or 20 ml. with 
normal saline and injected intravenously through a fine 
needle, a minimum of 5 min. being taken over the 
_ injection. Toxic symptoms as a result of the injections 
were not severe. Most of the patients had parexysms 
of coughing, lasting about a minute, immediately after 
one or more of the injections, and in a few instances the 
coughing was followed by vomiting. Case 5 developed 
a toxic jaundice two days after the injections, but this 
cleared in the course of a fortnight. 


Case 1.—An Indian seaman, aged 35, was admitted to 
hospital on April 6, 1946, complaining of headache, fever, 
and loss of weight during the previous month. 

On admission: liver and spleen both enlarged (2 finger- 
breadths); weight 6 st. 12 lb.; anemia (red cells 3,200,000 
per c.mm.) and slight leucopenia (white cells 4200 per 
c.mm.) ; formol-gel test strongly positive ; Leishman-Donovan 
bodies in films of the sternal marrow ; marrow cultures 
positive. 

Treatment and Pr ogress.—Patient was given sodium anti- 
monyl tartrate gr. 8 intravenously in six equal doses on 
April 16-17. Temperature, which had been ranging between 
99°F and 104°F, fell to normal on day after treatment 
and continued so until his discharge, apparently well, on 
May 27. Weight was then 7 st. 91/, Ib., red cells 4,800,000 and 
white cells 4150 per c.mm. Spleen no longer palpable, and 
liver only just so. Formol-gel test showed slight opacity 
but no solidification. 

Patient returned to India and was lost sight of, presumably 
cured. of his infection. 


Case 2.—An Englishman, aged 29, had served in the Army 
- in India and Burma from 1942 to October, 1945. In March, 

1946, he had reported sick, in Germany, with occasional 

ivering attacks, loss of weight, and abdominal swelling of 
some weeks’ duration. Leishman-Donovan bodies had been 
found on spleen puncture. He was sent to Liverpool for 
treatment and was admitted to hospital under our care on 
April 11, 1946. 

On admission : abdomen distended by enlargement of liver 
and spleen to level of umbilicus ; weight 8 st. 3 lb. ; anæmia 


-(red cells 2,900,000 per c.mm.) and leucopenia (white cells 


` 1600 per c.mm.); formol-gel test strongly positive. 

Treatment and Progress.—Patient was given sodium 
antimonyl tartrate gr. 10 intravenously in six divided doses 
on April -16-17. -Temperature, which had been rising in 
the evenings to 99-101°F, fell to normal a week after the 
injections, and apart from four small rises remained so for 
six weeks. 

During that time there was no reducto 4 in size of liver_or 
spleen, and formol-gel reaction remained strongly positive. 
Weight increased to 9 st. 4 lb., red cells to 4,200,000 and white 
cells to 2500 per c.mm. 

By June 28 he was again febrile, and cultures of his sternal 
marrow for leishmania were positive. 


1. Alves, W., Blair, D. M. Lancet, 1946, i, 9. 


~ 


~ 


On July 4-5 he was given sodium antimony] tartrate 
gr. 101/, in six doses. His temperature became normal after 
four days; it remained so until Aug. 28, when he developed 
lobar pneumonia, which was treated with sulphadiazine. 

On his discharge from hospital, apparently well, on 


Aug. 25 his weight was 9 st. 12!/, Ib., red cells 4,100,000 


and white cells 8500 per c.mm. Spleen and liver much smaller 
but still enlarged (2 finger-breadths). Smears and cultures 
from his sternal marrow were negative for leishmania. 

Patient then returned to civil life and has remained appar- 
ently well to date. He may therefore be assumed to be cured 
of his infection after the second course of treatment. 


Case 3.—An Indian seaman, aged 45, was admitted to 
hospital on April 27, 1946, with ten days’ history of fever 
and malaise, accompanied by severe headache and pain in 
the loins. 

On admission: liver not palpable, but spleen could just 
be felt ; weight 7 st. 13 lb. Anemia (red cells 3,200,000 per 
c.mm.) and leucopenia (white cells 4000 per c.mm.); formol- 
gel test negative; Leishman-Donovan bodies in sternal 
marrow films. Temperature, which was at first remittent 
and later intermittent, fell to normal before treatment. 

Treatment and Progress.—Patient was given sodium anti- 
mony] tartrate gr. 11 in six doses on May 26-27. He was 
discharged from hospital, apparently well, on June 18, when 
his weight was 8 st. 91/, lb., red cells 4,800,000, white cells 
6500 per c.mm. Spleen no longer palpable. Patient was 
lost sight of but was regarded as presumably cured of his 
infection. | 


Case 4.—An Indian seaman, aged 42, was admitted to 
hospital on July 30, 1946, with two weeks’ history of inter- 
mittent fever. He was afebrile on admission, and remained 
so throughout his stay. 

On admission: weight 6 st. 0 lb.; spleen enlarged (3 
finger-breadths) and liver just palpable; anemia (red cells 
2,100,000 per c.mm.) and leucopenia (white cells 3400 per 
c.mm.); formol-gel test positive ; Leishman-Donovan bodies 


- in sternal marrow films. 


Treatment and Progress.—Patient was given sodium 
antimony! tartrate gr. 8 intravenously in six doses on Aug. 
9-10. He was discharged, apparently well, on Oct..8, when 
his weight was 7 st. 8 lb., red cells 4,100,000 and white cells 
4900 per c.mm. Spleen just palpable. Films and cultures 
of sternal marrow were negative for leishmania. Patient 
was lost sight of, apparently cured of his infection. 


Case 5.—An Englishman, aged 30, had served in the 
Army in India and Burma from June, 1942, to November, 
1945. He was admitted to hospital on Sept. 5, 1946, with 
nine months’ history of intermittent fever and of loss of 
weight. 

On admission : liver and spleen much enlarged (a hand’s 
breadth); weight 11 st. 8 lb.; anemia (red cells 3,600,000 
per c.mm.) and leucopenia (white cells 1450 per c.mm.) ; 
formol-gel test positive: Leishman-Donovan bodies in 
sternal marrow films. 

Treatment and Progress.—Patient was given sodium 
antimony] tartrate gr. 13 in six injections on Sept. 17-18, 
after which his temperature, which had been rising irregularly 
to 99-100°F, became normal in six days. 

Patient was discharged from hospital, apparently well, on 
Nov. 28, when the formol-gel test was negative, and smears and 
cultures of sternal marrow were negative for leishmania. 

When last seen as an outpatient, on March 15, 1947, his 
weight was 12 st., red cells 5,500,000 and white cells 5600 
per c.mm.; spleen no longer palpable, and liver only just so. 
He may be regarded as cured of his infection. 


Case 6.—An Englishman, aged 25, had served with the 
R.A.F. in India for the three years ending August, 1945. 
He had fallen ill in August, 1946, with fever, headache, and 
occasional vomiting, and had been admitted to Blackburn 
Royal Infirmary, where he had remained, apart from one 
short break, until Jan. 18, 1947. He was then transferred to 
Liverpool Royal Infirmary ‘In Blackburn he had had two 
courses of ‘Neostam’ (2-7 g. in all) without much benefit. 
On Jan. 13 Leishman-Donovan bodies had been found in the 
splenic pulp. 


On admission under our care: liver and spleen enlarged 


. (2 finger-breadths and a hand’s breadth respectively); weight 


8 st. 2 lb.; 


à 


anæmia (red cells 2,400,000 per c.mm.) and 
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leucopenia (white cells 1400 per c.mm.); formol-gel reaction 
positive. 

Treatment and Progress.—Patient was given sodium anti- 
monyl tartrate gr. 10 in six injections on Feb. 5-6. This 
produced no effect whatever on his temperature, which had 
been rising daily to 100-102°F since admission. Blood-count 
remained unaltered, and on Feb. 19 a culture of leishmania 
was recovered from the sternal marrow. : 

Patient was subsequently successfully treated with pent- 
amidine. 

DISCUSSION 

Of the six cases treated with sodium antimonyl 
tartrate one showed no response whatever to the drug, 
and another relapsed after a short period of clinical 
improvement, but was cured by a second course. Of 
the remaining four cases one was observed for six months 
after treatment and was certainly cured. The three other 
men were Indian seamen and returned to their occupa- 
tion three, six, and eight weeks after treatment. That 
they were probably cured is suggested by the disappear- 
ance or diminution of the signs and symptoms of the 
disease during the period of observation, but the possi- 
bility of a subsequent relapse cannot be wholly excluded. 

The results of intensive antimony treatment in these 
few cases do not compare favourably with those obtained 
with ‘ Neostibosan °’ or with ‘ Urea stibamine’ in Indian 
kala-azar, a full course of either of which produces a 
cure-rate of 90-95% ,? or with the aromatic diamidines. 
The method can at present be recommended only where 
many cases have to be treated rapidly, and the cost of 
treatment is an important consideration. The duration 
of treatment by the method we have used was two days 
as against eight days (neostibosan), twelve days (pent- 


 amidine), and thirty days (urea stibamine), and the cost - 


of the drug was less than that of any of these. 


GAUCHER’S DISEASE WITHOUT 
SPLENOMEGALY 


MARGARET E. MORGANS 
M.B. Lond., M.R.C.P. 


ASSISTANT, MEDICAL UNIT, UNIVERSITY COLLEGE HOSPITAL 
MEDICAL SOHOOL, LONDON 


GAUCHER’S disease has been defined as a rare disease 
characterised pathologically by the deposition of kerasin 
in the reticulo-endothelial cells and clinically by spleno- 
megaly, hepatomegaly, hypochromic anemia, and leuco- 
penia. Among other less constant findings are pallor, with 
a uniform brownish discoloration of the skin, pigmented 
pinguecule, brown pigmentation of the shins, thrombo- 
cytopenia, and hemorrhages, and deposits in the bones, 
leading to deformities, with local and referred pains. The 
disease is usually detected in childhood by the finding 
of a greatly enlarged spleen. Though admitted to be both 
congenital and familial, it is not generally considered to 
be hereditary. Its course is chronic, but survival beyond 
middle age is unusual. Death is usually due to inter- 
current infection, but a few patients die from progressive 
anemia or from thrombocytopenic purpura. 

The present series of cases in one family is remarkable 
in three ways: (1) splenomegaly was absent; (2) a 
hereditary tendency was evident; and (3) the older 
patients have survived in active life to advanced age. 

Case 1.—Patient was a doctor, aged 67, of Welsh descent. 
From childhood his pallor had attracted notice, and in his 
early years he was always given iron. When he was a medical 
student his colour excited repeated comment, but his blood 
contained Hb 90%. - | 

His present complaint was that during the previous two 
years, while exercising with the Home Guard, he had become 
more and more inconvenienced by shortness of breath. He 
had also noticed giddiness after sudden changes of posture. 


2. Napier, L. E. The Principles and Practice of Tropical Medicine, 
London, 1946. 


with a slight brown tinge. 


Fig. |—Photomicrograph of sternal-marrow smear in case J: 
G, Gaucher cell ; M, myelocyte ; N, normoblast ; P, polymorph. 


‘ee 
When he consulted another doctor, his brownish pallor again 
attracted attention, and a blood examination showed Hb 
60%, white cells 9000 per c.mm. ‘ 

Iron was prescribed but had no effect, and patient was 
referred for investigation of the anemia. The past history 
viewed in retrospect appears now to have been significant. 
For thirty years the patient had had pains in the lower 
dorsal and lumbar regions and over the left hip and the 
outer side of the left thigh. These he had regarded and 
treated as sciatica. He had had a similar pain in the back 
of the right arm. He had observed that all his bones seemed 
unduly tender ; if he knocked them, a peculiarly nauseating 
pain followed and persisted for some time, especially-in the 
right radius. He was also said to have had renal colic four 
years ago and to have passed “ gravel °” ; but no stone. was 
ever demonstrated. Apart from these complaints he had 
had bronchitis during the last five years; one attack was 
sufficiently severe to be classed as bronchopneumonia, 

On examination the patient was a slight brisk rather thin 
man in the late sixties. His skin was uniformly pale but 
Pigmented pingueculaa were 
present in both eyes, but they were not notably different 
from those often seen in hepatic disease. The scleroties were 
otherwise normal in colour. The tongue was normal but 
rather pale. A pronounced “cobbler’s breast” deformity 
was present. Examination of the heart revealed no abnor- 
mality save a soft apical systolic murmur. The blood-pressure 
was 170/90 mm. Hg; the limb arteries were rather tortuous, 
but the retinal arteries were normal. Showers of fine rales, 
heard at the bases of the lungs, persisted after coughing. 
The central nervous system showed no abnormality. In 
the abdomen the liver was felt easily from one to two finger- 
breadths below the costal margin ; it was firmer than normal 
but smooth, and the edge was sharp, elastic, and regular, 
The spleen was not palpable, nor was the splenic dullness 
increased. There was no cedema of the ankles, no ascites, 
and no collateral venous circulation.. There was no pigmenta- 
tion of the shins. | 


Investigations.—Blood: Hb 70% (Haldane), red cells 
5,000,000 per c.mm., colour-index 0:7, mean cell diameter 
7:2, white cells 7000 per c.mm. (polymorphs 58%, lympho- 
cytes 33%, monocytes 6%, eosinophils 3%), considerable 
anisocytosis and hypochromia, no polychromasia, no nucleated 
red cells; sedimentation-rate 8 mm./hr.; van den Bergh 
reaction direct negative, indirect 0-4 mg. per 100 ¢.cm- 
Urine : a trace of albumin; no other abnormalities ; culture 
sterile. Sputum: no tubercle bacilli present. Fractional 
test-meal : resting juice 16 c.cm.; free acid rose to 30 ¢.cm. 
in 11/, hours ; total acid rose to 60 c.cm. in 1!/, hours, Stools: 
one specimen contained occult blood, but the next two 
contained none. 


Radiography: chest showed no evidence of localised 
disease ;. right and left domes of diaphragm at normal levels ; 
renal tract showed two faint opacities in front of the right 
kidney, possibly a calcified gland or gall-stones; teeth 
showed gross alveolar absorption; barium meal showed no 
abnormality. 

The cause of the anemia thus still remained obscure; 
so a sternal puncture was done to exclude, if possible, an 
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aplastic anemia, ‘an aloukemic leukemia, or other disease of 
the reticulo-endothelial system. Stained films of the marrow 
contained Gaucher cells. The differential count of 500 cells 


was as follows : 
k O, 


o 
Polymorphs: adult.. Swe z ae 12-7 
ka young ee oe . o # 
Eosinophils .. bs a ; bie 1-2 
Myelocytes .. oe aie s T 25 
Eosinophil myelocyte mea! ag ts 2-7 
Premyelocytes ae Ss Ji a T7 
Myeloblasts .. ee ie Se ss 3 
Lymphocytes Ea be are ae 8-6 
: onocytes oe `.. . 0 . 1:8 
Normoblasta . . oe we os ae 3:2 
Erythroblasts : acidophil ..° ae exe 5:9 
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The Gaucher cells (fig. 1) measured 30-80 u. The cyto- 


plasm showed the typical fibrillary structure as described 
by Pick (1933). The cells varied in shape, but most of them 
were not stretched, as described by most workers in the 
osseous form of the disease. The nuclei were commonly 
single, usually eccen- 
tric, and endothelial- 
like. The cells did 
not stain with Schar- 
lach R. No crystals 
were seen with polar- 
ised light. A film 
was fixed in formal. 
dehyde, heated in 
boiling water, and 
then again examined 
for optical activity, 
but no optically 
active substance was 


blue reaction was 
negative. 

In view of the 
pains in the long 
bones and the detec- 
EE i tion of Gaucher cells 
= ieee in the sternal mar- 
row it was decided 
to radiograph the 
skeleton. A small 
translucency in the 
left parietal bone, two large ones in the right radius, and one 
in the left radius (fig. 2), all typical of Gaucher’s disease, were 
found. There were some doubtful translucencies in the upper 
half of the humerus, and some in the bodies of T11, T12, and L1 


Fig. 2—-Radiogram of radius and ulnar in 
case l, showing typical translucency at ' 
lower end of radius (marked by arrow). | 


vertebre. These translucencies were thought to represent 
deposits of Gaucher tissue. Osteo-arthritis was present in the 
spine. 


Case 2.—A soldier, aged 23, on active service, the son 
of case 1. A congenital abnormality of the heart was detected 
on routine examination in America, but the patient had no 
disability and no symptoms. He had a sallow complexion 
but was not anemic. He also had the “ cobbler’s breast ” 
deformity noticed in case 1. There was slight enlargement 
of the heart, with an apical systolic murmur. Neither liver 
- nor spleen was palpable. He had no pinguecule or pig- 
mentation of the legs. Radiography showed a definite trans- 
lucency in the upper part of the shaft of the left humerus. 
The remainder of the skeleton was normal. 


Case 3.—A schoolgirl, aged 14, the daughter of case 1, 
was very pale but was not clinically examined. She had no 
symptoms. Radiography showed typical translucent areas in 
the lower end of the femur (fig. 3). 


Case 4.—A schoolboy, aged 12, the son of case 1, also had 
a sallow complexion but was not anemic. No enlargement 
of liver or. of spleen. No pinguecule and no pigmentation 
of legs: No ‘cobbler’s breast” deformity. Radiography 
showed a doubtful translucency in the lower end of the 
metaphysis of the left humerus. This was not thought to 
be definitely diagnostic of Gaucher’s disease. 


disease, might pos- ot 


seen. The prussian- . 


sent cases is 
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FAMILY HISTORY 


A family tree is shown in fig. 4. Case l’s maternal grand- 
mother had been pale, with a peculiar brown skin; otherwise 
she had appeared well. She died from cerebral -thrombosis 
at the ago of 75. Hor husband had been healthy and normal 
in appearance. Case l’s father died at 66, from carcinoma 
of the colon, and his mother at 54 from cerebral hemorrhage. 
All her life she had been remarkable for her pallor. She had 
had intractable 
menorrhagia, which, oil 
if she had Gaucher’s 


sibly have been 
caused by a throm- 
bocytopenia. Case 


T? E 
ee gd d 


l’s maternal aunt, Q o= o== 
also remarkable for — Case | | | 

her sallow com- 

plexion, died at 69 e f oS 9 
from diffuse purpura Cose2 caseg Case 4 

after taking medi- — Sa 

cine, possibly iodine, _ @ proved Gaucher's disease 

prescribed by her @ suspected Gaucher's disease 

doctor. If she had O normal or not known 

Gaucher’s disease, Fig. 4—Family tree showing proved and} 


suspected cases of Gaucher’s disease. 


this purpura may 
also have been 
caused by thrombocytopenia. Case 1’s maternal uncle died as a 
baby from “ brain-fever ” (infantile cases of Gaucher’s disease 
may run an acute downhill course with symptoms referable 
to the nervous system). Case 1’s elder sister is pale, with 
a café-au-lait complexion. His younger sister is pale but less 
sallow than the elder; her daughter has a very clear com- 
plexion, but the elder sister's son is very pale. Case 1’s three 
children are cases 2 and 3, who appear to have Gaucher’s 
disease, and case 4, who is suspected of having it.. His wife is 
an Austrian refugee, family history unknown. 


DISCUSSION 


Hitherto it has been generally agreed that spleno- 
megaly is an invariable and necessary feature of Gaucher’s 
disease. The 
absence of 
splenic en- 
largement » 
from the pre- 


therefore of 
particular 
interest. In 
cases l and 2 
the spleen was 
not palpable 
and there was 
no increase of 
splenic dull- 
ness. Case 3 
could not be 
examined 
clinically, but 
it can be 
assumed that 
the spleen was 
at least not 
conspicuously 
enlarged, or it 
would have 
been detected 
when she was 
medically 
examined on 
other occa- 
sions. I have. 
found only one case in the literature in which there 
was no splenic enlargement (Erf 1938). This patient 
complained of pains in the limbs; bone translucencies 
were seen on radiography, and Gaucher cells were 
seen in the marrow. It seems therefore that, besides 


Fig. 3—Radiogram of iower end of femur in case 3, 
showing typical translucencies (marked by 
arrows). 
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the familiar form with splenomegaly and the acute 


. infantile form with ‘the involvement of the central 


nervous system, there is a third type of Gaucher’s disease 
without splenomegaly. This type may be relatively 


common, as its only symptoms are those of a mild anæmia. : 


In such cases the diagnosis can only be made with 
certainty during life by finding Gaucher cells in the 
bone-marrow. 

Cases of Gaucher's disease which are first diagnosed 
after the second or third decades are rare enough to arouse 
comment. Horsley et al. (1935) describe a case first 
detected at the age of 47. Mandelbaum et al. (1942) 
claim that their case is of interest because it was not 
recognised before the fifth decade. Wechsler and 
Gustafson (1940) describe a case in which the disease 
was first detected at the age of 68. Case 1 reported here 
was not detected until the age of 67. The family tree 
(fig. 4) shows that Gaucher’s disease is suspected in some 
other members of the family who lived an | active life 
until well over middle age. 

There is considerable divergency of opinion about 
whether Gaucher’s disease is congenital, familial, or 
hereditary. Pick (1933) states that it is congenital and 
familial, and that in about a third of the cases several 
members of one generation are affected, but that the 
disease is limited to that generation. Hoffman and 
Makler (1929) state: ‘‘in no series of children did either 
of the parents suffer from the disease, nor has it been 
transmitted from any adult to a child.” Most workers 
seem to agree with these views but there are a few 


notable exceptions. 


Bloem et al. (1936) report cases of Gaucher’s disease in 
two families which had an apparently normal common 
grandfather. His son by his first wife had an enlarged 
liver ; one of this son’s seven children was a proved case of 
Gaucher’s disease with splenomegaly, and two were suspect. 
By his second wife he had an apparently normal son; among 
the latter’s nine children were one proved case and two 


_ suspected cases of Gaucher’s disease. Anderson (1933) reports 


that an apparently normal male had nine children, four of 
whom had splenomegaly. Two of these were proved cases 
of Gaucher’s disease, and the two other children were remark- 
able for their pallor. The paternal grandmother and her two 
sisters were said to have had large abdomens and brown skin 
and to have died from a similar illness. 

Pachman (1938) refers to possible hereditary transmission 
but gives no pedigree. 

Bychowski (1911) described a family in which a ather and 
three children had splenic enlargement and probably had 
Gaucher’s disease. 

Plehn (1909) observed Gaucher’s disease in a man and his 
daughter. , 


The present case 1 has been proved to have Gaucher’s 
disease, and two of his three children provide radio- 
logical evidence of the disease. Other members of the 
family, from their histories and description, may well be 
affected but were not available for investigation. 

It thus appears from the published records of previous 
cases that there are reasons for considering that Gaucher’s 
disease may be hereditary, provided it is accepted that 
the condition may be transmitted’ by an apparently 
healthy person. The importance of the present series 
in this respect is that it reveals that Gaucher’s disease 
is compatible with a long healthy life and can exist 
without those visceral enlargements which have pre- 
viously been considered one of its invariable features. 
It is therefore possible that those apparently healthy 
subjects, who are suspected of having transmitted the 
disease, may in fact have been affected by the condition 
in the form here described. 


SUMMARY 


A family affected by Gaucher's disease, but in whom 
none of those affected show splenomegaly, is described. 
The diagnosis was made by the detection of Gaucher 
cells in the bone- marrow and by the presence of typical 


radiological lesions in the bones. Thé family history 
suggests’ that in this series the disease was not only 
congenital and familial but also hereditary. All had led, 
or were leading, active lives, and in one case the diagnosis 
was first made at the age of 67 years. 
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THE DROPSIDE COT IN HOSPITAL 


WILLIAM NAPIER ie 
M.D. Glasg. 
PHYSIQIAN: SUPERINTENDENT, SHIELDHALL FEVER HOSPITAL, 
GLASGOW 


Ir is a time- established custom to nurse young children 
in hospital in dropside cots. Enclosed in one of these 
cage-like structures each newly admitted patient peers 
at his neighbours through iron bars, and displays fret- 
fulness and homesickness that may well he related to 
the restlessness and fear so often shown by wild animals 
in captivity. As the days pass, apprehension and resent- 

ment gradually give place to indifference, followed in. 
children, if not in animals, by a growing interest in what 
is going on round them. 

By the time he is convalescent the child is no longer 
afraid of his surroundings, and within certain limits of 
age and vitality regards his cot as the ideal play-pen. 
The active yearling, unless held back by a “‘ restrainer,”’ 
will pull himself up by grasping the side of the cot and 
travel round it, or lean on the rail and gaze at the floor 
while happily exercising his lower limbs. Even under all 
possible vigilance he may topple over; and, though 
serious injury rarely results from such a fall, the danger 
cannot be ignored. 

Manufacturers have attempted to reduce the risk by 
making the sides of their cots taller. Thus the effective 
parapet in the oldest cots in this hospital, a style now 
regarded as obsolete, measures only 12 in., and in the 
most modern type 17 in. Even this, however, is inade- 
quate protection, being little more than half the height of 
the year-old child, who can add to his stature by standing 
on his pillow. Another modification has been the closer 
spacing of the vertical bars, from 5'/, in., which allowed 
a baby to push his head between them, to 4 in. or less. 

On children past the toddler stage the dropside cot 
has little or no restraining influence, but serves rather . 
to stimulate the climbing instinct. Boys enjoy the 
thrill of going over the top to recover a toy or merely as 
an outlet for high spirits. Girls, usually more decorous, 
soon learn how to undo the so-called safety catch and 
may attempt to lower ms cot-side at the risk of a broken 
forearm. 

_ EFFECTS ON NURSES 

As regards the nurse, the effect of the closed cot on her 
subconscious mind must surely be that of frustration. 
Between her and her patient there is a barrier, the 
removal and replacement of which many times a day 
entail no little inconvenience and loss of time. She 
needs at least one hand free for this purpose; so the 
basin or tray she is carrying must first be set down, and 
in all likelihood there is no convenient table or chair to 
receive it. Even in the loweréd position the cot-side 
may be a hindrance to her work. In a modern type of 
cot it definitely interferes with bedmaking, and I have 
often seen nurses balanced on one foot while with the 
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knee they depress the top rail out of the way of the bed- 
clothes. Some find it easier to disarticulate the side of 
the cot completely before tucking in the blankets. 
Failure to close the cot when leaving the patient has 
hitherto been regarded as a cardinal sin. In practice 


such an omission is rare, but failure to secure the cot- 


side properly is a common and subtle danger, for the 
least pressure is then liable to send it clattering down, 
with an almost guillotine effect on any projecting limb. 

‘The amount of energy expended in closing a series 
of children’s cots is not generally realised. Increase in 
the height of the cot-sides has added to their weight ; in 
the most modern type of cot here each weighs 17!/, lb. This 
ponderous mass has to be raised vertically through 18 in., 
giving the top rail a final position of 44 in. from the floor. 
For the nurse of average height little or no stooping is 
necessary, and the load falls almost entirely on the 
muscles of the arm and shoulder girdle. The lift is 
therefore an awkward one and when repeated a number 


of times imposes no small strain on the adolescent girl. 


In a ward of twenty cots, three rounds of bedmaking— 
a very conservative estimate of the 24 hours’ routine 
which leaves out of account the many casual openings 
of a cot for feeding, &c.—entail in this respect alone 
the expenditure of 3150 foot-pounds of energy, the total 
mass lifted weighing almost a ton. 

The opening and closing of the dropside cot is an 
operation which cannot be done quietly, and in a busy 
ward the clang and clatter of metal can be almost con- 
tinuous. It is common to see a drowsy or sleeping 
infant start convulsively as his cot is opened, and the 
sound sleep of older children is not always proof against 
the nightly disturbance. In a fever hospital it is “often 
necessary to accommodate adults in the same ward as 
“ cot cases,” and to them the noise can be very trying 
by day and almost intolerable by night. But the nuisance 
is not confined to the children’s ward ; it will penetrate 
closed. moore and be Ao all over a hospital block. 


REMOVAL OF DROPSIDES 


Thinking of these things led me inevitably to question 
whether the dropside is really necessary. The answer 
seemed obvious enough : for any child aged over 3 years 
and not mentally defective or delirious it is not. In 
putting this belief into practice I expected some opposi- 
tion from my ward sisters, and was not disappointed. The 
suggestion that they leave in the open position the cots 
of children between the ages of 3 and 8 years (7 years is 
the usual age of transition to a full-size bed, but lack of 
adult accommodation may necessitate somewhat older 
patients being nursed in cots) evoked a chorus of dis- 
approval: “ The cots are so untidy like that.” ‘“‘ The 
_ lowered sides interfere with floor sweeping.” . “ We shall 
never be able to keep the children in their places.” 
‘* Who is to be responsible when they fall out ? ”’ 

The first two objections, both reasonable, were met by 
having the cot-sides removed altogether and stored. 
The third contingency did not arise; occasionally a 
child did leave his bed, but not more often than formerly, 
and very much more safely. And no child at this stage 
fell out. It was soon found possible to give the same 
freedom to children of 21/, years, and later, with sone 
exceptions, to those of 2 years. 

_ The infant patient next claimed attention. There 

will be general agreement that the hospital type of cot 
' measuring 4 ft. 6 in. by 2 ft. 6 in. is far too large and 
otherwise unsuitable for the baby of 6 months or less, 
for whom the smaller domestic pattern or the cradle form 
slung from upright supports is more appropriate. 
vision of such special types, however, inevitably limits 
accommodation to the youngest age-group, and in an 
infectious-diseases hospital accepting children of all ages 
it is inexpedient to have any but a large size of cot. 
Infants under 6 months old can be nursed in any case 


‘constantly under nursing supervision. 


Pro- — 


perfectly safely without the dropside, and it is now the 
practice here to do so. Admittedly there is a bias against 
it. Parents do not like to see their children apparently 
in danger of falling, and nurses to some extent share 
their feelings. When it is pointed out, however, that 
the baby, no matter how actively he moves his 


limbs, cannot alter his position, their apprehensions are 


allayed. 
At the age of 6 months the. child enters the most 
difficult period as regards control. He soon learns to 


git‘ up, a position which makes it possible for him to roll 


out of the open cot. Fixed sides some 6 in. high would 


now be ideal, but they are not on the market, and the 


dropside becofnes a necessity. .A few months later he 
may tend to stand upright, and when this happens he is 
no longer safe even in the closed cot. Many. children 
at this stage of development need to wear a restrainer— 
i.e., a safety belt with tapes for attaching to the frame- 
work of the cot. Properly applied it is a harmless and 
very necessary article in a children’s ward,. allowing 
considerable liberty of movement, but the tapes must be 
strong and well tied to prevent breakage or self-release. 
It is wise to avoid any form of. restraint, especially in 
the acutely ill child, whenever possible. My opinion is 
therefore that within the age-group 6 months-2 years 
both sick and convalescent children who show no inclina- 
tion to stand upright should be nursed in the closed cot 
without further precaution. For those requiring mechani- © 
cal restraint, and this may include some over 2 years, 
the dropside becomes redundant and should be dispensed 
with. 


RESULTS 


For several months these principles have been tested 
throughout this hospital, all cots, with the exceptions 
mentioned above, being left open. The benefit is apparent 
in every ward, particularly in the diphtheria and scarlet- 
fever pavilions, where most of the children are over 
2 years old. The absence of metallic noise creates in 
these wards a hitherto unobtainable atmosphere of quiet. 
Though proof is still lacking of a decline in fretfulness 
among new arrivals, there is no doubt of the preference 
of young patients for the open cot; they enjoy being 
treated as little adults and, now that they are used to it, 
take no undue advantage of their freedom. Any threat 
to close a cot is looked on by its occupant as a punish- 
ment. Only two fallings-out have been reported to me, 
in each case a 2-year-old in isolation and therefore less 
: It is clear that 
less liberty than usual can be given to such patients, and 
no child under 3 years is now left alone and unprotected. 

With few exceptions the nurses, including ward 
sisters, have come to look favourably on the new arrange- 
ment, which they regard as both time-saving and muscle- 
saving. The Nursing Times said recently: ‘‘ With the 
shortage of labour so acute, it is important for all of us 
to economise in the expenditure of energy and time 
whenever we can.”! This statement is endorsed by a 
publication of the Ministry of Aircraft Production on 
motion study,? the aim of which is to lighten the task 
of the industrial worker by doing away with waste of 
human effort. Nurses can well be drawn within the 
scope of this science, and this paper is in | part an 
attempt to do so. : 


SUMMARY 


The dropside cot for certain age-groups of children in 
hospital is condemned as unnecessary, noise-producing, 
not free from danger, and wasteful of nurses’ time and. 
energy. 


I wish to thank the sisters and nurses of Shieldhall Hospital 
for their coöperation. 


1. Nursing aa 1946, 42, 115. 
2. Shaw, A. G. n Introduction to the Theory and application 
of Motion Study, London, 19435. 
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DIAGNOSIS OF ADRENAL TUMOURS 
A NEW CHEMICAL TEST 


INVALUABLE as the estimation of urinary neutral 
17-ketostcroids has proved in the diagnosis of adrenal 
tumours, in which cases extremely high values are often 
encountered, the method is incapable in many instances 


of differentiating between adrenal tumour and adrenal 


hyperplasia. Especially does the group classified as 
prepubertal virilism (Broster et al. 1938) yield very high 
figures, with the result that on the scale df daily output 
of 17-ketosteroids there is a considerable overlap between 
tumour and non-tumour cases (Patterson et al. 1942, 
Callow and Crooke 1944). It is thereforé evident that, 
where the problem of differential diagnosis arises, 
further laboratory investigation may be required, and 
the manner in which this may be most usefully carried 
out has engaged the attention of many workers in 
recent years. 

Most research has been centred on one of the members 
of the 17-ketosteroid group, dehydroisoandrosterone, 
which was first demonstrated by Callow (1936) in 
relatively large amounts in urine from a case of adrenal 
tumour. It was isolated from an extract of the urine 
by the formation of its sparingly soluble benzoate. 
Crooke and Callow (1939), using the same procedure, 
found in two tumour cases that the increase in 17-keto- 
steroid output was largely due to an increase in the 
output of this substance. Subsequently Talbot et al. 
(1940) used the differential estimation of the separated 
æ and P ketosteroid fractions to reveal the presence of 
dehydroisoandrosterone by a well-marked increase in 
the ratio of B to « compounds; and Callow and Crooke 
(1944) applied the original benzoylation technique and 
a modification which involved prior separation of the 
B fraction to the investigation of adrenal cases. The 
application of these principles, together with some notable 
work on the fuller fractionation of the 17-ketosteroids 
(Wolfe et al. 1941, Mason and Kepler 1945), has amply 
confirmed that the presence of relatively large quantities 
of urinary dehydroisoandrosterone constitutes a dis- 
tinguishing feature of adrenocortical tumours in female 
subjects. 


During experiments on the possible chromogenic 
properties of dehydroisoandrosterone it was found that 
the pure crystalline substance gave an intensely violet- 
blue colour with some green fluorescence when treated 
with sulphuric acid in the sequence of steps described 
below. The reaction was capable of being made sensitive 
down to less than 0-1 mg. Subsequently it was ascertained 
that, this reaction could be used to detect excess of the 
compound in extracts prepared for the ordinary 17-keto- 
steroid assay of urine from cases of adrenal tumour and, 
for diagnostic purposes, could be substituted for the 
much more complicated and time-consuming methods 
hitherto used. 


METHOD 


Collection of Urine.—A 24-hour specimen is collected into 
a Winchester quart bottle, containing either 5 ml. of chloro- 
form or of toluene, or 10 ml. of 30% sulphuric acid as preserva- 
tive, and is used as soon as possible after the collection is 
complete. 

Preparation of Extract.—25 ml. of urine is hydrolysed by 
adding 0:75 ml. of concentrated sulphuric acid and heating to 
boiling under a reflux condenser for 30 min. After cooling, 
the urine is extracted in a separating-funnel with two lots 
of peroxide-free ether, 30-35 ml. of solvent being used each 
time. The combined ether extracts are washed with 5 ml. 
of 10% sodium hydroxide and then with 5 ml. of the same 
alkali in which is dissolved a knife-point of sodium hydro- 
sulphite. The period of vigorous shaking with the latter 
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should not be less than 2 min. After the alkali has been drawn 
off, the ether extract is washed with three 5-ml. lots of distilled 
water. The washed extract is quantitatively transferred with 
the aid of a little more ether into a 100-ml. flask, about 0-1 g. 
of ‘ Norit’ (or other suitable decolorising charcoal*) is added, 
and the ether is evaporated down to a volume of about 
8-10 ml. It is then filtered through a small cotton-wool plug 
fitted fairly tightly into a small glass funnel so as to be capable 
of retaining every trace of charcoal. The flask and the filter 
are washed with two further lots of 5 ml. of ether, and the 
whole of the filtrate is taken down to dryness, the extract 
being then dissolved in 1 ml. of absolute alcohol; 0-2 ml of 
this solution is used for the preliminary estimation of 17-keto- 
steroids in the usual way (for detailed technique see Callow 
et al. 1938). According to the intensity of the colour some of 
the residual alcoholic solution is later used in appropriate 
dilution with alcohol for a second and more accurate assay, 
while the rest is taken for the dehydroisoandrosterone colour 
reaction. 

Dehydroisoandrosterone Colour Reaciion.—0:2 ml. of the 
alcoholic solution is transferred to a dry test-tube and 
evaporated to complete dryness in a vacuum desiccator; 
1 ml. of concentrated sulphuric acid is added, and the tube is 
shaken until the extract is completely dissolved. It is then 
kept in a water-bath maintained at a temperature of 25°C 
for 20 min. The tube is next immersed in cold water, and 1 mL 
of distilled water is added drop by drop down the side with 
shaking. The diluted solution is then heated in a boiling 
water-bath for 1 min., during which time the blue colour 
develops if the dehydroisoandrosterone is present in significant 
amounts. Heating for several minutes in the last stage does 
not appreciably alter the colour, which is very stable. Extracts 
from urine which does not come from a case of adrenal tumour 
give various shades of brown. 


RESULTS 


The test has been applied to three cases of adrenal 
tumour, all in females. On the day that the urine was 
collected for the tests they had 17-ketosteroid outputs of 
215 mg.,f 335 mg., and 1980 mg.{ All gave intense 
reactions. 

In contrast to these results are the series of completely 
negative results obtained from six cases of prepubertal 
virilism which had 17-ketosteroid outputs ranging from 
24 to 81 mg. aday. Whereas in the tumour cases the final 
extract could be ‘diluted until the amount of total 
17-ketosteroid was no more than 0°2 mg. in the sample 
under test and still gave an appreciable colour, in the 
other group no reaction was seen at levels of 1 mg. or 
more of total 17-ketosteroid. Some experiments based 
on the addition of known amounts of pure dehydro- 
isoandrosterone to extracts of urine from cases of pre- 
pubertal virilism showed that the reaction could be 
masked by the presence of a high proportion of the other 
constituents in the extract. A negative reaction therefore 
does not necessarily mean the absence of dehydroiso- 
androsterone, but only that it is not present as a major 
constituent. 

Application of the reaction to eight cases of secondary 
virilism, selected because they had 17-ketosteroid exere- 
tions in the higher part of the range for this group— 
i.e., from 21 to 30 mg. a day—has given uniformly 
negative results. 

With the clinical material available it has so far only 
been possible to apply the test to tumour cases in, which 
the ketosteroid output was so high that a definite 
diagnosis on that ground alone could be established 
with certainty. It is therefore impossible to dogmatise 
on its full potentialities, but in view of its demonstrably 
high sensitivity there seems to be no fundamental reason 
why it should not apply over a much wider range and to 
more difficult cases. 


*For accurate estimation of ketosteroids, but not necessarily for 
the qualitative dchydroisoandrosterone reaction, the charcoal 
should be previously tested and only used if it does not remove 
any 17-ketosteroids from ethereal solution. 

t Case previously described (Anderson et al. 1943). 

t Case awaiting publication (Broster). 
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DISCUSSION 


The possibility has not been overlooked that other 
members of the urinary: steroid or 17-ketosteroid groups, 
particularly those most closely allied to dehydroisoandro- 
sterone, may give similar colour reactions. Isoandro- 
sterone gives the same reaction; it has been isolated 
from the urine in adrenal hyperplasia (Butler and 


“i Marrian 1938), but neither the amount isolated nor the 


results of the present work suggest that it would compli- 
cate the reaction in adrenal hyperplasia. Moreover 
there is no indication that it is present in urine. from 
cases of adrenal tumour in amounts likely to contribute 
significantly to the chromogenic capacity of the adrenal-. 
tumour extracts as prepared in this investigation. 


Evidence has also been obtained that a third substance — 


is present in urine from cases of adrenal tumour which 
can give a similar reaction. The nature of this substance 
has not yet been fully investigated, but it may prove 
to be A*:°-androstadiene-17-one, which was isolated 
from the urine of a male patient with a malignant tumour 
of the adrenal gland by Burrows et al. (1937), who showed 
that it could be prepared from dehydroisoandrosterone 
by dehydration. This same compound also appeared in 
appreciable quantity, though in considerably less amount 
than dehydroisoandrosterone, among the products 


isolated by Wolfe et al. (1941) from extracts of the urine | 


of a female patient with an adrenal tumour. Since, 
however, it is only known to be present in urine from 
cases of adrenal tumour, it can only reinforce the 
dehy droisoandrosterone reaction when the latter is used in 


its present form for the purpose of indicating the presence 


of adrenal tumours. | 
SUMMARY 


A new colour reaction for dehydroisoandrosterone here 
described will demonstrate the presence of excess of this 
compound in extracts of urine from cases of adrenal 
tumour. 

Under comparable conditions urines from cases of 
adrenal hyperplasia give negative results; hence the 
reaction differentiates cases of adrenal tumour from 
other adrenal cases with high 17-ketosteroid output. 

The same reaction is given by isoandrosterone, and by 
a third substance present along with dehydroisoandro- 
sterone in urine from cases of adrenal tumour. Neither 
of these additional compounds complicates the reaction 
in the diagnosis of adrenal tumours. 

I am particularly indebted to Mr. L. R. Broster, whose cases 
have furnished the greater part of the clinical material in 
this investigation, and to Dr. C. W. Shoppee for a sample of 
pure isoandrosterone. ' 
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Medical School. 


“... The patient is an essential part of medical treatment, 
and unless the patient makes some sort of contact with the 
physician the latter cannot give her the benefit of either his 
diagnostic or his therapeutic resources. Herein lies the great 
opportunity for popular education.’”’—Prof.. Emin Novak, 
J. Amer. med. Ass. Sept. 27, 1947, p. 206. 
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Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Poliomyelitis and Meningo-encephalitis ~ 


AT a meeting of the section of epidemiology and State 
medicine on Oct. 6, with Dr. W. S. O. COPEMAN in the 
chair, Mr. K. I. NISSEN described the outbreak of 
poliomyelitis on the island of St. Helena in 1945-46. 

There were 216 cases with 11 deaths, the attack-rate 
being 5% of the population. The outbreak began in 
November, 1945, and was over by the end of the following 
January. None of the patients was under one year of 
age and only 5 were under five years. Most of the cases 
were in the 5-20 years age-group and most of the deaths 

in the 15-20 group. There were no cases among the 
ena garrison of European troops. The last ship to call 
at the island before the outbreak did so thirty-one days 
before the onset of the first case; this patient was the 
fiancée of a soldier travelling on the ship and had been 
visited by him for a few hours on the day the ship called. 
A few British troops were embarked during the call at 


- St. Helena and among them was a sergeant who reached 


his home at Ealing fifteen days later. The daughter of 
this sergeant, aged four years, developed poliomyelitis 
eleven days after his arrival home. No other cases were 
reported as travelling in or otherwise connected with this 
ship, which came from South Africa and called at 
St. Helena when less than a week out from Capetown. 
Food and water supplies were not thought to be con- 
nected with the spread of the outbreak. Transmission 
of infection to outlying districts appeared to be by human 


carriers, often apparently healthy and usually adults. — 


Clinically just over 60% of the cases were non-paralytic 
and might be regarded as “ abortive.” A characteristic 
early sign appeared to be a cold bluish-grey appearance 
of the tongue. There was also a characteristic odour of 
the fæces which persisted several days after the fall in 


temperature. 


Dr. ALLAN MCF'ARLAN commented on the long interval 
between the arrival at the island of the ship which was 
the suspectéd source of infection and the onset of the 
first paralytic case. He did not think that this case was 
an instance of a direct infection with a long incubation 
period, but realised the difficulties in such urgent circum- 
stances of m an adequate retrospective investiga- 
tion into the possibility of a chain of infections 
the source with the first recognised case. 

Dr. L. J. M. LAURENT gave an account of a series of 
13 patients apparently suffering from a form of meningo- 
encephalitis of unknown etiology who were admitted to 
the Park Hospital, London, during the summer months 
of 1946. None of these patients showed any evidence 
of spinal paralysis and all but one recovered. A careful 
pathological investigation had been made of the fatal 
case. An infiltration of the meninges with large mono- 
nuclear cells was the outstanding histological feature. 
In the pons, midbrain, and the region of the basal 
ganglia there were small areas of perivascular cuffing witb - 
the same type of cells. No neuronic degeneration could 
be found in the medulla or spinal cord, and attempts 
to isolate a virus by inoculating animals with serum, 
cerebrospinal fluid, and parts of the central nervous 
system had been unsuccessful. It was not considered 
likely that these patients had a form of poliomyelitis, but 
Jennings ! had reported a similar series which occurred 
at about the same time of year in an area affected by 
an outbreak of poliomyelitis. Careful investigation had 
failed to disclose any connexion between the Park 
Hospital patients and known cases of poliomyelitis. 
In only one of the patients was it probable that other 
persons in the same household had a. similar illness. 
During the summer of 1947, when poliomyelitis had 
been prevalent in London, 2 further cases clinically ` 
resembling the 13 observed in 1946 had been’ admitted 
to the Park Hospital. 7 

Dr. DOUGLAS MCALPINE said that the current epidemic 
of poliomyelitis differed from previous English experience 
of the disease in clinical features as well as in extent. 
He was inclined to postulate. t he recent introduction of 
a new strain of virus and .made’a plea for the provision 


1. Jennings, G. H. Lancet, 1947, 1, 47 l. 
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and training of more laboratory and field workers to 
investigate unusual outbreaks of virus diseases at short 
notice.—Dr. F. O. MAcCALLuUMm spoke on the difficulties 
likely to be encountered in organising work of this kind. 


Reviews of Books 


Current Therapies of Personality Disorders 
Editor: BERNARD GLUECK, M.D. London: W. Heine- 
mann. 1946. Pp. 296. 17s. 6d. 

‘How is the: busy practitioner to learn which of the 
many books and papers coming his way deserve his time 
and study? The answer seems to be, by bush-teélephone 
—by someone handing on his personal judgment of what 
someone else has handed on to him. There are many to 
whom this book should be handed on. Somehow, nineteen 
papers given at the thirty-fourth annual meeting of the 
American Psychopathological Association and reprinted 
here have achieved a unity. Nineteen skilled, educated, 
and thoughtful therapists have cogitated on their 
subject ; none of them suggests finality, none has found 
‘The Way”; but though they are walking along 


separate roads they are going in one direction—towards ` 


the freeing of the mind. 

On the wide frontier of psychiatric practice small 
irregularities do not show; but Dr. Robert M. Lindner 
makes a significant outward dent with his evaluation of 
hypno-analysis. Both his theory and his warning of 
danger demand and easily receive a second reading. 
Group therapy is assessed by several practitioners, drug 
treatment is fully reported, and family guidance receives 
its measure of advocacy and explanation. The use to 
which psychiatry was put in war selection of personnel, with 
its ruthless emphasis on function—how useful the sailor 
or soldier would be to the organisation—reads strangely 
among a group of papers which stress the opposite value 
—the Socratic ideal of the physician. The book, packed 
with concrete evidence, will appeal to all those who have 


some knowledge of and some interest in psychotherapy - 


and who wish to know where we have got to. 


Annual Review of Biochemistry 
Vol. xv. Editors: J. Murray Luvox; James H.C. SMITH; 
Husert S. Lorine; Stanford University. London: 
H. K. Lewis. 1946. Pp. 687. 30s. l 
In the sciences allied to. medicine, dozens of dis- 
coveries are made each year of a quality which would 
have aroused the widest interest and excitement a 
decade or so ago, but they now raise little comment. 
We are not over-sophisticated ; we are overwhelmed. 
The biochemist’ is particularly unfortunate since his 
interests cover such a wide field, and he has to rely on 
the Annual Review and the subject indexes of the 
abstract journals to give him the key to the previous 
year’s publications. It is announced that an Annual 
Review of Microbiology will begin to appear in 1947. If 
more and more of the applied aspects of biochemistry 
could thus be shed until a parent volume is left containing 
- only work on fundamental principles, most readers 
would value it still more. . In the present volume the 
fundamental aspects are given their full due, however, 
and special subjects reviewed include the biochemistry 
of teeth, the growth factors for micro-organisms, immuno- 
chemistry, the viruses, and the inactivation and detoxica- 
tion of pressor amines. 


Care of the Breast = 
Erse K. LA Roe, M.D. New York: Froben Press. 
1947. Pp. 246. $3.75. 


THE publishers of this work hope that it will make 
women ‘‘ breast-conscious,’’ and persuade them ‘“ that 
a competent doctor should be consulted at the first 
sign of any change or peculiarity.” It covers the 
anatomy, physiology, endocrinology, and morbid ana- 


tomy of the breast. Malignant new-growth and surgery, | 


including plastic surgery, are particularly considered, 
and ‘‘ a new concept is propounded regarding the causa- 
tion of cancer, based on the significance of growth hor- 
mones and their anarchic potentialities under speeific 
conditions.” The book is lucidly written and superbly 
illustrated, but it is rather too ambitious in its aims. 
To the lay reader the discussion of ‘‘ all possible diseases, 
injuries, and inflammations ” and of “ the latest methods 


REVIEWS OF BOOKS 


[oor. 18, 1947 


of breast examination ”? will be confusing and apt to |. 
create breast-conscious hypochondriacs. The account ` 
of surgical procedures may appeal to surgeons already 
experienced in this special branch, since it will enable 
them to compare ideas and methods on thé two sides of the 
Atlantic, but details of operations do not mean much 
to the general practitioner and are frightening to the 
average woman. As a comprehensive and well-produced 
account of one organ, however, the book will have its 
uses. 


Human Torulosis l 
A Clinical, Pathological and, Microbiological Study with 
a report of thirteen cases. LHONARD B. COX, M.D., 
F.R.A.0.P., neurologist, Alfred Hospital, Melbourne; JEAN 
C. TOLHURST, M.SC., senior bacteriologist to the hospital. 
London : Oxford University Press. 1946. Pp. 149. 25s. 


ONLY 120 cases of human torulosis have been recog- 
nised and recorded. Most of tħe patients have been 
Australians, though occasional cases have occurred in 
other places, including England. Torulosis is a chronic 
disease which sometimes appears alone, but often in 
conjunction with other diseases; it is found most often 
in the central nervous system. Clinically it is not easy 
to distinguish, from tuberculosis, and sometimes from 
syphilis ; but its pathology and bacteriology are evidently 
fairly distinctive, as the authors show. JIodides and 
sulphonamides have been tried, and _ sulphadiazine 
brought about slight temporary improvement. Penicillin 


-and streptomycin are not mentioned, but X rays have 


been used. This is a good book on a rare but highly fatal 
condition. 


Dolores Mortales 
M. L. ESNAURRÍZAR, surgeon to the Clinica Franca 
of the Mexican Academy of Surgery. Mexico. 1947. 

`Pp. 67. $15. ' g 

PATIN serves a useful purpose in making the patient seek 
medical advice, but colic can kill because of the intensity 
of the pain, or as the result of morphine or barbiturates 
given to relieve it. That the sympathetic chain is the 
main means of transmitting the dread and sometimes 
fatal pain of organic lesions is suggested here and there 
in medical literature, and this led Dr. Esnaurrizar to a 
study of the ‘“‘ physiopathology ” of the sympathetic 
chain. On the clinical side this consisted in injecting local 
anæsthetic into the nerve, and, when relief of pain 
confirmed that the point of the needle was correctly 
lodged, injecting alcohol, which gave freedom of pain 
for 15-40 days. In appropriate cases he has seen much 
improvement from an injection of 8-15 cm. of 96% 
ethyl alcohol. The amount seems large, but he is defi- 
nite that he has seen no trouble of any significance 
as a result. His technique is beautifully illustrated by 


drawings.’ 


Clinical Examination of the Nervous System (8th ed. 
London: H. K. Lewis. 1947. Pp. 380. 16s.).—The basic 
clinical methods of examination of the nervous system do 
not change much, so in essence Prof. G. H. Monrad-Krohn’s 
handbook is much the same as it was before the war. The 
notable extensions of neurological methods -of examination 
in recent years have been in radiology and electrophysiology ; 
and this edition contains 30 pages on the radiology of the 
skull and brain, with numerous plates of encephalograms 
and arteriograms made in Professor Monrad-Krohn’s clinic— 
which has done advanced work in this field. Later editions. 
will no doubt deal with electro-encephalography as adequately. 


Recent Advances in Medicine (12th ed. London: 
J.& A. Churchill. 1947. Pp. 442. 21s.).—Dr. G. E. Beaumont 
and Prof. E. C. Dodds, in their latest edition, have revised this 
book thoroughly and added about 100 pages. So as not to 
add to its bulk they have omitted the sections dealing with 
the kidneys and with diphtheria. Sections on the sulphon- 
amides and synthetic antimalarial drugs have been brought 
up to date, and the new penicillin chapter carries accounts 
of other antibiotics as well. The latest ramifications of the 
vitamins are given their due, and there are new articles on 
thiouracil, primary atypical pneumonia, infective hepatitis, 
homologous serum jaundice, bone-marrow transfusion, and 
the use of thiocyanates in the treatment of hypertension. 
New prospects in oestrogen therapy fill an inviting section of 
the chapter on sex hormones. 
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The Barbiturates 


In 1934 a short-lived but violent controversy } 
raged round the risk of poisoning by barbiturates. 


Perhaps the attack on them was too intemperate ; 


certainly the defence seems to have been successful, 
for whereas in 1934 orders for this group of drugs 
comprised 1-1% of all National Health Insurance 
prescriptions, they now account for 46%; and if 
the comparison is based on cost of ingredients of 
prescriptions, the barbiturates’ share of the total 


has risen from 1:5% to 5°4%. 


The increase is to some extent explained by the 
waning vogue of bromides. Bromides certainly had their 
drawbacks : sometimes they depressed the patient 
or brought him out in spots, and they were sometimes 
justifiably indicted as a cause of delirium. The 
barbiturates have largely been used in the treatment 
of epilepsy ; and their use has' been extended to other 


conditions, such as hyperpiesia and migraine, where 


their application if not always rational is usually 
defensible. “Practitioners have also come to rely on 
them in the treatment of minor psychiatric disorders 
and sleeplessness, and for the palliation of many dis- 
orders where the diagnosis is uncertain or where no 


alternative treatment presents itself. These drugs 


are thus achieving the same status with the doctor 
that aspirin has long held with the layman. Some 
psychiatrists would ascribe much of their increased 
use to the more frequent diagnosis of psychiatric 
disabilities. | 

There is no doubt, of course, that these drugs are 
very valuable, provided they are used with proper 
discrimination. Some of the group—for example, 
‘Sodium amytal’ and phenobarbitone—have been 
growing in favour, while others such as barbitone are 
now comparatively seldom prescribed. Fashion and 
pronouncements in textbooks have no doubt played 
their part, but there are rational indications for 
the choice of a particular drug, depending on its 
promptness of action and duration ‘of effect. These 
properties largely depend on the saturation of the 
alkyl side-chain, the unsaturated members of the 
group having a shorter effect because of their quicker 
destruction in the body. Thus phenobarbitone, which 
is eliminated mainly through the kidneys, acts 
appreciably longer than sodium amytal or pento- 
barbitone, both of which are broken down in the liver. 
The rate of excretion or destruction will obviously 
be influenced by renal or hepatic disease which 


1. Proc. R. Soc. Med. 1934, 27, 504. 


See Lancel, 1934, i, corre- 
spondence passim. 
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makes the use of an otherwise safe dose risky and its 
frequent repetition dangerous. Dosage must always 
be determined in the light of the normal pharmaco- 
logical action, of the ratio between therapeutic and 
lethal dose, and also of the responsiveness of the 


-subject : the patient who is comfortable and tranquil 


needs less than the one who is in discomfort or 
distress ; and the more irritable the patient’s nervous 
system the larger the dose necessary to exert an 
effect. Through lack of supervision or a too ready 
attribution of symptoms to a functional origin, 
patients taking barbiturates are sometimes allowed 
to spend the first half of each day in a cloud of 
weariness and lassitude whose true origin remains 
unrecognised. 


To prevent their uncontrolled use by the public 
the law has placed the barbiturates among the first- 
schedule poisons, issued only against a prescription. 
This very safeguard, however, fosters another danger. 
The doctor ordering one of these drugs for sustained 
use is likely to prescribe a large number of tablets at 
a time, so that the patient need not return soon 
merely for a further prescription ; and such generous 
supplies may tempt some patients to excessive dosage, 


- besides constituting a danger to children. Accordingly 


some practitioners, with commendable caution, make 
it a rule never to prescribe at one time enough 
barbiturate tablets to be lethal if taken in a single 
dose ; and this should be the ideal, if only because 
small prescriptions bring the patient back more often 
for supervision. Fortunately, there is little risk of 
addiction, though HamBourcEeR? has shown that 
habituation and undue dependence can occur. But 
the risk of accidental or suicidal poisoning is by no 
means negligible. In HAMBOURGER’s series acute 
poisoning accounted for 0°05% of all admissions to 
thirteen large American hospitals ; and GOLDSTEIN ® 
has since reported a growing number of deaths and 
non-fatal cases from this cause. In the States of 
California, Illinois, Massachusetts, and Ohio there 
were 367 deaths from this cause in 1945, compared 
with 104 in 1936. Unfortunately no comparable 
figures have been published in this country. 


Clearly barbiturates are not the harmless sedatives 
that their present wholesale distribution might 
suggest.*® Constant watch must be kept for chronic 
intoxication: impaired concentration, drowsiness, 
vertigo and ataxia, thick speech, nystagmus, diffi- 
culties of accommodation, and paresis or tremor are 
among the possible manifestations. It is even more 
important to bear in mind the possibility of acute 
intoxication, which demands prompt and energetic 
treatment. Patients unable to sleep but fuddled by a 
previous dose of barbiturate of which they remember 
nothing have been known to poison themselves 
accidentally by reaching for further tablets ; and this 
has prompted some physicians to place the drug in 
the keeping of some other member of the household. 
Whatever expedients and safeguards may be adopted, 
it is clear that the many advocates of the barbiturates 
should at all times bear in mind the perils as well 
as the blessings of the drugs they prescribe. 

2. Hambourger, W. E. J. Amer. med. Ass. 1939, 112, 1340 ; 
1940, 114, 2015. 

. Goldstein, S. W. J. Amer. pharm. Ass. 1947, 36, 
eiss,S. J. Amer. med. Ass. 1936, 107, 2104; Int. biin. bea 1, ree 


. Curran, F. J. Amer. J. Psychiat. 1938, 95, 
100, 142; Ass. Res. nerv. ment. Dis. Proc. 1939, 19, 154. 
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Rocky Mountain Spotted Fever 


In parts of America and Africa a closely related 
group of tick-borne rickettsial infections are endemic, 
and one of these is Rocky Mountain spotted fever, 
which RICKETTS,! in 1907, showed to be caused by an 
agent now known as Rickettsia or Dermocentroxenus 
ricketist. At that time the disease was thought to 
be confined to the western part of the United States, 
but later a much wider distribution was recognised. 
As early as 1912 cases of a similar disorder were seen 
on Long Island, New York State ; but it was not until 
1931 that DYER et al.? isolated the rickettsia of 
eastern Rocky Mountain spotted fever and found 
that it was antigenically similar to the agent of the 
western form. 

Some idea of the importance of this disease can be 
obtained from the report of a recent symposium 
held in New York.? The -epidemiology of the infec- 
tion is closely associated with the biology of the 
tick. The vector in the west is the wood-tick, 
Dermacentor andersoni, and in the east the dog-tick, 
Dermacentor variabilis ; several other ticks, such as 
Amblyomma americanum on the Gulf coast, may also 
act as vectors. The tick has a complicated life- 
cycle, passing through the four stages of egg, larva, 
nymph, and adult. An infected female can transmit 
rickettsias to her eggs and throughout all stages to 
successive generations ; thus the tick serves not only 
as a vector but as a reservoir for rickettsias. The 
disease is commonest in the summer, when ticks are 
abundant. Several small rodents act as host during 
the developmental stage, but the dog is the important 
host for the adult tick. Ingestion of mammalian 
blood by the adult tick results in a multiplication of 
the rickettsias and an increase in their pathogenicity 
—so-called “ reactivation.” The exact rôle of the 
dog is not certain; it undoubtedly acts as host to 
the tick and itself becomes infected, as is shown 


by the high complement-fixation titre of the serum - 


of dogs in infected localities. How the disease is 
transmitted to man has yet to be decided; but it 
is significant that many cases are seen without any 
evidence of a tick bite or local lesion. Rickettsias 
present in tick fæces, reactivated by ingestion of blood, 
may penetrate the skin or be inhaled as fine particles. 
This certainly happens in other rickettsial infections 
such as epidemic and scrub typhus and may well be 
the means of infection in Q fever. Thus there seems 
to be a definite risk in handling dogs harbouring 
infected ticks. The apparent differences in severity 
between the eastern and western forms are probably 
due to minor differences in rickettsial strains, such 
as occur in any infectious disease, and to the fact 
that in the west.a different population is at risk. 
There the disease is found most often in old people, 
so the mortality-rate is higher than in the east where 
over half the cases are in children under the age of 
12 years. 

Nearly 100 cases of eastern spotted fever have 
been recorded in New York State since 1912, most 
of them in Suffolk county at the eastern end of 
Long Island. The symptoms are remarkably uniform 
1. Ricketts, H. T. J. infect. Dis. 1907, 4, 141. 

yer, R. E.. Badger, L. F., Rumreich, A. Publ. Hith Rep., Wash. 
1931, 46, 1403, 


e J. Med. 1947, 47, 1575 
4. Topping, N. H. Publ. Hith Rep., Wash. 1943, 56, 757. 
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and similar to those seen in other rickettsial infec-. 


tions. The onset is sudden with chills, fever, and 
muscle pains accompanied by profound headache, 
with every indication of involvement of the nervous 
system. The temperature tends to remain high— 
103-105°F—falling by lysis in the third week; the 
pulse-rate is not greatly raised. A characteristic 
rash was present in all the New York cases; it first 
appeared about the third day as a macular eruption 
on the extremities, particularly on the palms and 
soles; but it later became petechial and spread to 
the trunk. Tick bites were seen in only 10% of 
cases, and splenomegaly in only 20%. The Weil- 
Felix test is of some value in diagnosis. Serum 
agglutinins to Proteus OX19, as with epidemic and 
murine typhus, begin to appear on or about the 
eleventh day, the titre rising during convalescence. 
Recently more specific results have been obtained 
with complement-fixation tests employing purified 
rickettsial suspensions as antigen. The essential 
lesion is an acute infection of the small blood-vessels 
throughout the body, particularly in the skin and 
brain, which leads to thrombosis and later to necrosis 
and hemorrhages. The basis of all treatment 18 
therefore rest in the acute and convalescent stage. 
Specific immune antiserum has provided good results 


when given early in the disease,* and so has p-amino- — 


benzoic acid, which reduces the toxic manifestations.® 
Two vaccines are used in prophylaxis, one prepared 
from infected ticks and the other from the yolk-sac 
of the developing chick-embryo, as described by 
Cox.® Both have given encouraging results. 
Meanwhile, eastern spotted fever, with a case- 
fatality rate of 30%, must be attacked by educating 


the public in its cause and method of spread, by - 


prophylactic vaccination, and by attempts to cradicate 
the tick population.’ 


A Change of Emphasis 


THE opportunity for promoting “ positive health *” 
is nowhere greater than in the Armed Forces; for 
here, as in no other walk of life, groups of fit young 
men are brought together in an environment where 
they may be ordered, instructed, or guided in the way 
they live. In time of war the opportunity is equalled 
by the need ; then men are scarce and trained soldiers 
still scarcer ; and during a campaign every man falling 
ill is not only a negative loss but a positive drag on 
the whole force, for he must be evacuated, given 
hospital treatment, and replaced by ‘another man. 
Thus the first duty of a military medical service is 
to keep men fit and in the field; and every case of 
preventable illness is a defeat for that service. 

On what does the avoidance of disease depend ? 
In the first place, the soldier must be physically fit 
for the duties he is called on to undertake. 
week’s Chadwick lecture, summarised on another pe 
Brigadier RicHMonpD referred to the Army’s careful 
systems of medical categorisation and physical train- 
ing, which together go far to assure that no soldier 
shall break down through physical incapacity. 
Secondly, men must be given work suited to their 
aptitude and experience ; in this respect the primary 
5. Tichenor, C. J., Ross, S., McLendon, P. A. J. Pediat. 1947, 31,1. 


6. Cox, H. R. Publ. Huh Rep., Wash. 1939, 54, 1070. 
7. Bishopp, F. ©. Amer. J. Publ. Hlth, 1946, 36, 593. 
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training centres, supported by special tests and by 
psychiatrists’ reports, are, as never before, helping 
to fit square pegs into square holes. Thirdly, the 
soldier must be protected from illness by public-health 
measures such as immunisation and the surveillance 
of water-supplies. Finally, the soldier’s environment 
must be watched, and if necessary modified ; and it 
is a greater interest in environment at close quarters 
that Dr. GEAR particularly urges in his article else- 
where in this issue. Like H. L. MARRIOTT before him, 
GEAR pleads for a change of emphasis in our military 
medical services. As consulting physician to the 
Seac land forces MARRIOTT wrote!: “ At least four- 
fifths of our sickness casualties _ have been due to 
disease capable of classification as ‘ preventable ’ ” ; 
from which he concluded ? that more men should be 
allotted to the hygiene service and that regimental 
medical officers should be given encouragement and 
authority to tackle preventable illness. The R.M.0o. 
is in a better position than anyone else to teach 
hygiene to his unit and to foster their health and 
well-being ; and he alone can detect and remove the 
_ first roots of disease before the start of that insidious 
trickle of sick to the rear which saps the strength and 
morale both of those who go and of those who stay. 
The efficiency of the curative services in the late 
war has been rightly commended; but before the 
lessons of war are relegated to the ‘history-books we 
may ask whether a more aggressive policy of preven- 
tion might not have substantially reduced the oalls on 
these services. Many who served as R.M.0.’s received 
little incentive to pursue such a policy. Denied any 
prospect of promotion while continuing ‘in their 
present employment, cut off from the stimulating 
contact with other doctors and with the more seriously 
ill patients, and sometimes accorded scant encourage- 
ment by the unit’s commanding officer, some threw 
in their hands and did little more than regulations 
demanded. In such circumstances a man, particu- 
larly if young and lacking aforceful personality, cannot 
be greatly blamed if he does “ just sit around feeling 
sorry for himself that he is not doing something 
which he thinks more important—i.e., working in 
hospital.” 3 If the R.M.0. is to accept wider responsi- 
bilities he must be encouraged ; he must be made to 
feel—what indeed should be the truth—that he and 
those like him are the bedrock on which the medical 
- services are built. If the work of prevention is to be 
done properly, medical officers must be given more 
instruction in the broad principles, both as students 
and on entry to the Army ; and they must be offered 
rewards for good and responsible service in the 
prospect of promotion to field rank, those who fail 
being withdrawn to, medical units where they will be 
supervised by senior medical officers. But that is 
not all: if the 8.M.o., who now often feels that he is 
working in a vacuum, is to retain his enthusiasm for 
duties which are largely arbitrary and voluntary, he 
must be constantly inspired by the direction and 
advice of a wise administrator. In his A.D.M.S. he 
should find support informed by personal knowledge. 
Lieut.-General Sir ALEXANDER Hoop, director-general 
of Army Medical Services, has postulated that the 
administrator should be “‘ not the specialist in adminis- 
tration, but the doctor who has worked his way 


1. Lancet, 1945, i, 679. 
2; Army Quart. 1946, 52, "63. 
3. Marriott, H. L. Trans. R. trop. Med. Hyg. 1946, 39, 462. 
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through many and various departments and specialties 
before starting to administer.” 4 So far no attempt 
has been made to sponsor regular meetings of 
R.M.O.’8 on the scale of those held successfully in 
Army hospitals; yet such meetings would give the 
R.M.O. a chance to judge his results against other 
peoples’. (Why is there so much grousing about food 
in unit A, while in unit B, with comparable cooking, 
complaints are rare ? Why does the sick-parade in 
infantry battalion C number only 11 per day, while 
in battalion D, just down the road, the daily rate 
is 23? How comes it that in unit E 4 patients, 
previously well, have mild anxiety states ?) Finally, 
if field research into preventive methods is to be 
given the weight it merits, further senior specialists 
should be appointed, whose main task would be to 
tour units, helping medical officers with local problems 
and guiding them in the conduct of eee 
research. 


Books from Abroad 


Most of us have been brought up to believe that 
progress largely depends on the free circulation of 
thought. Since the end of the war politicians of some 
nations have slowed, and at points stopped, this free 
circulation ; and we have damned them for it. Now 
the clamp is to be gently applied to Britain—not, it is 
true, from political motives but from economic need. 


On another page Dr. Israts protests at the ban on` 


the import, except under licence, of books from abroad ; 
and his remarks will strike a chord in all who recognise 
the necessity for the flow of knowledge between the 
countries. The position now is that “learned, scien- 
tific, and technical books in English ” may be imported 
from abroad by booksellers up to, but not beyond, the 
value of their pre-war purchases ; which, since prices 
have risen, means that only about two-thirds of the 


number of books imported in 1939 will reach the 


country in this way. Applications for licences to 
import books in foreign languages, and applications 
from firms with no | pre-war imports, will be considered 

‘on their merits ” ; while private persons wanting 
particular books may apply through their bank for 
permission to buy them abroad. This ruling will 
presumably cause foreign books to disappear from the 
bookshops, for booksellers are likely to use up their 
quota on. specific orders from their customers. If no 
difficulty is placed in the way of individual purchase 
of single copies, the purchaser may suffer no more than 
inconvenience ; but if, on the other hand, this part of 
the regulation is grudgingly interpreted, it will insidi- 
ously but progressively reduce our intellectual and 
technical contacts with other lands, particularly with 
America. Impediments of this kind became familiar 
during the war, and were generally tolerated ; but at 
a time when so much hangs on our not falling behind, 
in science or in industry, they cannot be accepted 
without question. A wide choice of imported books is 
certainly more valuable to this country than tobacco, 
and as “ essential raw materials ?” books can even com- 
pete with food. We must face the fact that what we 
cannot pay for, we cannot have. At the same time 


this new regulation is one of the most disquieting so 


far produced by the economic crisis, and its effects will 
be anxiously watched ; for it contains a precedent 
alien toa free people.. 


4. See Lancet, 1945, i’ 71l. Arenan Aa 
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Annotations 


TRAINING THE SPECIALIST 


Frw are content with present arrangements for the 
training of specialists. Undue weight is attached, par- 
ticularly by the laity, to higher degrees and diplomas ; 
and the extent and quality of teaching varies from one 
university to the next and from one department to 
another. Last week, in the annual address to the 
Institute of Laryngology and Otology, London, Sir 
Francis Fraser, director of the British Postgraduate 
Medical Federation, suggested that the remedy lies in 
the competitive selection and progressive training of 
candidates, who before applying for a specialist hospital 
appointment should reach a standard imposed by their 
colleagues. As he pointed out, the Royal Colleges and 
the associations of specialists have recommended at 
least five to six years’ postgraduate experience for each 
intending specialist, of which the first one or two years 
should always be devoted to general medicine or general 
surgery, and a year or more should be spent in scientific 
training and laboratory discipline. The programmes 
include higher degrees and diplomas, but these are not 
to be regarded as qualifying men as specialists. 

Sir Francis Fraser favours progressive selection from 
the stage of senior house-appointments onwards—a 
process facilitated by the larger grants for medical 
education and the introduction of the National Health 
Service. The first stage of a registrarship should if 
possible be in a teaching hospital, but since the clinical 


_material in a university teaching hospital is regulated 


by the needs of the undergraduate the registrar should 
go elsewhere for fuller practical experience, spending his 
second year perhaps in a regional hospital, or a special 
department, which has been approved for the purpose 
and where teaching can be supervised. The third stage 
of training will depend on the candidate’s previous 
experience and aptitudes : he may return to his teaching 
hospital ; he may be attached to a professorial depart- 
ment; or, if his bent is towards the treatment and 
management of patients, he may seek a further period 
of clinical experience. At some time all should have the 
chance of travelling to other centres in this country 
or abroad. 

It is debatable whether courses are of much value to 
fully trained men, except to those who find it hard to 
synthesise their knowledge; certainly they cannot take 
the place of hospital appointments with graded responsi- 
bilities. The usual type of organised course is designed 
as an introduction to a specialty, but unfortunately it 
often enables candidates to obtain diplomas. Some of 
these diplomas should be regarded as simply qualifying 
their owners to start specialist training; few of them 
indicate that training has been completed. There is 
real danger, in Sir Francis Fraser’s view, that London 
may come to be regarded as a purveyor of diplomas ; 
and he proposes that the Royal Colleges and the univer- 
sity should work together to ensure that these higher 
qualifications take their proper place in the training. 
The experience in London, with its specialist teaching 
hospitals, is, he said, that the standard of teaching is 
generally higher in the branches where there is no 
diploma. The specialist hospitals are the basis of the 
institutes now being built up by the university, and as 
soon as possible the university will be asked to appoint 
a professor or reader to each. 

Sir Francis sees a place for two types of course in 
each specialty. First, there may be a course, lasting 
about six months, in the fundamentals, with practical 
work supplemented by group discussions, lectures, and 
demonstrations : it should be preparatory and educative 
rather than vocational, and all those attending it should 
be able to go to central lectures in the basic sciences. 


MISUSE OF THE EMERGENCY BED SERVICE 
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Secondly, there should be courses designed to codrdinate 


and systematise practical experience. An advanced 
revision course of this second sort, lasting some 8-10 
weeks, makes heavy demands on teaching staffs, and it 
should be attended -only by those advanced enough to 
benefit. 


FILLING THE GAP AFTER PNEUMONECTOMY 


AFTER pneumonectomy it is found paradoxically that 
mediastinal shift is greater in uncomplicated cases than 
in the less fortunate ones where infection necessitates a 
thoracoplasty to reduce or obliterate the empyema 
cavity. The sequel in the uncomplicated case is “ com- 
pensatory’’ emphysema with reduction in exercise- 
tolerance and, later, impairment of general activity. 
The outlook is more hopeful when in the absence of 
infection and drainage the cavity gradually fills with 
serum, for this provides splintage and when it becomes 
organised draws the mediastinum slowly towards the 
chest wall, allowing a maximum time for pulmonary 
adjustment with a minimum effect on the great vessels. 
Unwilling to undertake elective thor acoplasty after 
pneumonectomy, thoracic surgeons occasionally instil 
serum or blood into the empty pleural sac with relatively 
successful results. 

Other media for prosthesis, such as liquid paraffin 
intrapleurally or paraffin wax extrapleurally, have been 
tried and discarded. Johnson et al.,1in animal experiments, 
found a shaped hollow metal-box prosthesis (of zircontum, 
a stainless metal) too unwieldy and mildly irritating. 
After total pneumonectomy in the dog they inserted 
one-inch hollow balls of methyl methacrylate (lucite) 
into the pleural cavity, taking care to remove as much 
air as possible when closing the chest and drawing off 
excess fluid by thoracentesis next day. Of 16 dogs, 
3 died three weeks later, from causes unrelated to the 
operative: interference, and the remainder were killed 
at intervals to study the reactions of the pleura. These 
reactions were negligible, consisting of minimal fibroblastic 
proliferation and round-cell infiltration. At two months, 
the longest interval up to the date of the report, the balls 
were free and evenly distributed throughout the pleural 
cavity and the fluid present occupied the intervening 
spaces ; mediastinal displacement was eflectively pre- 
vented and the remaining lung had not become over- 
distended. Wilson and Baker? have also studied the 
effects of methyl methacrylate on pleural and extra- 
pleural tissues in animals, and have used hollow balls 
of this material to fill the extrapleural cavity after extra- 
pleural pneumonolysis in patients with pulmonary 
tuberculosis. Provided preliminary tests for individual 
sens tivity to the acrylic resin are applied, a prosthesis 
made of this plastic may be successful in preventing over- 
distension of the remaining lung after pneumonectomy 
in man. 


MISUSE OF THE EMERGENCY BED SERVICE 


WE have lately published several examples of what 
seemed to be gross abuses of the Emergency Bed Service 
—the bureau set up by the King’s Fund to simplify and 
hasten the admission of urgent cases to London hospitals. 
The éomplaints come from the hospitals receiving 
patients via the E.B.S. from practitioners or (in one 
case) from another hospital, and Dr. Herbert’s letter of 
Oct. 11 shows that some of the trouble arises.from the 
well-known faculty of patients to change or lose their 
symptoms on their way to hospital. But there are also 
cases where doctors suppress undesirable clinical features 
and emphasise desirable ones because they know that 
with the present shortage of beds the patient will other- 
wise have little chance of getting into hospit al at all. 
1. Johnson, J., Kirby, C. K., Lazatin, C. S., Cocke, J. A. Surgery, 

` 1947, 22, 179. 


2. Wilson, D. A., Baker, H. Surg. Gynec. Obstet. 1946, 82, 135; 
Wilson, D. Å. Surg. Clin. N. limer: 1946, p. 1060. 
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The practice of ‘‘ dumping ” by ambulance, at one time 
a popular way of shifting responsibility for the chronic 
sick in London, has largely been checked by limiting the 
right to order a free ambulance to the hospital under- 
taking to admit a patient. Places intended for the 
chronic sick are now very scarce. It is understandable, 
therefore, if doctors are occasionally tempted to embroider 
the history and findings so as to bring the patient within 
the scope of the well-oiled machinery intended for urgent 
cases. When, however, as Dr. James (Oct. 11, p. 562) 
alleges, such embroidery extends to denying a history of 
diarrhea in a child destined for a premature-babies 


ward there is a danger of undermining the confidence © 


on which the E.B.S. scheme stands. The staff of the 
E.B.S. ask for full details of each case submitted to 
them, and base their search for a bed on the replies they 
receive. They can serve the best interests of patient, 
doctor, and hospital only if they can rely on the good 
faith of all parties. There will always be borderline 
cases, because the definition of an emergency depends on 
the point of view—what looks desperately urgent in a 
dark cottage at 2 a.m. may be a case for routine investi- 
gation next day in a hospital bed—but as Dr. Herbert 
says: .‘‘ If occasionally a case is sent which does not 
merit immediate attention, it is better thus than that 
cases should be neglected for fear of criticism from the 
resident staff.” 


SYNTHETIC PROTEIN ANALOGUES 


PROTEINS are composed of long chains of amino-acids 
joined together by peptide links. These peptide links 
(—CONH—) are formed by the elimination of water 
between the carboxyl (COOH) group of one amino-acid 
and the a-amino group (NH,) of the next amino-acid. 
Amino-acids. may be written in the general form 
R—CHNH.—COOH, where R is methyl in the case of 
alanine, p-hydroxybenzyl in tyrosine, and so on. The 
structure of the protein chain may therefore be written : 


R, 
(1) NH,—CH—CONH—CH—CONH . R. 
Rz _CONH— CH—COOH 


Naturally occurring proteins have molecular weights 
ranging from a few thousands to a few millions—that is, 
some contain 100 or so amino-acid units in the molecule, 
others 100,000 or more. The différent proteins con- 
tain different proportions of the naturally occurring 
amino-acids, of which some 25 are known. 

The joining up, in the laboratory, of amino-acids by 
means of the peptide linkage to form peptides requires 
a certain amount of chemical tactics. This has been 
possible since the beginning of this century, when Emil 
Fischer devised several methods, and more recently 
Bergmann and Zervas have introduced their elegant 
carbobenzoxy method. By repeated application of his 
various methods and with much labour Fischer in 1907 
succeeded. in joining together 18 amino-acids to form 
an ‘ octadecapeptide’’ which had some protein-like 
properties. | 

We are. now in. the age of haste and plastics; the 
latter have achieved such social significance that in 
modern mythology a shower of nylons would replace 
the shower of gold. One product of research into plastics 
may be a short cut to the laboratory synthesis of protein- 
like bodies. Plastics of the ‘‘ superpolyamide’”’ type, 
such as nylon, consist of very large molecules containing 
multiple. peptide linkages. Nylon itself, synthesised by 
Carothers in 1935, is made by heating hexamethylene 
Giamine with adipic acid, and it has the structure : 

(1) —NHCO—(CH,),— — CONH — (CH,), ~ —NH—COo— 
(CH,), -CONH —(CH,), —-NHCO— 

Hence long ‘chain compounds with multiple peptide 

links can be obtained by poy mensehon processes. 
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Recently Woodward and Schramm,! of Harvard Univer- 
sity, have found that bodies more nearly related to 
proteins may also be obtained by polymerisation reac- 
tions. Leuchs and Geiger ? had shown that the anhydrides 
of N-carboxyamino acids lose CO, in the presence of 
water and yield solid insoluble‘ substances, obviously 
polymers. Woodward has realised that these are peptides 
of high molecular weight. Whereas the anhydrides of 
the N-carboxyamino acids are crystalline bodies stable 
in the absence of water, the free acids which they yield 
in the presence of water break down, losing CO, and 
forming a new free amino group. 


eee eye, 
OC—CH—NH—-CO+H,0 > te aaa ea as 
R 


—> HOOC.CH—NH,+CO, — 
R 


The free amino group enables the product to combine 
with a second molecule of anhydride forming a peptide : 


DEE g ee 
HOOC—CH—NH,+0C—CH—NH—CO —> 
R R | 


HOOC.CH —NH —CO—CH—NH—COOH 
R R 


The resulting substance is unstable and loses a molecule 
of CO, from the —NH —COOH group, thereby generating 
a free amino group, which enables it to combine with a 
third molecule of anhydride. The process thus goes on, 
building up a chain of the general structure (I) possessed 
by proteins. Woodward and Schramm dissolved together 
N-carboxyleucine anhydride and N-carboxyphenylalanine 
anhydride in benzene containing a trace of water. The 
reaction proceeded for a fortnight at room temperature, 
the solution gradually becoming more viscous. The solu- 
tion was then cast, leaving a clear tough film. The 
molecular weight of the product, a peptide of leucine 
and phenylalanine, was several million, indicating that 
not less than 10,000 amino-acid residues were present in 
the molecule. 

The value of this remarkable discovery to the protein 
chemist is not yet certain. The protein analogue formed 
differed from naturally ‘occurring proteins in being 
soluble in benzene. This was because the two amino-acids 
of which it was composed have non-polar R groups— 
i.e., benzyl in phenylalanine, isobutyl in leucine. It 
remains to be seen whether the process is applicable to 
the amino-acids containing polar R groups which enter 
so largely into the composition of proteins. Even if it 
were found possible to copolymerise several amino-acids, 
would it be possible to control the order in which the 
different amino-acids linked up to form the chain? This 


‘order is presumably of great importance, and if it were 


not controlled the product would be a mixture of a very 
large number of different peptides. As matters stand 
it seems that Woodward’s discovery may be of greater 
value in plastic technology than in protein chemistry, 
but in the long run it may open up new fields of protein 


_ research. 


It is unlikely that living tissue synthesises protein by 
polymerisation reactions of this sort. Recent American 
work points to a possible mechanism for peptide bond 
synthesis in vivo. Synthesis of hippuric acid from 
benzoic acid and glycine and of p-aminohippuric acid 
from p-aminobenzoic acid and glycine in liver homo- 
genates has been studied by Borsook and Dubnoff? 
and by Cohen and McGilvery.4 These workers found that 
adenosine triphosphate promotes the synthesis, and it 
is suggested 4 either that the aromatic acid forms a 


1. MTT R. B., Schramm, C. H. J. Amer. chem. Soc.. 1947, 
2. Leuchs, Ha Geiger, W. Ber. dtsch. chem. Ges. eee. a 1721. 


3. Borsook, , Dubnoff, J. W. J. biol. Chem. 1947, 168, 397. 
4. Cohen, P. Ey , MoGilvery, R. W. Ibid, 1947, 169, io. 
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phosphate of the energy-rich type ê which then reacts with 
glycine releasing phosphoric acid, or alternatively that the 
glycine forms an energy-rich phosphate which then reacts 
with the aromatic acid. Again, the amide group of gluta- 
mine is analogous to a peptide link, and there is some 
indication that an energy-rich phosphate of glutamic acid is 
an intermediate in the enzymic synthesis of glutamine from 


- glutamic acid and ammonia.® If it is confirmed that this 


type of mechanism is involved in peptide bend synthesis 
in these simplified systems it may conceivably also be 
involved in the synthesis of some of the peptide bonds 
in proteins. 


OPERATIONS ON INFANTS: THE MOTHER’S PART 


Many have advocated that when an infant needs 
an operation his mother should be admitted to the 
hospital at the same time, so that she may continue to 
tend him; and the plan has been successfully tried in 
some parts of England, notably in the department of 
child health at Newcastle. In New Zealand the principle 
has been carried a step further at the Bassam Clinic, 
outside Wellington. In a recent account ” of this experi- 
ment Dr. Cecily Pickerill, who, with her husband, 
Mr. H. P. Pickerill, F-R.a.c.s., is in charge of the clinic, 
refers to the dangers of cross-infection to which infants 
undergoing plastic operations are exposed in a general 
ward. A cleft-palate case, for example, offers a raw nasal 
surface to all the organisms present in the air. The 
Pickerills believe in early operation for this malformation 
and such others as hypospadias, epispadias, angioma, and 
syndactyly, because successful treatment im infancy 
allows the child to grow up without a period of dis- 
ability or disfigurement, and because the baby is much 
more passive under plastic surgery than the growing 
child, and hence is less liable to spoil results. Yet the 
dangers to all such infants in the wards of a hospital 
are very great: not only may the wound slough from 
local infection, but the child may sicken or die of a general 
infection. At the Bassam Clinic they have reduced this 
danger by admitting each mother, with her baby, to a 
small bed-sitting-room of her own. This is comfortably 
and pleasantly furnished, containing besides the mother’s 
bed a crib or cot for the baby, an easy chair, an electric 
fire, and what other appropriate furniture is needed. 
Here the mother can look after the baby exactly as 
though she were at home. She has the companionship 
of other mothers in neighbouring rooms, and can enjoy 
the garden where the babies take the air in perambulators ; 
freed from household responsibilities, she can rest and 
give her whole care to the baby. All dressings are 
done in the theatre, under aseptic conditions, the children 
usually being put under short light anesthesia for the 
purpose. This means that strapping and dressings can 


be removed deliberately and carefully, and the area’ 


cleaned without pain to the baby. Chances of cross- 
infection are reduced to a minimum, and the child suffers 
no emotional shock. Moreover, only a few skilled nurses 
are needed: the mother does all the routine tasks for 
the baby which take up so much nursing time in a 
hospital. She also keeps the weight chart, and of course 
feeds the baby ; and, as no child with a falling weight is sent 


- for operation, this means that the mother has responsi- 


bility and incentive beyond the ordinary—an important 
point, since the feeding of a child with a double hair- 
lip is at best tedious, and would engross a great part 
of a nurse’s time. Operations are done in several stages, 
on the principle that babies stand several small operations 
better, and with less postoperative shock, than one or 
two more extensive ones. The Pickerills note their 


experience that preoperative and postoperative sedation 


5. Lipmann, F. Adv. Enzymol. 1941, 1, 99; Dickens, F. Rep. 
Progr. Chem. 1944, 41, 230; Baldwin, E. Dynamic Aspects 
of Biochemistry, London, 1947, p. 296. i 

6. Speck, J. F. J. biol. Chem. 1947, 168, 403; Elliott, W. H. 
(to be published). l 

7. Nursing Mirror, Aug. 16, supplement, p. ii. < 
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is hardly necessary: the best sedative for any baby is 


the mother. 


The clinic, built with the sanction and help of the 
New Zealand Health Department, has been running for 
five years ; during that time there has not been a single 
case of cross-infection, local or general, and not a single 
slough or case of dehiscence. 


SOCIAL WORKERS 


CORRESPONDENTS have recently discussed the type of 
social worker needed to help the general practitioner. 
Dr. Beryl Harding 1 has suggested a service of voluntary 
workers, supervised by trained welfare workers. Miss 
Marjorie Steel,? of the Institute of Almoners, notes that 
the health visitor is “ the health worker in the social 
setting ’’ and quotes a letter from Miss Amy Sayle, of the 
Women Public Health Officers’ Association, to the 
Times on Sept. 12, in which she spoke of the health 
visitor as being the future general medical social worker 
for the whole population. In our present issue Mr. 
C. E. A. Bedwell (p. 594) reminds us of the part 


played by the district nurse as the general practitioner’s 


coadjutor. 

The almoner of course has her own sphere, as a 
special type of social worker in hospital; and- the 
functions of her department have recently been set out 
in a statement issued by the council of the Institute of 
Almoners.* Her work, they say, falls under three main 
heads: medical social work directly concerned with the 


doctor’s investigation and treatment of the patient’s | 


illness; other work within the hospital in which the 
knowledge and skill of a trained social worker is needed 
(including teaching, research, and the planning of 
facilities for patients); and codperation with other 
agencies concerned with the social aspects of medicine. 
She will also help to plan details under the National 
Health Service. She should try to have at least one 
interview with every patient in the hospital wards or 
attending the clinics, should consult often with the 
medical and nursing staff, and should keep the relevant 
social histories readily accessible to the doctors. Another 
social worker with a place in the health team is obviously 
the psychiatric social worker. 

The difficulty in the past has been that the practi- 
tioner, though he has been in close touch with the 
district nurse, could seldom work in direct association 


with the health visitor, the psychiatric social worker, or. 


the almoner. Eventually all such workers will probably 
have some connexion with the health centres, and this 
might meet some of Dr. Harding’s requirements. Ina 
further letter this week she refers to the important point 
made in the Times of Oct. 8 by Dr. H. Morley Fletcher 
as chairman of the Nursing Recruitment Committee— 
namely that hospitals in their present straits cannot 
afford to lose so many of their trained nurses to public- 
health services where they are not concerned with the 
care of the sick. Dr. Fletcher objects to the Working 
Party’s unrealistic statement that “the proper stage for 
the estimation of sick nursing requirements should be 
subsequent to the estimation of the optimal requirements 
of the health nursing services.” The Times last Tuesday 
wisely suggested an inquiry into the work and training of 
the health visitor which might help to show what particular 
functions each kind of worker should perform in the 
medical social field. 


RELEASE OF DOCTORS FROM SERVICES.—The Central 
Medical War Committee have been informed by the Air 
Ministry that Royal Air Force medical officers in age-and- 
service group 64 will be made available for release in 
December, 1947. 


1. Lancet, Sept. 27, p. 488. 

2. Ibid, Oct. 4, p. 525. i : 

3. Functions and Organisation of the Almoner’s Department. 
Institute of Almoners, Tavistock House North, Tavistook 
Square, London, W.C.1. Pp. 8. 
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ARMY HEALTH AND MEDICAL 
ADMINISTRATION 


H. S. GEAR 
M.D. Witwatersrand, D.P.H., D.T.M. & H. 
DEPUTY OHIEF HEALTH OFFICER, UNION OF SOUTH AFRICA 


DURING the late war the medical organisation of the 
Commonwealth armies was efficient in its provision of 
medical care. “The sick and wounded have been 
attended with devotion, efficiency, and unprecedented 
success, while the high level of physical. and mental 
health in the Forces owes much to an improved practice 
of preventive and social medicine.” 1? The hygiene 


branch successfully controlled preventable disease and . 


developed and maintained the fitness of the Army during 
the Middle East, Mediterranean, and European cam- 

aigns ; moreover, its advice was heeded by the General 
Staff and administrative services on such subjects as 
- rations, clothing, equipment, and camp siting. Never- 
theless there is some justification for inquiring whether 
the present system provides the best means for ensuring 
that the Army receives the best possible information 
on health and medical questions. l 


The main concern of the average medical administrator ` 


is still for the patient—wounded or sick—and hence 
he is chiefly interested in administering the medical 
services proper. But one of the two cardinal functions 
of a director of medical services is to estimate all factors 
affecting the health of the army and inform the com- 
mander of the force of any measures necessary to counter- 
act harmful influences or to enhance or introduce 
beneficial ones. Is the expert in hygiene given a rôle 
corresponding to the importance of this task ? 


`” HYGIENE AND THE ADMINISTRATOR 


Army medical administrators. have been basically 
trained as clinicians. As students they have been steeped 
in the traditions and atmosphere of curative and hospital 
medicine. Their concern has been with the sick— 
particularly the sick in hospital. As students and 
practitioners they have rarely had to reflect on the 
ordinary daily lives of their patients in work-place, 
home, or society, and so find it foreign to think of the 
soldier in his daily activities. | 

Again, medicine both in peace and war is activated 
by the deep emotional forces of humanitarianism. Thus 
the injured and the sick always have first claim on the 


feelings and instincts of medical officers. This care of | 


patients during campaigns must be a major concern of a 
clinically trained administrator, especially as the soldier’s 
morale is maintained by the knowledge that in distress 
he will be succoured by an efficient and sympathetic 
medical service. 

To the influence of training and humanitarian feelings 
is added the deep satisfaction given to the medical 
administrator by “running his own show.” He is 
actively occupied in directing his own hospitals, field 


ambulances, medical laboratories, and staffs of medical - 


officers, nurses, and orderlies. Indeed, it is by the 
efficiency and adequacy of his hospitals and clinical 
officers rather than by his hygiene service that he is 
judged by his peers and by the General Staff and 
administrative services. 

Such are the influences which have combined to 
emphasise the curative and clinical sides of military 
medical organisations. Under existing conditions their 
administrators could not but-become absorbed in direct- 
ing, training, allocating, and moving medical units, 
medical personnel, patients, and medical stores, and 
attention to these tasks has sometimes prevented them 
aN SEL RPE SD EAE RSLS, EI AN EI ee 


- 1. Lancet, 1945, ii, 531. 


from giving adequate consideration to the “ hygiene ” 
needs of the Army. In their tours during the war 
they usually found it impossible, for example, to visit 
other than medical units: only seldom was an inspection 
made of a battalion in the line, a lines-of-communication 
camp, a depot, a workshop, or a cook-house by other 
than hygiene representatives of medical headquarters. 
Thus the director of such a headquarters could rarely 
get first-hand knowledge of the factors contributing to an 
army’s efficiency and well-being. He could know little 
directly of the many medical problems associated, for 
example, with armoured fighting vehicles, or the use of 
labour in large modern vehicle-repair or other work- 
shops, or with equipment, clothing, food, recreation, or 
transport. Yet it is these factors which largely produce 
the sick and injured, and so fill the hospitals. 

Some specialised services, such as Mountain Warfare 
and Combined Operations, were faced with serious 
problems in such fields; and as the orthodox methods 
could not always help them sufficiently, they tended 


‘to appoint their own medical advisers. Such ad-hoo 


arrangements, detached from the general medical 
services of an army, must be considered undesirable. 


_ They must be avoided by the appropriate development 


of the advisory branches of the existing organisation. 


HYGIENE AND THE UNIT MEDICAL OFFICER. 


Theoretically, it should have been possible for unit 
medical officers at subordinate levels to give equal 
emphasis to both aspects—clinical medicine and hygiene. 
It has been one of the sad revelations of the war, however, 
that the average unit medical officer is often uninterested 
in other than clinical duties. Often the daily siek- 
parade has constituted the beginning and the end of 
his duty. He is not to blame. His view of medicine 
is that fixed by his medical school. Though the Army 
has usually put him through short courses on military 
medicine, in which broader responsibilities have been 
brought to -his notice, unhappily the results of such 
preparation have not always been impressive in hygiene 
fields. The unit medical officer, on completion of his 
sick-parade, rarely went on to study the health factors 
influencing his men in all their activities. Some, how- 
ever, knew how the rations should be drawn, stored, and 
prepared ; how equipment and clothing met the needs 
or were inefficient, irritating, or even harmful; how the 
distribution of duties left men fit or exhausted; how 


-mail, parcels, news, and amenities affected morale and 


sickness ; how positive interest in welfare contributed 
to the unit’s success—in a phrase, how hygiene “ paid.” 

A partial explanation of the lack of interest shown 
by medical officers lies in the inclusion in most unit 
establishments of so-called hygiene personnel. Generally 
such personnel consists of non-technical non-commis- 
sioned officers or men given a rudimentary training 
in sanitation and water duties. Their presence has led 
many medical officers to wash their hands of any 
“ hygiene ” responsibility. 7 | 

A final contributing factor to this attitude is that the 
junior takes his cue from the senior. These juniors 
have been aware of the dominance of sick-bays, first- 
aid posts, lines of evacuation, stretcher-bearers, and 
medical panniers in the plans and inspections of their 
medical administrative superiors. Naturally, they too 
had to give prominence to these matters in their own 
work. 

HYGIENE AND THE CONSULTANT 


The position and function of consultants and advisers 
deserve some attention in connexion here. 
-~ During the war any lack of direct administrative 
power was more or less counterbalanced by their 
possession of special privileges. They held extra- 
ordinarily high rank, and they had the right to direct 
communication with their senior consultant colleagues 
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in their respective home headquarters—e.g., the War 
Office in the case of U.K. Forces. Consultants were mostly 
prominent members of the profession brought into the 
Army from civilian life. Their ignorance of Army 
procedure and conditions occasionally made them 
unsympathetic to the men carrying the real burden— 
i.e., the administrators, who were usually Regulars. 
This situation might have created unending friction, and 
it is proof of the adaptability and good will of both groups 
that so much harmony and coöperation existed. Never- 
theless, if the full purpose of army medical services is 
to be achieved, some of the anomalies existing in the 
present system of providing consultants must be removed. 

High rank was apparently given to ensure that the 
views and opinions of the consultants were not lightly 
rejected. However, it seems that the other extreme 
was reached. Quite youthful brigadiers, consultants in 
very limited fields, had the power to exaggerate the 
importance of their subjects and press their claims 
unduly on less exalted administrative medical officers. 
Such administrators were sometimes awkwardly placed 
in having to reject unsuitable and unreal advice and 
recommendations from such sources. A suitable rank 
for advisers is necessary, but it should not be above that 
of the administrators who are advised. Here it may be 
interjected that there seems to be no reason why surgery 
should be specially glorified by having a consultant of 
higher rank than his medical colleague! | 

Having a large group of high-ranking clinical con- 
sultants attached to each medical directorate was 
another contribution to the tendency towards concentra- 
tion of the medical services on curative medicine to the 
relative neglect of hygiene. As in the previous groups 
mentioned, these consultants absorbed in clinical work 
could rarely initiate investigations of the everyday 
problems of an active army. Yet such problems were 
legion—topees and effects of the sun; desert glare and 
sun-glasses; shape, size, and weight of weapons in 
relation to human capacities to use them; the effects 
of noise; hours of work in repair depots and in trans- 
port companies; acclimatisation factors. Advisers and 
consultants were as much inclined as their administrative 
colleagues to gravitate towards clinical medicine. 


NEED FOR IMPROVEMENT 


In the Middle East campaigns, as has been shown 
in an earlier paper,? the first six most important causes of 
hospital admissions—in other words the main causes of 
man-power wastage—were largely preventable: they 
were diseases of skin and areolar tissue, diseases . of 
the alimentary system, accidental injuries, dysentery, 
malaria, and venereal diseases. The prevention of such 
conditions in an army will only be fully effective when 
the army medical services—administrators, consultants, 
and unit medical officers—seek out the entire epidemio- 
logy of these diseases. This presupposes a knowledge of 
the soldier in all his doings and not merely when he is 
recumbent on asick-bed. Such knowledge is the essential 
basis for the more positive modern purpose of medicine 
of enhancing health and vigour. Further, this improve- 
ment in the hygiene services must be accomplished 
without in any way diminishing the high excellence of 
the curative services. 


PROPOSALS FOR A BETTER-BALANCED SERVICE 


(1) No senior army medical administrator should be 
appointed who is not trained and experienced in hygiene. 
Hygiene is here used in its widest and most proper sense 
to include considerations of all influences on the health 
of man as an individual and as a member of a com- 
munity. Such officers, by training and experience in 
law, statistics, epidemiology, preventive medicine, and 
public administration, are accustomed to take into 


2. Richmond, A. E., Gear, H. S. J.R. Army med. Cys, 1945, 85, 1. 


ARMY HEALTH AND MEDICAL ADMINISTRATION 


- preventive and social medicine. 


a 


(ocr. 18, 1947 


account all factors affecting the health and efficiency of a 
community and to dispose of their resources accordingly. 
This will not mean neglect of curative and clinical 
services, for the health administrator is accustomed to 
handling curative and institutional services as part and 
parcel of his means of improving the health of the com- 
munity. Further, he has that perspective, given by 
a philosophy based on vital-statistical and epidemio- 
logical grounds, which should ensure the optimum use 
of clinical facilities as well as their complete integration 
with other agencies. One index of a training in these 
fields is possession of a qualification in State medicine 
or public health. 

(2) At the level of the unit—battalion, battery, 
depot, barracks—the medical officer should fulfil his 
hygiene as well as his clinical functions. This will 
-depend on emphasis given to this subject not only in 
his preparatory training but also by his seniors in their 
supervision and inspection of his work. It is not that 
much new knowledge is required of the medical officer 
but rather a concern by him in his unit at all times. 


(3) The curative services, with their personnel and — 


institutions, should become the source of much of the 
expert advice and of such special facilities as laboratory 
investigations needed by unit medical officers practising 
The unit medical 
officer following up problems of gun-sights, battle noises, 
agents inimical to the skin, morale, &c., should have 
expert assistance, and the obvious source in most areas 
would be the medical and surgical specialists on local 
hospital staffs. It should be brought home to such 
specialists that such an extramural service is expected 
of them. 

(4) As a corollary to the above, consultants and 
advisers should extend their interests and tours to camps, 
barracks, workshops, and battlefields, to assess and advise 
on the medical aspects of the multitudinous problems 
there to be found influencing the efficiency and well- 
being of the Army. Obviously, the arrangements for 


using clinical services as indicated in these last two - 


recommendations will be the responsibility of the various 
medical administrators. With the appointment of 
hygiene-minded administrators, this should be a natural 
development. l 

(5) The panel of consultants attached to the medical 
branch of a general headquarters should be increased to 
include expert advisers on such subjects as entomology, 
physiology, biochemistry, nutrition, industrial hygiene, 
water and sanitary engineering, health education, and 
the prevention of any diseases of special importance. At 
present the two hygiene administrators on such a head- 
quarters have to cover this vast complex technical field 
with very little direct consultation available to them, 
except in malaria control. 

(6) Even with the above changes there is not a complete 
assurance that the commander of a force, especially in top- 
secret planning and operations, will be automatically 
informed of the importance of these medical factors. 
The only solution appears to be the inclusion of the 
director of medical services in the immediate staff of the 
commander-in-chief. 

(7) The optimum benefit of the recommendations 
given here, however, will only follow a change in emphasis 
in medical education. Preventive medicine and hygiene 
(including social medicine) have yet to be accorded their 
due in most Commonwealth medical schools. The 
needs of organised medicine, whether civil or military, 
demand recognition in the curricula of these schools. 


COMMENT 


I wish to make it clear that criticism is not being 
directed at the broad principles on which the Army 
medical services have been operating. In theory these 
are good. For example, the regulations governing most 
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services have, in principle, emphasised the prevention 
of disease and the duty of medical officers to advise on 
the preservation of health. It is the unequal emphasis 
in practice and in administrative control and detail 


given tó the curative duties to the neglect of hygiene which | 


is questioned. . 

During the recent campaigns the hygiene branch had 
a more complicated and difficult task to accomplish 
than its sister clinical services. ‘‘ Hygiene”’ gave the 
- High Command fitter and more vigorous armies than in 
any previous war, but it did so under serious handi- 
caps. If these can be removed, the army of the future 
will not lack the soundest health and medical advice in 
all its activities, without any reduction in the excellence 
of the curative and clinical services. Whatever new 
destructive agents may be developed, this balanced 
health and medical military organisation will be essential. 

Whether armies will be needed in the future or not, 
experience in large-scale administration is surely valuable 


and pertinent to countries now planning national medical | 


services. The traditional, emotional, professional, and 
social eminence given to the surgeon and physician is 
deserved ; but only when the medical administrator 
trained in hygiene is equally recognised will an integrated, 
sound, comprehensive, and balanced medical and health 
service be achieved. Some of the community -needs 
sick-bed or consulting-room attendance some of the time ; 
all the community needs health guidance all the time. 


POSITIVE HEALTH IN THE ARMY 
- BRIGADIER RICHMOND’S ADDRESS 


In a Chadwick lecture delivered in London on Oct. 7, 
Brigadier A. E. Richmond, director of hygiene, War Office, 
suggested that ‘‘ the medical profession has marched 
too much in the gloomy vales of disease.” The achieve- 
ment of positive health was, he said, essential tothe Army: 
it influenced morale, and without it the highest pitch of 
efficiency could not be achieved. During his one year’s 
training in the Army the National Service recruit must 
be shown what he could do for his own health and for 
that of others, and what could be done by others for him. 

Of the men examined by civilian medical boards 
between June, 1939, and March, 1947, and excluding 
those with gross incapacity who were not called up for 
examination, 65:7% were placed in grade 1; 152% in 
grade 11; 88% in grade 111; and 10:3% in grade Iv. 
A third of the rejections were due to disorders of the 
cardiovascular system, of locomotion, and of the ears, 
each of which accounted for just over 10%; nervous 
instability or mental disease caused 7-4% of rejections, 
and diseases of the lung, other than tuberculosis, 6-95 %. 

Of 5169 recent recruits to the Army, 85°24% were 
placed in category Al, and 7-06 % in lower A categories ; 
6-60 % were placed in category Bl, and 1:05% in lower 
B categories; while 0°6% were placed in category Cl 
or C2. The common causes for recruits being placed in 
category B were: ear-diseases (9°4%), diseases of the 
respiratory system (7:9%), defects of the abdominal 
rings (7:°9%), cardiovascular disorders (5°1%), and 
diseases of the central nervous system (45%). Of all 
recruits, 3-5% needed psychiatric guidance on the form 
of Service employment. 

The maintenance and advancement of health must be 
achieved largely by attention to the form of employment 
and by ensuring that the employment was suitable to 
the man’s gifts. Thus selection and categorisation were 
of the first importance. The PULHEEMS system of 
categorisation, already in use by the Canadian Army, 
was to be adopted by all three Services and would be 
used by the Army from the beginning of next year. 

For substandard recruits physical development centres 
had been started before the late war; and they were 
greatly expanded during the war. Of 35,000 men dealt 
with in courses lasting eight weeks, 71% had been raised 
in category, and of these 69% had been placed in 
category Al. There was now-one centre, dealing with 
10,000 recruits each year. The task of making these 
young men fit should, suggested Brigadier Richmond, 
be undertaken about school-leaving age. 


At primary training centres drill occupied at first 
14% and later 9% of the recruit’s training hours. Drill 
was important, for it taught obedience, cohesion, pre- 
cision, carriage, and self-respect. Physical training 
occupied 17% of the training hours; its object was 
“to get the man fit and to keep him fit, and to refit 
the convalescent.” The soldier must be imparted with 
the will to be fit, and physical training must be both 
purposeful and recreational. At the end of his primary 
training the recruit had an increased exercise-tolerance, 
and greater endurance, control, codrdination, alertness, and 
quickness of action ; and his weight had risen by 6-8 Ib. 

For the recruit’s training in hygiene selected instructors 
from training centres attended special courses at the 
Army School of Hygiene. At the primary traini 
centre the recruit received instruction in person Í 
hygiene, and at the corps training centre instruction in 
communal hygiene. Other ways in which the young 
soldier was guided towards positive health were through 
attention to his moral welfare, through the “c.o’s — 
hours,” and through the ‘‘ padre’s hours.” 

The trained soldiers’ physical and mental health were 
cared for by their officers, who were trained in man- 
management and hygiene; by the medical service; 
and by the Army’s psychiatric organisation. Environ- 
mental hygiene was also not neglected: included under 
this heading were accommodation, food, water, clothing, 
welfare, recreation, and education. Personnel research 
was receiving increasing attention: by this was meant 
the study by physiological, psychological, anatomical, 
and other methods of means by which operations could 
be carried out with the greatest possible efficiency, 
safety, and comfort; and the adaptation of vehicles 
and other mechanical devices to the needs of their users. 


CONFERENCE ON FOOD AND DRINK 
INFECTIONS 


A ONE-DAY conference and exhibition on food and 
drink infections, organised by the Central Council for 
Health Education at Friends House, Euston Road, 
London, on Oct. 11, brought together 1100 delegates— 
medical officers of health, bacteriologists, chairmen of 
public-health committees, and sanitary inspectors repre- 
senting most local authorities in the country, together 
with representatives of the food and catering trades. 

Lord WooLTON, president of the C.C.H.E., in opening 
the conference, said it was not known how many are 
killed each year by food and drink infections, but he 
instanced the 1500-2000 children who die annually from 
bovine tuberculosis, the 200—400 deaths from typhoid 
and dysentery, and the 3000-4000 infants, mostly 
artificially fed, who succumb to enteritis. In addition 
there is evidence of a greatly increased incidence of 
bacterial food-poisoning associated with the increase of 
communal feeding. A large part of this kind of infection 
is avoidable—and this point was also emphasised in a 
message from the Minister of Health—by pasteurisation 
of milk and by a much higher standard of cleanliness of 
personnel and equipment, an objective attainable even 
in these difficult times. 


SOURCES OF INFECTION 


Sir WILLIAM SAVAGE said that our knowledge of the 
problem has been growing steadily in the past 20-30 


years and the time has now come for that knowledge to 


be applied on a much larger scale. Most of the food- 
borne diseases are due to infection with specific germs, 
though the occasional chemical poisoning—arsenic, lead, 
antimony, cadmium, zinc—must not be overlooked. 
The reservoirs of these germs are man in the case of 
typhoid and dysentery, mostly animals in the salmonella 
infections, and the soil in the case of botulism, a rare 
infection in this country. When the reservoirs are 
known the paths by which the germs can be transferred 
to consumable foods become obvious, but it is important 
to recognise which foods are most likely to become 
dangerously contaminated. Outbreaks are often traced 
to cooked ham but rarely to fresh pork ; bread is prac- 
tically never incriminated because it does not encourage 
bacterial growth. To control food-borne infections we 
must see that our food is itself free from disease ; although 
there has been a concentration of slaughterhouses to 
some 500 centres, meat inspection is still far from satis- - 
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factory and a large amount of raw infected milk is still 
being consumed. Large-scale handling and preparation 
of food needs expert supervision but it is in the retail 
distribution that most trouble arises. While improve- 
ments in kitchen and personal hygiene are urgently 
needed, Sir William Savage recounted some of the 
difficulties: shortage of crockery and cutlery, and of 
washing facilities particularly during rush _ hours; 
staffing problems; inadequate cold storage; and wash- 
basins inconveniently placed if present at all. He did 
not favour regular medical examination of food-handlers 
but suggested that all cases of illness in catering establish- 
ments should be reported to the medical officer of health. 
He thought we should determine which are the essential 
matters in food hygiene and make our legislation more 
precise and practical so that there could be a better 
control over hygiene in the kitchen. To this end, he 
suggested, a national committee of experts and adminis- 
trators might be appointed. 
: Prof. G. S. WILSON remarked that ptomaine poisoning 
from decomposition of food is a myth and that the 
various types of food-borne intestinal infection—acute 
gastro-enteritis, bacillary dysentery, and enteric fever— 
are due to contamination of the food, usually undetected 
by the senses, with specific germs. The increasing 
tendency to communal feeding means that the con- 
tamination of one article of food may involve 200-300 
workers or school-children and not just 2-3 members of 
a household. The source of the infecting germs is, in 
typhoid and dysentery, the fæces of cases and carriers, 
and since it is often impossible to say who may be a 
carrier, and since contamination of the hands with bowel 
germs is practically unavoidable, hand-washing after 
use of the w.c. should become a universal social habit. 
The salmonella food-poisoning group is found in a 
variety of animals—cattle, pigs, poultry, vermin—and as 
an example of how infection can be spread he instanced 
the recent outbreak in Essex traceable to an infected 
pig in a slaughterhouse with secondary contamination of 
pressed beef in the butcher’s shop. The staphylococcus, 
which has now been incriminated in many food-poisoning 
outbreaks involving ice-cream, cheese, trifle, gelatin- 
glazed sausage meat, &c., is derived from the human 
nose and skin, so with a high nasal carrier-rate and the 
frequent occurrence of skin infections and septic sores 
among food-handlers the opportunities for staphylococcal 
contamination of food are great. Foods in which rapid 
bacterial growth is most likely to occur are milk and 
milk products; synthetic cream, ice-cream, and custards ; 
made-up dishes such as pies, brawn, pressed beef, and 
cooked sausage ; soups, gravies, and stews; and canned 
foods after the tin has been opened. Professor Wilson 
gave illustrative examples of outbreaks of food-poisoning 
and discussed some of the principles of prevention. 

Mr. L. H. LAMPITT, D.sc., chief chemist of the Lyons 
Laboratories, pointed out that a great deal of self-educa- 
tion in food hygiene has been done by the large catering 
firms and that no large-scale outbreak of food-poisoning 
has been attributed to his firm in the past twenty years 
despite a staff of 20,000 and a service of some half a 
million meals a day. They have adopted a three-tier 
system of education: inspectors are specially trained to 
supervise production and investigate complaints; all 
reports of inspectors are available to managers of depart- 
ments, to whom faults of staff are also reported; and 
simple demonstrations are given to staff about personal 
hygiene and about the dangers of direct or indirect 
contact between raw and cooked foods. The main 
obstacles to a higher standard of food hygiene are human 
inertia which requires constant correction, the present 
standards of behaviour which make good discipline 
difficult, and supply problems in equipment, staff, and 
materials. A great deal of work has been done on the 
physics and chemistry of food to. ensure a better micro- 
biological control—e.g., on heat penetration and lethal 
heat points, moisture and salt content, and hydrogen-ion 
concentration. 

CONTROL OF INFECTIONS 


In the afternoon session, Dr. ROBERT CRUICKSHANK, 
director of the Central Public Health Laboratory, 
Colindale, discussed four measures in the control of 
food-borne infections—education of the food-handler ; 
public-health supervision of catering establishments ; 


protection of food against bacterial contamination; and 
sanitation of food utensils and food-containers. He also 
described the progress being made alone these lines in - 
the U.S.A. Education is better than compulsion, and 
courses of three lecture-demonstrations by a team of 


-& specially trained sanitary inspector, medical officer of 


health, and bacteriologist have been organised in many 
American cities with the help of the U.S. Public Health 
Service, which supplies films, lantern slides, posters, &e., 
as described in their pamphlet Guide to Safe Food Service. 
A beginning has been made with similar courses for , 
sanitary inspectors, school-canteen supervisors, and key 
personnel among food-handlers in this country. Unfor- 
tunately the rank and file of the food-handlers are often 
poorly paid and of low-grade intelligence, so education 
is difficult, but the introduction of a minimum wage and 
a greater realisation of their importance to the public 
health may attract a better grade of worker. Provision 
is made under the Food and Drugs Act, 1938, for super- 
vision of food-handling establishments, but the existing 
legislation has not gone far enough, and, what is worse, 


_ sanitary inspectors do not have time to pay regular 


visits which might stimulate the management and staff 
to higher standards of food hygiene. Consideration 
should be given to the training and appointment of area 
officers, male or female, whose duty it would be to 
supervise catering establishments and organise educa- 
tional courses in food hygiene. 

As regards medical supervision, existing regulations 
prevent a typhoid carrier from being a food-handler or 
a water-works employee, while sufferers from intestinal 
infections or sore throat can be debarred from handling 
milk. But a much wider provision of medical care is 
required for all food-handlers so that any infective illness 
can be immediately reported and properly investigated 
bacteriologically as well as clinically. The effect of time 
and suitable temperature in allowing bacterial multi- 
plication in prepared foods indicates the urgent need for 
much more cdld storage, particularly in restaurants and 
canteens where for one reason or another food has often 
to be prepared and cooked hours before it is eaten. The 
food manufacturer should also aim at minimising the 
manual handling of food by the greater use of machinery. 
Flies can be eliminated by screens and D.D.T. and vermin 
kept at bay by a kitchen cat. 

Improperly cleansed crockery and cutlery may play 
some part in the spread of intestinal and respiratory 
infections, and much progress has been made with 
detergents and a reliable dish-washing drill in preventing 
such arisk. Washing either by hand or machine is carried 
out at temperatures of 120—140°F, with detergent powders 
or sulphonated alcohol to ensure proper cleansing of the 
utensils ; this is followed by rinsing for half a minute at 
170-180°F,, which sterilises the utensils and obviates the 
need for wiping crockery ; clean dish-cloths must be used 
for cutlery. Similar treatment is used for the large food- 
containers. A combined detergent-antiseptic mixture has 
proved very useful for rinsing glasses in public-houses. 


HEALTH EDUCATION 


Dr. ROBERT SUTHERLAND discussed how health educa- 
tion could help in improving food hygiene. The task is 
a complex one, for besides the specific intestinal infections 
there is the risk of tuberculosis and other diseases from 
drinking raw milk, and there is the large problem of 
infantile enteritis from which 1 in 200 babies die before 
reaching one year of age. Pending the time when 
pasteurisation can be universally applied, he recom- 
mended that raw milk should be boiled before being 
given to children, while the toll of deaths from diarrhosa 
and vomiting could be reduced by a concerted effort to. 
increase the proportion of women who breast-fed their 
babies—at present only 1 in 2 do so for the first three or 
four months of the baby’s life. Education of the com- 
mercial food-handler is the joint responsibility of the 
Ministry of Health, the food industry itself, and the 
local authority. The Ministry is preparing a film on 
food and drink infections, and in conjunction with the 
Public Health Laboratory Service is always ready to 
help local authorities in the investigation of outbreaks of 
food-poisoning. Large catering firms could lead the way 
towards improved food and kitchen hygiene. Difficulties 
about equipment and staff should not be exaggerated, 
since ignorance and apathy are often the main obstacles. 
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‘The brunt of the health education will fall on the 
local authority, and here the C.C.H.E. is anxious to 
help in arranging local educational programmes. These 
should be aimed first at the leaders in food-hygiene 
education—key personnel in the food trade, sanitary 


inspectors, doctors and nurses, school teachers, and 


health organisers; then the rank and file of food- 
handlers, kitchen staff, waitresses, and the like ; and 
thirdly, the housewife and general public. A course of 
three lecture-demonstrations devised in conjunction 
with the Central Public Health Laboratory has been 
inaugurated. in the London area, and arrangements are 
being made for similar courses to be given throughout 
the country. These courses should be supplemented by 
press publicity, posters, and leaflets from practitioners 
to patients with intestinal infections, and from the 
medical officer of health to food-handlers and housewives. 
_ Regular inspection of catering establishments should be 
carried out by officers whose approach will be that of 
the educator rather than the policeman. 
* * xæ 


Many practical points were made in the general 
discussion—e.g., the lack of sanitary facilities on farms ; 
the penalisation of food-handlers for sickness absenteeism ; 
the suggestion that public-houses should lose their 
licences if they do not conform to certain requirements ; 
the poor standards of meat inspection ; and carelessness 
in the distribution of food. That many of the diffi- 
culties could be overcome was shown by an outline of 
the programme of food hygiene which has been put into 
action in the Guildford area. 7 

In summing-up, Lord Woo tron felt that the most 

. important message that emerged from the conference 
was: “ No dirty fingers in the people’s food ! ”’ 


STREPTOMYCIN ARRANGEMENTS 


SUPPLIES of streptomycin are still strictly limited, and 
unfortunately there is not enough to treat every case of 
tuberculous meningitis or miliary tuberculosis. This 
means that doctors or hospitals trying to get patients 
admitted to one of the beds now set aside for strepto- 
mycin treatment will sometimes be unsuccessful. It would 
perhaps be unwise to set up a waiting-list for these beds, 
since the chances of recovery are greatest in early cases. 
. Applications by doctors for the admission of patients 
for streptomycin treatment should be made -to the nearest 
of the following hospital or other centres. 


Tuberculous Meningitis and Miliary Tuberculosis 

London area.—Emergency Bed Service (Monarch 8515) ; 
Guy’s ; London Hospital; Middlesex Hospital; St. Bartho- 
‘lomew’s; St. Mary’s; St. Thomas’s; or Hospital for Sick 
Children, Great Ormond Street. 

Provinces.—Birmingham Children’s Hospital, Ladywood 
Road ; Bristol General Hospital; Cardiff Isolation Hospital ; 
Leeds General Hospital; St. James’ Hospital, Leeds; Alder 
Hey (Children’s) Hospital, Liverpool; Royal Southern Hos- 
pital, Fazakerley, Liverpool; Manchester Royal Infirmary ; 
Royal Victoria Infirmary, Newcastle ; or Children’s Hospital, 
Western Bank, Sheffield. 

Scotland.—Four regional committees have been set up, 
under the chairmanship of the deans of the university faculties 
of medicine, to select patients for treatment at City Hospital, 
Aberdeen; Bangour Hospital, West Lothian; Royal Hos- 
pital for Sick Children, Glasgow ; or Knightswood Hospital, 
Glasgow. Applications from doctors should be made through 
the medical officers of health. | 

Northern Ireland.—Inquiries should be addressed to the 
health departments. 

Influenzal Meningitis | 

London area.—London Hospital ; 
` St. Bartholomew’s; or St. Mary’s. 

Provinces.—Queen Elizabeth Hospital, Birmingham ; 
Department of Medicine, Cambridge University; Welsh 
National School of Medicine, Cardiff; School of Medicine,, 
Leeds; Alder Hey (Children’s) Hospital, Liverpool; Man- 
chester Royal Infirmary ; or Radcliffe Infirmary, Oxford. 

' Inquiries with regard to streptomycin treatment for 
non-tuberculous cases, other than influenzal meningitis, 
can be made to Prof. Clifford Wilson, Medical Unit, 
London Hospital. l 


Middlesex Hospital ; 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


A PRETTY subject for a thesis, treatise, brochure, 
or Penguin which has not—=so far as I know—hitherto 
received adequate treatment would be the Rise and Fall 
of Swooning. True, attention has often been drawn to the 
oddness of the fact that something which was apparently 
as common seventy years ago as constipation is today as 
dead as duelling, dodos, or Dundrearys. But much more 
than this is wanted ; such a treatise should have at the 
very least sections on the statistical, physiological, 
psychological, social, and literary aspects of “the 
swound.”’ Of these, far the most important would be the 
critical statistical approach, including an examination 
of class incidence—I suspect that only chlorotics and 
social climbers among the working-classes indulged © 
in the practice—and above all keeping a wary eye on 
the possibility of a grossly exaggerated ineidence in 
novels owing to the extreme convenience of the swoon 
as a literary device. oe 

Perusal of some of the works of the lesser female 
mid-Victorian novelists—besides affecting my style— 
suggests that the following scene must have often 
occurred. The novelist easily and rapidly achieves some 
sort of everyday situation such as is always cropping 
up—e.g., the humble girl whom the Baronet married in 
a fit of spleen has (a) staged a faked suicide, (b) sub- 
sequently produced a baby in an Italian convent, 
(c) developed smallpox at Twickenham [sic] and. been 
rendered unrecognisable by all, (d) had her boy rescued 
from drowning in the Thames by its father, who had 
of course immediately got himself remarried to a cold, 
heartless, highborn Beauty. Enter dripping Baronet 
to humble peasant cottage bearing son to restoré him to 
unknown humble peasant mother—or so he thinks.* 
I can imagine the Bertie Wooster of the period looking 
over the novelist’s shoulder and saying: ‘‘ What ho! 
Aunt Agatha, bit of a tricky situation you’ve got into, 
what? I mean to say, you’ve got to extravasate, if 
that’s the word I mean, the Baronet and the beazel. 
Perhaps Jeeves could bring that bulge behind his ears 
to bear on the subject.” And Jeeves, resourceful as ever, 
would cough deprecatingly and say: “If I might 
venture to intrude a suggestion, Madam, the situation 
calls for a swoon.” All is then well, and, if the authoress 
is feeling particularly daring, the Heroine’s dress might 
be sufficiently disarranged to reveal the strawberry 
mark on her wrist and thus disclose to the Baronet her 
true identity. 

Anyway, I am sure there is a catch in this swooning 
business somewhere, and I appeal to Professor Greenwood 
to let us have the Facts. . 


* * * 


_ One of my colleagues has developed a unique technique 
in the conduct of his viva-voce examination. ‘‘ What 
are the signs and symptoms of an intracranial tumour ? ” 
he asks. ‘‘ Headache, vomiting, and optic neuritis, 
aren’t they ?”’ he continues before the candidate has 
time to answer. ‘‘ What are the chief causes of hæmo- 
ptysis? Pulmonary tuberculosis, mitral stenosis, | 
bronchiectasis,eh ? Any others besides carcinoma of the 
lung ? Only very rare ones don’t you think ? ” “ What’s 
ae Pr aa period of measles ? Less than a week ? 

Oo 9? 

By this time, the candidate, having satisfied himself 
that he is not fast asleep and dreaming, and—although 
this is more difficult—having persuaded himself that the 
examiner is not to be suspected on the timeo Danaos 
principle, wisely keeps his mouth shut for the remainder 
of the interview with the exception of an occasional yes 
or no to supplement his nods of acquiescence. _ A 

_ I have not seen him at work during the clinical examina- 
tion, though I can well imagine that he carries on in 
much the same fashion—‘‘ Examine this man’s heart. 
Where’s the apex-beat ? Here in the fifth space, isn’t 
it? Put your stethoscope there. Are there any 
murmurs ? A systolic and a diastolic? Yes? ” 

But I visualise the danger;. a candidate either 
hypnotised to a state of mental paralysis, or, if he still 


° Seo, Can Wrong be Right? by Mrs. S. C. Hall. ‘Tausohniiz. 
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preserves his equanimity, fearful of expressing any dis- 
agreement, accepting even the most preposterous 
nonsense. I would like to see one, invited, let us say, 
to hear loud bronchial ‘breathing, protesting irritably 
and vehemently, ‘‘ No I don’t, PU be d—d if I do.” 
He ought certainly to pass, whatever his performance in 
general; he would be the right stuff for a good doctor, 


$s œ * 


Bus-drivers in New York have an incredible job, for 
there are no conductors. The two doors at the entrance 
and exit are opened by the driver pressing a button. 
The passenger gets on at the driver’s end and drops a 
nickel or a dime into a machine rather like a coffee- 
grinder. If he intends to transfer’'to another bus, or 
return before 4 P.M., he gets a ticket from the driver 
—otherwise no tickets are needed, for there is only one 
. fare whatever the distance. When all have paid their 
fares, the driver closes the doors, puts his foot down 
hard, and off you go. Fluid flywheels make for smooth 
starting. As the bus proceeds the driver turns a handle 
and starts the coffee-grinder, which churns up and 
counts the money. The driver picks the coins out at 
the bottom of the churn and stacks them in a rack, so 
he can give change to those foolish enough to need it. He 
then probably has to count extra coins, odd transfer tickets, 
&c., and make an entry in his log. At the next stop 
he calls the name of the street, opens the doors, watches 
the new passengers deposit their coins, issues tickets, 
closes the doors, watches the traffic and the traffic lights, 
and starts off again. It really is an amazing act. It 
seems remarkable that so much should be put on the 
shoulders of one man, but they tell me he is well paid 
for it. I missed the humour and courtesy of the London 
bus conductor, but one cannot blame the New York 
driver if he keeps strictly to the job on hand. 


* * * 


_Mr. Raffazzia was my first patient on my first firm, 
and we took each other very seriously. Ever since then 
he has haunted the hospital. Indeed, he says St. Mala- 
prop’s is his second home. It scarcely seems possible to 
walk through Outpatients without seeing him brooding 
in some queue. One careless glance and I am trapped : 
with gentle sweaty fingers he holds my sleeve and 
talks eo @ @ g ; 4 l 

Teetering nervously on one foot I gasp: ‘I really 
can’t stay—I’m late—I’ve got a lecture—I must go— 
‘they’re waiting for me in the ward—I’m due in the 
theatre.” All useless cries. He fixes me with the mild 
milky stare of cataract, and asks eagerly: ‘‘ Do you 


remember that day when Nurse Broadbeam dropped the 


tray ? ” 

For weeks now he has been pestering me to see his 
daughter. He’s very worried about Lucrezia. She’s in 
love with Enrico, and yet won’t marry him—says she’d 
rather have a weekend at Brighton. ‘It seems so 
immoral,” laments Mr. Raffazzia, ‘‘ and I’m sure it would 
do her good to talk it over with a Lady Doctor.” ‘“ But 
I’m not qualified.” “ Never mind,” he goes on remorse- 
lessly, ‘‘ you ought to be.”’ 


So the other day I had coffee with Lucrezia. She 
explained that she didn’t mind a bit of fun. But 
marriage ? No! She wasn’t going to lose her privacy not 
for anyone. ‘‘ But what do you do in your privacy?” 
I asked unhappily. ‘‘Surely you could get used to having 
a husband around, especially as you love Enrico—why 
must you always be alone in your room ? ”?” For the first 
time she looked embarrassed. After a moment’s hesitation 
she leant across the table and whispered: “I eat 


biscuits in bed.” ' 
* * * 


He had been telling me about the model jet-plane. 
Now he looked at the rusty automatic machine and went 
into his state of abstraction. At last he came out of it. 
‘* Grandpa,” said he, ‘‘ when you were young could you 
really get chocolate out of a thing like that?” “ Yes,” 
I replied. ‘‘ And matches?” ‘ Yes.” “For a penny ? ”’ 
“ Yes.” ‘ Without being registered or having a book ? ” 
‘““Yes.” “I should have liked it then.” ‘‘ But you 
wouldn’t have had a model jet-plane.”’ “I wouldn’t 
have wanted it,” he said; and I felt more hopeful. 
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Letters to the Editor 


A CHRISTMAS APPEAL 


Sir,—Christmas comes but once a year, and when it 
comes should bring good cheer. I therefore appeal 
to your readers to help those who have to look to others 
for whatever extra comforts may come their way. 

The beneficiaries of the Royal Medical Benevolent 
Fund are either aged or infirm practitioners, or their 
wives, widows, or children, and but for the grace of God 
any one of us, or our families, might be in like need. 

I hope subscribers to the fund will send an extra 
donation to make this Christmas a little less bleak and 
grim. I earnestly ask those who are not subscribers to 
show their sympathy for their less fortunate colleagues, 
not only by sending Christmas gifts, but by becoming 
regular supporters of the fund. 

Contributions and subscriptions should be sent to the 
secretary of the Royal Medical Benevolent Fund, 1, Balliol 
House, Manor Fields, Putney, London, S.W.15, and 
marked ‘‘ Christmas Gifts.” 


ALFRED WEBB-JOHNSON 
President, Royal Medical Benevolent Fund. 


INCIDENCE OF POLIOMYELITIS 


Sir,—In your note of Sept. 20 (p. 448) you suggest by 
implication that the true incidence of poliomyelitis 
at the present time is probably much below, and may be 
no more than half, the weekly notification figures. Our 
recent experience in Leeds supports this view. 

The monthly notifications have steadily risen from 
1 in April to 3 in May, 6 in June, 15 in July, 19 in August, - 
and 25 in September, suggesting a continued increasing 
incidence. A closer analysis of the figures shows, 
however, that whereas in April, May, and June all 10 
notifications were true cases, in July, August, and 
September out of 59 notifications there were only 33 
accepted cases, the remaining 26 requiring revision of `’ 
diagnosis. During the last week of September there 
were 11 notifications, but only 3 of these are now regarded 
as definite cases. 

The increasing awareness of poliomyelitis has also 
resulted in a greater number of abortive cases being 
diagnosed. For instance, whereas in June all 6 notified 
cases showed definite paralysis, in September only. 6 
of the 15 accepted cases had paralysis, the remaining 
9 being of the abortive type. 

The diagnosis of poliomyelitis in the early stages is 
often difficult if not impossible, and doctors generally 
have responded to the appeal to isolate and notify on 
suspicion ; this has inevitably meant revision of diagnosis 
in a substantial proportion of cases. If such figures 
as have been obtained in Leeds are common experience, 
any assessment of the progress of the epidemic based 
on notification figures must be highly fallacious. It would, 
however, seem to be a fair assumption that the epidemic 
is declining quicker than the notification figures imply. 

J. F. WARIN 
Leeds. Deputy Medical Otlicer of Health. 


*«* Our correspondent presents useful evidence that 
the cases notified have included a rising number in 
which the provisional diagnosis of poliomyelitis was 
erroneous. It should not be deduced from this, however, 
that the epidemic has attacked fewer people than the 
number notified. Probably the large majority of cases 
of poliomyelitis are not clinically recognisable as such, 
and therefore escape notification altogether.—KDb. L. 


SOCIAL MEDICINE 

Smr,—It is remarkable that Dr. Beryl Harding 
(Sept. 27) does not appear to know the fine work of the 
district nurses, and Miss Steel (Oct. 4) refers to the fleld 
in which they labour so happily as a “ no-man’s-land. ” 
The district nurse is par excellence the family doctor’s 
coadjutor. The Ministry of Health have approved a 
health-visitor course for district murses under the 
auspices of the Queen’s Institute, who are thus already 
equipping themselves for further demands likely to arise 
under the National Health Service Act. For years the 
district nurses have had the collaboration of members 
of the Order of St. John and Red Cross Society, so they 
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already possess the experience in dealing with voluntary 

‘workers desired by Dr. Harding. For the time being 
other activities have competed for the services of these 
two bodies, though at no previous time has there been 
so much opportunity to use them in association with the 
district-nursing service. 

The district nurses are the only section of the nursing 
community who are associated with the health services, 
as distinct from the hospital services. Their position 
deserves to be as widely appreciated by all who are 
concerned with the health of the people as their services 
are by their patients. , C. E. A. BEDWELL . 

Chairman, Metropolitan Federation of 


London, S.E.24. Queen’s District Nursing Associations. 


Str,—Miss Steel (Oct. 4) aptly describes the problem 
outlined by me in wy previous letter (Sept. 27) as the 
no-man’s-land of social medicine, and she seems to agree 
that this territory could well be covered to a considerable 
extent by voluntary workers. Whether the supervision 
of these workers is effected through the health visitor 
under the local authority, or the almoner at the divisional 
` health centre referred to by Miss Sayle, seems to me 
immaterial—a question in . fact of availability of 
personnel. 

The chairman of the Nursing Recruitment Committee, 
writing in the Times of Oct. 8, refers to the shortage 
of health visitors and to the extension of their duties 
when the National Health Service Act comes into force 
in 1948. It is clear that very careful use of all our 
trained medical social workers will be essential in the 
years ahead, if the ever-widening fields of work which 
will be their province are to be properly covered. My 
plea is that those voluntary workers who for so many 
years have satisfactorily filled a gap in our social services 
may be given an opportunity to help cover that part 
of the field where specific medicosocial training is not 


necessary. 
London, S.W.10. A. E. B. HARDING. 


‘MENINGITIS LEPTOSPIROSA 


Simr,—In stressing the importance of anicteric Weil’s 
disease, particularly that form presenting as an innocent 
leptomeningitis, Dr. Buzzard and Dr. Wylie (Sept. 20) 
have recorded cases almost identical with others seen in 
Hampshire during the past ten years. 


I have now had the good fortune to see some 40 cases 


of proved Weil’s disease ; about half remained anicteric 
throughout, and over a dozen of these have presented 
as cases of meningitis showing pleocytosis in the cerebro- 
spinal fluid (c.s.F.). These too were in young people 
who were apparently infected by contact with river 
water, though 3 had done nothing more daring than 
paddle. One, an A.T.S. girl of 30, had had no such 
exposure, but her billet was shown to be rat-infested. 

All my cases, however, have shown several features, 
clinical and laboratory, which seem to have been lacking 
in the Oxford series; and it was these very features 
which directed attention to the correct diagnosis. All 
showed muscle tenderness of varying degree which 
persisted until convalescence had been established. I 
have come to rely so much on this sign that in searching 
for Weil’s disease during this summer it has seemed 
sufficient. when going through the infective-hepatitis 
wards to squeeze each patient’s biceps. 


Though I have not found nitrogen retention approach-. 


ing that seen in the icteric cases, yet blood-urea findings 
have always been suggestively close to. the upper limits 
of normality for young people; and my figures have 
been higher than those recorded by Buzzard and Wylie. 
I have seen levels of 50 mg. per 100: ml. and higher in 
most of the cases. This examination was, however, 
made'two and sometimes three days earlier than in 
the Oxford series. It seems possible that nitrogen 
retention is a very early feature, and as I have written 
elsewhere,! I feel that ‘‘ this is by far the most important 
single laboratory finding’’ in the early stages. In 
Winchester it was arranged that Dr. C. H. Wrigley, the 
honorary pathologist, should estimate the urea content 
of the c.s.F. whenever pleocytosis with normal chlorides 
was found; this led to a correct diagnosis in several 


1. Robertson, K. M. Brit. med. J. 1946, ii, 810. 
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early cases. Inno case was there an excess of polymorphs 
in the o.8.F.; indeed, the cells have been almost entirely 
lymphocytes, and case 1 from Oxford with 88% poly- 
morphs must be unusual. 

During what has surely been the most tempting 
summer for bathers in a generation I have seen no cases 
of Weil’s disease in Germany, and I have wondered if 
the same brilliant sunshine which led possible victims 
into the water also cut short the life of the young 
leptospira, which is known to dislike direct sunlight. 
I understand that no cases have been diagnosed 
in Winchester this summer—an experience unusual in 
recent years. I recall that the period July 27 to Sept. 13, 
1946, during which all the Oxford cases were seen, 
was characterised by peculiarly British ‘‘ summer ”’ 


weather. | KENNETH ROBERTSON. . 
94th (Hamburg) British Military Hospital, B.A.O.R. | 


REVOLT FROM THE BEDPAN 


Sir,—Stimulated by your advice and encouragement 
I designed, with the engineer of this hospital, a chair 
for use in taking patients to the w.c.; it closely 
resembles that used for eight years in the Central Hos- 
pital, Orebro, which is described by Professor Bohmansson 
and Dr. Malmros in your issue of Oct. 4. 

These chairs have now been used for several months, 
and I can endorse the views of your contributors on 
their extreme usefulness. The work of the nurses is 
reduced and a distasteful task almost eliminated from 
the ward. Patients greatly prefer to be taken to the 
w.c. in these chairs and to defeecate in decent seclusion 
and in a comfortable and effective position; and the 


- effort is much less than that involved in the use of the 


bedpan. Patients with advanced tuberculosis can use 
the chair with advantage. . 

The valuable suggestion of your contributors should 
be widely adopted in hospitals. Most advances in treat- 
ment seem to add more work to overburdened staffs ; 
it is refreshing to meet one which diminishes the amount 
of work to be done and at the same time greatly improves 
the comfort and welfare of patients. 


County Sanatorium, Clare Hall, F. A. H. SIMMONDS 
outh Mimms, Barnet. Medical Director. 


Sir,— Having read with interest the article by Pro- 
fessor Bohmansson and Dr. Malmros, I should like to 
submit what I believe to be an advance on their 
suggestion. I have devised a bed which is located over 
a water-closet pan, and can be manipulated by the 
patient. The bed has a flap which can be raised to make 
an opening for the water-closet, and the whole bed can 
be lowered or raised to allow the patient to sit in a normal 
position during defsecation. The bed can be operated 
without the presence or assistance of nurses, and it can 
be used without moving the patient from bed, thus 
covering the needs of the bulk of the chronic sick in 
public-assistance institutions. The cost of fitting the 
water-closet pans would soon be recovered by the saving 
of labour, and the offensive odour from bedpans would 
be eliminated. : : 

Drawings for this bed are in the hands of a firm of 
hospital-bed manufacturers (Messrs. Whitfields), and it is 
hoped that a prototype will shortly be in operation. 


Boston, Lincs. W. G. Boots. 


CONVALESCENT HOMES 


SIR, —As a patient recently returned from a con- 
valescent home, perhaps my experience may guide those 
trying to bring about improvements. I was taken to 
the home from a London hospital, and since it was the 
first time, after a severe major operation, that I had 
been dressed and out of the hospital ward, I arrived 
almost in a state of collapse. The front door was opened 
by a domestic servant who, without greeting, reprimanded 
me for being late. I had expected to go straight to 
bed, but the front door having been shut on my son 
who had brought me, I was asked to follow her upstairs. 
I looked at the formidable flight with dismay but 
managed to crawl unaided to the landing, where I had 
to stand and wait while the maid unpacked my case. 
Having been shown my bed in a dormitory for ten, I 
was asked to come downstairs and see the matron. On 
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entering her office I sat for the first time, and was again 
- asked to explain my lateness. The arrangements for 
travelling had, in’ fact, been made by the hospital. 
After signing a book, I was told a list of rules, from 
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which I discovered that I must rise at 7.30 a.m. and go- 


to bed at 8.30 P.M. Breakfast was at 8.30 a.m. followed 
by prayers after which we had to return to the dormitory 


to make our beds. We were not given our post until. 


this was over, and were not allowed to return to the 
dormitory again till bed-time. I protested that 1 was 
not well enough to be up and dressed all those hours, 
but was told that if patients wanted to rest they could 
lie on couches in the sitting-room; but there were 
` only three couches for twelve patients, and one could 
not always expect to have one of them. We took turns 
in washing up the dishes after meals. No difference in 
treatment was made for patients arriving in a state of 
great weakness and those who had been there several 
weeks. The food was plain but good, though there 
were no special diets or extra milk for anyone, whatever 
their complaints. There was no nursing, and we only 
saw a doctor once, for two minutes, while he signed 
our papers. Visitors were not allowed in the house 
but were asked to go to the back-garden gate to wait 
for their relations; this seemed particularly ironic to 
me after reading an article on Broadmoor where I 
. gather the prisoners can be seen on visiting days taking 
tea with their friends under the shady trees in the 
prison grounds! 

_ I stuck it for two weeks and then left to stay with a 
kindly landlady in another seaside town, but most of 
the patients were working women who could not afford 
to do that. It seems that those who can afford to pay 


for expensive homes are waited on hand and foot, while - 


the poor—who all too soon are coping with heavy 
housework and queueing—are regimented back into 
health almost as if they were mentally deficient or 
delinquent, and too often in an atmosphere of charity. 
There was certainly no intention of being cruel or 
unkind in this home. It was just sheer lack of imagina- 
tion. The house was pleasant, nicely furnished, and 
within a few minutes’ walk of the sea. The matron, 
who meant well enough, warned us on the first day that 
we were expected to settle in happily with no grumbles 
and no tears, as she would rather have an empty bed 
than an unhappy patient. It was quite impossible to 
relax in such an atmosphere, and the more sensitive 
patients showed signs of strain which never left them 
during their stay there. l A PATIENT. 


THE METRIC SYSTEM IN MEDICINE 


Srr—Mr. Finnemore lays down in his article (Oct. 11) 
that “ All preparations for internal administration should 
be written for the single dose . . . the number of doses 
then being stated.” 

May I point out that, where dangerous drugs are 
concerned, such practice is illegal in this country ? 
Under the Dangerous Drugs Act the total amount of the 
drug must be clearly prescribed. 

London, W.6. G. E. BREEN. 


SYMPTOMS FOLLOWING GASTRECTOMY 


Sm,—I am more than interested in the recent views 
on symptoms following partial gastrectomy. Without 
going into the previous literature I refer more especially 
to the article of Gilbert and Dunlop in the British 
Medical Journal of Aug. 30, and the article by Barnes, 
with an accompanying editorial, in your last issue. 
I suffer from somewhat similar symptoms myself. 


These started a fortnight after a partial gastrectomy, 
during a somewhat stormy convalescence. After taking a 
glass of milk, in bed of course, I had an immediate sensation 
of extreme exhaustion and tiredness, with a consciousness of 
the heart’s action. The really salient feature was the feeling 
of exhaustion. The symptoms lasted about half an hour, and 
as soon as I was no longer conscious of the heart’s action I 
felt perfectly normal. The pulse-rate rose from about 70 
to a little over 90, with an occasional extra-systole. This 
was over a year ago and since then I have had fairly frequent 
similar attacks, always with exactly similar onset; first I 
have a vague sinking feeling in the pit of the stomach ; next 
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I am conscious of the heart’s action; and then I get this 
feeling of extreme exhaustion. 

The symptoms may come on after a meal, but seem to run in 
cycles ; that is to say, one time I would have them always after 
breakfast, another time always after tea, and so on. I might 
get three or four attacks a week, and then go a week without 
any. They come on immediately after a meal, and I am 
convinced that if I lie down or rest half an hour after a mea} 
I don’t get an attack. Once an attack is over I am perfectly 


_ fit and can do anything, until the next meal. 


The nature of the food taken seems to have no influence 
on the attacks. In fact, I got a slight attack immediately 
after taking glucose for the purposes of performing a blood- 
sugar curve. The curve rose to 200 mg. per 100 ml. in 40 
minutes, was 100 mg. in 70 minutes, and finally fell to 67 mg. 
in 130 minutes. But, as I say, an attack started within 
10 minutes of taking the glucose, when my blood-sugar was 
181 mg. 


I really cannot see that any of the suggested explana- 
tions of this condition apply to my own case. I may 
add that my age is 60, my blood-pressure is quite normal, 
and I have no pain or discomfort whatever referable to” 
the stomach. The gastrectomy was performed for a 
chronic gastric ulcer which had recurred several times, 
and which did not respond to medical treatment. 

M.D. 


IODINE AND GOITRE 


S1r,—In your leading article of May 31 you discussed 
a recent paper of mine.! You properly stated that 
“ anyone who sets out to ‘debunk’ some established 
method of preventing disease assumes a certain responsi- 
bility.” I have no desire to evade responsibility for 
anything I have written, in that paper or any other, 
but I certainly question the use of ‘ established ” in 
reference to the prophylactic use of iodine. 

You gave your readers a good and detailed account of 
my paper, although you did not agree with me. Space 
does not permit a recapitulation of those of my arguments 
that you discussed: and rejected. Your readers must 
judge between us on the basis of your summary and 
your remarks, referring to the original paper for the 
actual evidence. s 

There were, however, a few considerations that you 
did not mention. In the first place, locally produced 
foods play only a small part in the feeding of the large 
cities of the U.S.A. Most of the food comes from the 
same distant sources. If the published data are even 
approximately correct, the amount of iodine furnished 
by the drinking water and by the local produce cannot 
be very different in such cities as Cleveland (goitrous) 
and New York (non-goitrous). The leading Continental 
protagonist of the ‘iodine-lack’”’ hypothesis, von 
Fellenberg, conceded in 1938? that he was unable to 
find a relation between the iodine content of the food 
and the occurrence of goitre in one community. This 
report has been severely neglected by proponents of the 
iodine-lack hypothesis. 

Even though it be conceded that this hypothesis is 
false, it might still be true that the administration of 
iodine should have prophylactic value, just as quinine 
and mepacine are useful in the prevention of malaria. 
Unfortunately, the evidence for the value of iodine is 
not, satisfactory. You did not mention the fact that 
only two of those who reported beneficial results con- 
trolled their observations in any way, nor did you refer 


' to the two reports ? ¢ of an increase in the incidence of 


goitre after the use of iodine. 

Post hoc, ergo propter hoc is the oldest of the fallacies. 
The history of goitre is replete with instances of reduction 
in severity, at least as marked as any that have beer 
claimed to follow the use of iodine, that were observed 
without any known change in the intake of iodine and 
without the slightest reason for supposing that there 
had been any. Two such instances were mentioned in 
the paper under discussion and a reference was given to 
a previous report containing many more.’ 


— anname 
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3. Shore, R. A., Andrew, New Zenland, Dept. of Scientific 
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45. 
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The history of goitre in several localities resembles 
that of a newly introduced epidemic disease, which, 
when first introduced, is of great virulence and of high 
incidence, but which gradually spreads out over a 
greater and greater area, losing its virulence and even 
disappearing entirely.’ | 

If your readers will refer to The Tempest (act 10, 
scene 3, line 44) and to the comments thereon in any 
recent annotated edition, they will find that goitre was, 
to Shakespeare, a disease which had recently been 
described by travellers as occurring among mountaineers 
‘but which was unknown in England. Consultation of 
the New English Dictionary (Oxford) for the earliest use 
of“ goitre,” “ bronchocele,” ‘‘ wen,” ‘‘ poke,” &c., and 
examination of the originals, will show them that the 
earliest clear reference to the occurrence of goitre in 
England is in the use of the term ‘‘ Derbyshire neck.” 
The dictionary gives 1769 as the earliest date, but I 
have found an instance as early as 1743. 


That goitre was not prevalent in Derbyshire as late “ 


as 1700 is indicated by the fact that Leigh, a doctor of 
physic, did not mention it in the fifty pages devoted to 
“ distempers ” in The Natural History of Lancashire, 
‘Cheshire, and the Peak in Derbyshire. Among the 
diseases mentioned were concretions, rickets, scrofula, 
scurvy, consumption, and dropsy. 

By 1800, ‘‘ swelled necks ” were reported from Shrop- 

shire and Gloucestershire,’ in 1820 goitres from Monmouth 
and the Forest of Dean,* and, in 1824, ‘‘ bronchocele ”’ 
was common in some parts of Westmoreland.® During 
the decade 1824-34, goitre was occasionally observed in 
Devonshire, but; during that period, of 11,259 patients 
admitted to the Exeter Dispensary, only 39 had 
“ bronchocele.”’!° By 1836, goitre was described as 
occurring in London and in Buckinghamshire ™ and in 
Yorkshire. !* 
' In 1924-25, the greatest incidence of goitre was to be 
found, not in Derbyshire, but in Cornwall, Devon and 
Somerset, Oxford, Buckingham, Hampshire, and Wilt- 
shire.!? 14 The first of these is almost surrounded by 
the ocean. There, if anywhere in England, the spray 
from the ocean and the use of sea-food should provide 
. iodine in sufficient quantities. Yet it is, or was, one of 
the regions of the highest incidence of goitre. 


Department of Chemistry, New York ISIDOR GREENWALD. 
University College of Medicine. - 


RESTRICTION OF BOOK IMPORTS 


Sir,—The regulation issued by the Board of Trade 
and the Treasury prohibiting the import of foreign books 
except under individual licence is surely a most serious 
step. It has received astonishingly little attention 
in the medical journals or from official medical bodies. 
You, Sir, mentioned it in a leading article on Sept. 27, 
but to my surprise you seem prepared to tolerate it and 
to wait and see how it works out. Surely such a regula- 
tion should arouse at once the gravest protests from the 
profession’s representatives. Have you considered what 
the medical scene will be like if we are cut off from 
foreign, especially American, literature, except through 
the intermediation of the extraordinarily clumsy device 
of an individual licence, subject to the kind permission 
of an anonymous official? You have rightly drawn 
attention to the slow progress of publication of books 
and the inadequate supply of essential textbooks; we 
are more and more dependent on American works to 
close these gaps; are we to be cut off ? 

Our literary colleagues have been much quicker in 
recogni -the importance of this regulation. The 
Times Literary Supplement editorial on Sept. 20 described 
the regulation as ‘t an iron curtain quite as effective, in 
its chosen field, as any political embargo imposed by a 
totalitarian state.” Professor Gilbert Murray (Man- 
chester Guardian, Oct. 2) regards the measure “ with 


6. Leigh, C. Natural History of Lancashire, Cheshire, and the 
Peak in Derbyshire. Oxford, 1700. 
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9. Bayers, W. Edinb. med. surg. J. 1824, 22, 320. 
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11. Reid, J. Edinb. med. surg. J. 1836, 46, 40. 
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incredulous amazement ” : ‘‘ Who or what is responsible 
for this particularly obscurantist iron curtain ? ” he asks. 
“ It will,’ he rightly says, ‘‘ be deeply resented by all 
intellectual workers, scientists, scholars, and philosophers, 
to whom a knowledge of the work done in other countries 
is a vital necessity.” If medical men still regard them- 
selves as intellectual workers, then surely now is the time 
for you, Sir, the editor of an independent journal, and 
for the presidents of the Royal Colleges and the B.M.A. 
whom we expect to represent us, to protest on our 
behalf until this regulation is withdrawn. Mr. Churchill 
has had to remind us once more that ‘the price of 
freedom is eternal vigilance.” It must surely be clear 
to all by now that our representatives have indeed to | 
be vigilant lest bureaucratic regulations—possibly 
designed for quite other purposes—have a damagin 

effect on our medical and scientific progress. - 


Royal Infirmary, Manchester. M. C. G. ISRAELS. 
Š a me subject is discussed editorially on p. 585.— 
D. L. 


CONFUSION OVER A BLOOD COMPOUND ? 


Sır, —In their article of Oct. 4, Dr. Gordon and Dr. 
Brown stated that methæmoglobin was not detected 
in the washed corpuscles but abounded in the serum. 
It seems likely that methæmalbumin has been mistaken 
for methæmoglobin. The former pigment is formed 
exclusively in the plasma as a result of intravascular 
hæmolysis (of which there is clear evidence in this case), 
while the latter is found only in the corpuscles. These 
two pigments are easily confused since their absorption 
bands are very close together. Methzemoglobinuria is 
always secondary, the methemoglobin being derived 
from oxyhzmoglobin as it passes down the renal tubules. 


Grays, Essex. . R. N. HERSON. 
ANTI-HISTAMINE SUBSTANCES - 


Srr,—Among the new anti-histamines it seems that 
‘Neoantergan’ (manufactured in this country as 
pyranisamine maleate—‘ Anthisan’), the pharmaco- 
logically strongest of the group, will be of great practical 
Whereas the bronchodilator effect of” 
‘Benadryl’ in asthma is doubtful, neoantergan has a 
definite positive action. I do not want to anticipate 
its exact clinical evaluation which is in progress, but I 
think one particular effect should be pointed out— 
namely, that the bronchodilator effect is nearly always 
coupled with some drowsiness, known also with benadryl. 
This is most useful in order to suppress slight asthmatic: 
attacks at night. I have found it so in 20 patients who 
otherwise were woken up regularly by their attacks and 
had to inhale a spasmolytic drug or to fight the attack 
by other means. The action of the drug extends also 
into the early morning and has a beneficial influence on 
the frequent ‘‘ early morning wheeze.” In such cases 
the ordinary sedative is of no avail, and I feel it right 
to make known this effect in advance, because it will be 
useful to practitioners. (The dose is 0-1-0-2 g.—some- 
times more—and nausea is experienced as side-symptom 
by very few patients.) | 

It may, I think, be expected that the anti-histamines 
and the new perlingual adrenaline (isopropyladrenaline— 
‘ Aleudrine ’) which is not yet available in this country, 
will make the symptomatic treatment of bronchial 
asthma mote satisfactory. . 

London, W.C.1. H. HERXHEIMER. 


STERILITY OF THE THERMOMETER 


Sir,—The possibility of transfer of poliomyelitis virus 
from mouth to mouth by the clinical thermometer merits 
consideration. The efficacy of popular antiseptic solu- 
tions such as phenol and the chemically related chlorxy- 
lenols, in destroying virus, is at least dubious: it is 
stated, in fact, that the virus of poliomyelitis can survive 
in weak solutions of phenol.! On the other hand, the 
oxidising agents, such as hypochlorite and permanganate 
solutions, are said to destroy virus readily and with ease. 

Sterility of the clinical thermometer possesses a special 
importance in relation to the régime of mass temperature- 
taking in operation in certain schools—in one of them 


L: R., in Cecil’s Textbook of Medicine, London and 
Philadelphia, 1947, p. 60. 
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twice daily—where poliomyelitis has made an appear- 
ance. The practice, in such circumstances, of a 
momentary plunge into antiseptic before placing the 
thermometer in yet another mouth is to be viewed with 
apprehension. Nor is the danger special to poliomyelitis : 
in the case of other virus infections that dwell in the 
mouth—e.g., those of influenza, the common cold, 
measles, mumps, and herpes—a similar risk may be 
incurred; while in your columns on July,19 Mr. Green 
and Dr. Penfold effectively displayed the possibilities of 
bacterial contamination. 

The best plan surely would be to take temperatures 
in the axilla rather than the mouth. 

London, W.1. MICHAEL ALBURY. 


STILBAMIDINE IN MULTIPLE MYELOMA 


Sır, —Dr. Napier, in his letter of Sept. 27, draws 
attention to the late facial neuropathy that frequently 
follows a course of injections of stilbamidine. Many 


regard this distressing sequela as a contra-indication to 


the use of the drug in kala-azar, except in antimony- 
resistant cases. Even in such cases, its use is no longer 
necessary now that pentamidine has been shown to be 
quite as effective (if somewhat slower in its action), 
provided that it be given in a dosage higher than that 
originally used by the Calcutta workers. 

The manufacturers of stilbamidine would, before now, 
have withdrawn that drug but for the discovery of its 
limited value in myelomatosis, in which it often effects 
early relief of intolerable pain and a partial recovery that 
may be maintained for many months. 

It is to be hoped that Dr. Napier’s warning regarding 
the toxicity of stilbamidine will prevent the further use 
of that compound in kala-azar, but it would be unfor- 
tunate were it to dissuade doctors from prescribing it 
for a still more serious disease, in which it appears 
pentamidine may be substituted successfully in only a 
minority of cases. 

May & Baker Ltd., Dagenham. 


A CAUSE OF FAILURE IN SYMPATHECTOMY ? 


_ Sim,—Your leading article on Sept. 27 referred to an 
investigation carried out by me.! In that study the work 
` of Simmons and Sheehan? was confirmed. By ulnar-nerve 
block it was found that no active sympathetic fibres 
are present in the main nerves of the upper extremity in 
the early weeks following either cervicothoracic ganglion- 
ectomy or preganglionic section (the Telford operation). I 
further showed thet any sympathetic activity which 
returned later could be temporarily abolished by procaine 
block of the thoracic portion of the sympathetic chain, 
without causing a Horner’s syndrome or any sensory 
or .motor changes in the extremity. These findings 
indicate that the return of sympathetic activity in the 
hand after operation is not due to the activity of undivided 
sympathetic fibres lying wholly in the 8th cervical and 1st 
thoracic spinal nerves or to activity in the small ganglia 
lying in relation to the spinal nerves of the brachial 
plexus, as suggested by Skoog.’ 

Regeneration is the only explanation of these observa- 
tions. This has often been demonstrated in the sympa- 
thetic chains of cats and dogs, but its acceptance as the 
explanation of returned sympathetic activity in man has 

‘been slow. Admittedly, it is hard to visualise how the 
fibres find their way back past the barriers imposed at 
operation, but they have been shown to have an uncanny 
power of overcoming obstacles in animals. For con- 
clusive proof of regeneration in man I recently dissected 
at post-mortem examination the sympathetic chains of 
& patient who had bilateral lumbar and left cervico- 
thoracic ganglionectomy carried out fifteen years ago, 
the 2nd, 3rd, and 4th lumbar ganglia and the left 
cervicothoracic and 2nd thoracic ganglia being removed. 


At the time of operation the patient, a female then 
aged 50, suffered from severe attacks of Raynaud’s syndrome 
in the hands and feet. After the cervicothoracic ganglio- 
nectomy there was a well-marked Horner’s syndrome which 
persisted till death, and the left hand was warm, pink, and 
dry. The condition relapsed, however, about a year after 

1. Haxton, H. A. Brit. J. Surg. 1947, 35, 69. 
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operation. The feet also showed a good result for two years, 
and then gradual relapse. 

At post mortem the chains were found to be complete, 
with no gaps in either lumbar or cervicothoracic regions. In 
the mid-lumbar zone the cords were slender and contained no 
ganglia, but were connected to the spinal nerves by rami 
communicantes. In the cervicothoracic region a large 
ganglion was present in the site of the normal cervicothoracic 
ganglion, and there were numerous rami communicantes 
from it to the lower spinal nerves of the brachial plexus. 
There was, in fact, little difference between the operated and. 
unoperated sides, except that there was scar tissue round the 
chain on the former. Regeneration had thus taken place 
very completely in this case. 


The persistence of the Horner’s syndrome has been 
claimed by some to indicate that regeneration does not 
occur, but in my experience it is the ptosis which persists, 
and not the miosis. The lasting ptosis can be explained 
by degeneration of the part of the levator palpebre 
superioris supplied by the sympathetic, after its denerva- 
tion; although the nerve supply may grow back the 
muscle has lost its power of recovery. 

Regeneration occurs. frequently after sympathectomy, 
but it is usually very incomplete, and there is no doubt 
that the great majority of suitable cases are permanently 
benefited by sympathectomy. 

I wish to express my thanks to Mr. F. R. Brown, of Dundee, 
for kindly supplying details of the operations and of the 
clinical course. H. A. Haxton. 


Neurovascular Clinic, Manchester Royal Infirmary. 


Public Health 


The Third Part 


THE third part of the National Health Service Act, 
dealing with the duties of the new local health 
authorities, has given rise to much discussion and some 
misgivings. Dr. A. L. Banks,! of the Ministry of Health, 
has lately reviewed some of the points raised. 

The responsibilities laid on the new authorities may 
at first sight appear to be merely extensions of the old 
disconnected powers of the past; but this, he showed, ~ 
is not so. For example, the sections relating to the 
midwifery service, the care of mothers and young 
children, health visiting, home nursing, immunisation, 
ambulance services, and health centres are all designed 
to make the local health authority provide, for people 
in their homes, the sort of care needed to supplement 
the clinical care given by general practitioners and. — 
hospitals. The midwifery service will prove particu- 
larly difficult to organise, and it is now agreed that the 
ideal will be a team in each area under the general 
supervision of an obstetric consultant attached to the 
hospital. The teams will consist of domiciliary midwives 
and of general practitioners with special experience in 
midwifery, together with the appropriate medical 
officers of the present local-authority maternity service. 
He noted that in arranging for the general care of 
expectant and nursing mothers, and of children under 
the age of five, the local health authority must ensure 
continuous medical care for both mother and child, and 
it will be necessary to arrange that medical records are . 
continuous, extending from infancy into school and 
adult life. 

The position of health visitors has caused some 
uneasiness; they are to “‘ give advice” on the care of 
expectant and nursing mothers, young children, and 
people suffering from illness, and also on measures 
necessary to prevent the spread of infection. This, 
Dr. Banks explained, is not to be interpreted as an 
infringement of the duties of the family doctor; and he 
instanced the case of a household where the mother is in 
a late stage of pregnancy, one of the young children has 
whooping-cough and possibly early bronchopneumonia, 
and an elderly somewhat senile relative lurks in the 
background. Here the health visitor, in agreement with 
the general practitioner, will arrange for a home help, and 
advise the mother on the care of the children, and on 
the best way to deal with the aged relative. She will 


1, Inaugural address to the summer school of the “Women Publio 
Health Officers Association, 1947. 
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also advise on measures to prevent spread of infection, 
but this does not mean she will take over the duties of 
the sanitary inspector. 

It will also be the duty of the local health authority 
to provide a home nursing service; and there are great 


gaps to be filled here. Many large well-organised district‘ 


nursing associations adjoin small and impoverished ones, 
and some areas have none. At the start most local health 
authorities will need to make full use of existing services, 
providing financial support, extra equipment, and trans- 
port where these are needed. The services must be 
built up so that the family doctor can count on getting 
the aid of the district nurse with as little delay as 
possible. A strong case can be made, Dr. Banks 
~ suggests, for placing health visiting, home nursing, and 
district midwifery all under one superintendent, who 
will keep in close touch with general practitioners in her 
area and see that their needs are met. 

When arranging aftercare for patients discharged from 
hospital, local health authorities will see that the home 
conditions are suitable for their reception, and that their 
families are given advice on their care and comfort. 
The provision of home helps is not going to be easy, but 
. Dr. Banks believes it can be achieved. The chief need 
is a competent enthusiastic organiser who will get to 
know the homes in her area and will herself recruit and 
supervise the home helps. 

Ambulance services are an important item: no excuse 
can be made for failure to provide an ambulance for a 
case of accident or sudden illness. Local health authori- 
ties will work out arrangements most suited to their 
areas, some using existing voluntary organisations, 
others combining the various hospital ambulance services 
of the big cities and making them available for sur- 
‘ rounding areas, others codrdinating their organisation 
with . the fire-brigade services. This service, perhaps 
above all others under the Act, must be efficient. 

Finally the development of health centres must be 
planned, different kinds of centre being tried before any 
uniform type is. considered. 


Public Health in Scotland 


The report of the Department of Health for Scotland} 
for the eighteen months between July, 1945, and 
December, 1946, reveals that, of the 552 men who 
entered the medical schools in October, 1946, 302 had 
discharged their liability to national service; while of 
162 women entrants, 37 had seen service. Shortage of 
nurses is no less acute in Scotland than in England; though 
the number of nurses on the State register increased 
steadily from 14,228 in 1942 to 17,630 in 1946, and 
despite some increase in recruitment, the gap between 
demand and supply is still rapidly widening, for in 1946 
there were 7000 more hospital beds than in 1938. As 
elsewhere, the shortage is greatest in sanatoria and 
mental hospitals where the nursing staff is about 30% 
below requirements. 

The number of persons entitled to benefit under 
National Health Insurance rose from 2,047,000 in 1938 
to 2,270,000 in 1946; the cost per head has almost 
doubled and now stands at £1 1s. 3d. The rise in the 
capitation fee paid to doctors—from 9s. to 15s.—is thus 
not as great as the rise in the cost of other services. 

The general health of Scotland at the close of the 
war was good, In 1945 the death-rate was 13-2; while 
in 1946 the death-rate was 13-1, the birth-rate 20-3— 
the highest for 20 years—and the infantile mortality- 
rate 53-8, which is the lowest on record. The maternal 
mortality-rate—2-2 and also the lowest ever recorded—has 
fallen steadily to less than one-third of what it was in 
1930. Since 1941 when stillbirth became registrable in 
Scotland, the rate has fallen from 40 to 32 per 1000 
total births; and the neonatal mortality-rate has fallen 
in the same period from 39-9 to 29-9. These two rates 
must always be taken together, for the distinction 
between stillbirth and live birth is legal, not biological. 

Notifiable diseases in the period covered by the report 
were low in incidence and lower still in fatality : notifica- 
tions of diphtheria fell from 15,069 in 1940 to 4988 in 
1946; measles and whooping-cough are not generally 
notifiable in Scotland, but mortality from both diseases 
show the greatest fall of recent years. Appendicitis is 


1.3) Report of the Department of Health for Scotland. July, 1945— 
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another disease in which mortality has fallen; it is not 
certain whether this is due to fall in incidence or to 
fall in fatality-rate; but there is some evidence that 
it is due to the latter through the introduction of 
chemotherapy. : 

The incidence of tuberculosis causes some uneasiness, 
The mortality-rate, which by 1938 had fallen to 69 
per 100,000 population, rose steadily to 84 in 1941; and 
the rates for the four succeeding years were 82, 83, 82, 
and 79. On December 31, 1945, the total number of 
people in Scotland known to be suffering from tubercu- 
losis was 35,116. Notifications during that year totalled 
8477: 5846 pulmonary and 945 non-pulmonary over 
15 years of age, and 721 pulmonary and 965 non- 
pulmonary under 15 years of age. Deaths numbered 
3803 : 2932 pulmonary and 871 non-pulmonary. 

Venereal disease, which rose steeply on the outbreak 
of war, started to decline in 1943. New cases recognised 
at the clinics in 1945 just exceeded 10,000, of which 
two-thirds were in males; but cases of syphilis were 
equally divided between the two sexes. Patients who 
attended the clinics and were found not to have venereal 
disease numbered nearly 8000, and of the females about 
50% were found free; this suggests that the publicity 
campaign is succeeding. . 

The important Water (Scotland) Act, 1946, requires 
that every new house must have an inside water-supply. 
Though Scotland had more houses inhabited at the end 
than at the beginning of the war, the position was worse 
than that in England. Up to the end of 1946 sites had 
been approved for 205,703 permanent and 31,226 tem- 
porary houses; but only 5879 permanent and 12,556 
temporary houses had been completed. 


Poliomyelitis and Polioencephalitis 


In the week ended Oct. 4 there was a further slight 
decline in the notifications of poliomyelitis to 402. (from 
441) and of polioencephalitis to 27 (from 32). As was 
to be expected, the decline since the peak figure of 662 
notifications of poliomyelitis in the week ended Sept. 6 
has been much slower than the rise had been. It seems 
probable therefore that a relatively high incidence ma 
persist at any rate throughout the rest of this year. If 
there is a relatively high winter incidence it will be 
possible to compare the epidemiological behaviour of the 
disease in summer and in winter. The rise and fall of 
the notifications for the last eight weeks is depicted in 
the table below. 


Peroentage 


| No. of cases notified increase or 


Week ended Paik i sana D 

A olio- poliomye on 

Poliomyelitis | encephalitis | preceding week 
Aug. 16 646 45 +13:5 
»„» 23 626 50 — 3-1 
sev. 30 612 45 — 2-2 
Sept. 6 662 46 + 8-1 
» 883 572 42 —13-5 
» 20 571 23 — 0-2 
» 27 442 32° — 22.6 
Oct. 4 402 27 — 9:05 


In the county of London there were 8 more notifica- 
tions of poliomyelitis (38 from 30) and 2 less of polio- 
encephalitis (3 from 5). So far this year the deaths 
ascribed to poliomyelitis and polioencephalitis together 
in London have numbered 36. This compares favourably 
with the number of deaths ascribed to whooping-cough 
(68) and to road traffic accidents (247). , 

Perhaps the most noteworthy decline in notifications 
of poliomyelitis this week was in the West Riding of 
Yorkshire, where the figure fell to 18 from 34. 


Infectious Disease in England and Wales 
WEEK ENDED OCT. 4 


Notifications.—Smallpox, 0; scarlet fever, 1086; 
whooping-cough, 1086; diphtheria, 218; paratyphoid, 
16; typhoid, 12; measles (excluding rubella), 1256 ; 
pneumonia (primary or influenzal), 330 ; cerebrospinal 
fever, 46; poliomyelitis, 402; polioencephalitis, 27 ; 
encephalitis lethargica, 1; dysentery, 97; puerperal 
pyrexia, 134; ophthalmia neonatorum, 46. No case 
of cholera, plague, or typhus was notified during the 
week. 
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Deaths.—In 126 great towns there were 3 (1) deaths 
from enteric fever, 1 (0) from scarlet fever, 1 (0) from 
measles, 4 (0) from diphtheria, 9 (3) from whooping- 
cough, 85 (7) from diarrhcea and enteritis under two 
years, and 5 (1) from influenza. The figures in parentheses 
are those for London itself. l 

The number of stillbirths notified during the week 
wás 204 (corresponding to a rate of 22 per thousand 
total births), including 30 in London. 


Obituary 
ERIK LYSHOLM 


Prof. Erik Lysholm, the eminent Swedish radiologist, 
died in Stockholm on Sept. 26. 

The son of a Swedish army officer and of a Scottish 
mother, he was born in Stockholm in 1891 and educated 
at Uppsala University. Inthe early ’twenties he took up 

‘radiology in Stockholm, where he worked for the remain- 
der of his life, mainly at the Serafimer Hospital. Stock- 
holm at that time provided suitable soil for Lysholm’s 
growth. When he began the study of radiology that 
specialty had developed further in Sweden than in any 
other country. This was largely due to the energy and 
ability of Prof. Gösta Forssell, the “grand old man ”’ 
of Swedish radiology. Forssell had an aptitude for 
picking able pupils and Erik Lysholm was the most able 
of them all. 

Lysholm’s first work was to place the radiography of 
the skull on a sound basis.. Good work had already 
been done in this sphere, notably by Schiiller of Vienna, 
and others had given their names to various special 
techniques; but there was no standard method of 
investigation. Furthermore, the quality of skull X-ray 
films left much to be desired. Lysholm solved these 
problems with the aid of his mechanical ability and by 
association with his friend, the engineer, Georg Schonan- 
der. The Lysholm precision skull X-ray apparatus has 
gradually evolved during the last twenty years and is 
now so good that it is difficult to imagine improvements. 
A more important contribution to radiography from the 
fundamental physical aspect was the Lysholm grid. 
This grid—designed to eliminate scattered X-radiation 
and thus improve the quality of X-ray pictures—was 
like many great inventions simple enough in coristruction, 
but needed a man of Lysholm’s powers to design it. 
Sometimes known also as the Schonander grid or Swedish 
grid, | it is used in X-ray departments throughout the 
world. . 

Neither the skull apparatus nor the grid give any 
picture of Lysholm’s capacity as a doctor. It was 
always his dictum that radiology should be a form of 
living morbid anatomy, and the- potential truth of 
this dictum cannot be better illustrated than by 
his work in neuroradiology. Ventriculography and 
encephalography had been used for some ten years 
before Lysholm set to work in studying the possible 
applications. In the ’twenties brain tumours could be 
“ lateralised,’’ but after working for some ten years on 
the subject, in association with Olivecrona the neuro- 

' surgeon, Lysholm showed that nearly all brain tumours 
could be exactly localised radiographically, that their 

. size and shape could be displayed, and that often the 
pathology could be predicted. In 1937 he published his 
famous monograph, The Ventriculogram, based on nearly 
500 confirmed cases. 

His work in neuroradiology was so outstanding that 
other lesser advances he made tend to be obscured. 
For instance, the outlining of the pancreas by filling 
the stomach with gas was his idea. The accurate 
measurement of the heart volume was worked out by 
him some ten years ago, and no better method has been 
devised since. In later years his main interests were in 
cineradiology and the use of radioactive isotopes in 
radiology. 

Part of Lysholm’s genius was an ability to inspire 
and stimulate his associates. Many papers from his 
X-ray department do not bear his name, and in many 
others he appears only as part author. But his brain 
was behind the work. Radiologists visited him from 
all over the world and carried his methods home with 

them. Though he was by nature shy and modest, his 
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charm and quick wit endeared him to all. After Professor 
Forssell’s retirement from active work some years ago 
he directed the Serafimer school of radiology which, for 
efficiency in the routine X-ray investigation of patients 


combined with scientific advancement, is a model for the 


radiological world. 
He leaves a widow, but no children. 


HAROLD COURTNEY GAGE 
M.R.C.S., F.F.R. 


Dr. H. Courtney Gage, director of the radiological 
department at St. Mary’s Hospital, London, died on 
Oct. 4 within a few days of his 62nd birthday. 

_Early in the first world war, while serving with the- 
Essex Yeomanry, Courtney Gage was wounded and. 
invalided out of the Army. Before 1914 he had worked 
as a radiographer with Sir James Mackenzie Davidson, 
and he soon returned to France as a captain in the 
American Red Cross to take charge of the radiographic 
work at Ris Orangis and at two large French civil 
hospitals. His original techniques for the investigation 
of spinal injuries and localisation of foreign bodies first 
appeared in the Journal de Radiologic, but in 1920 he 
republished the second method in this country as a 
monograph. : 

After the war he began his medical studies at St. 
Mary’s Hospital with the intention of specialising in 
radiology, and when he qualified in 1924 he had behind 
him unrivalled technical experience. Two years later 
he was elected assistant radiologist:to St. Mary’s and in 
1935 he was appointed director of the department. He 
was also elected to the staffs of the Hampstead Gene 
Hospital and St. Luke’s Hostel. . i 

Gage’s modesty led him perhaps to exaggerate the - 
handicap which his deafness would have proved in 
presiding over business, and he preferred to serve his 
specialty as an advisor and counsellor. He was a 
member of the councils of. the British Institute of 
Radiology, of the section of radiology of the Royal Society 
of Medicine, of the Medical Defence Union, and of the 
British X-ray and Radium Protection Committee. He 
also served as editor of the British Journal of Radiology, 
and in 1943 when he retired from the chair the institute 
made him an honorary member. A founder fellow of 
the Faculty of Radiologists, he was the first examiner 
in diagnostic radiology for its fellowship. During the 


. late war Gage did much to foster the development of 


mass miniature radiography, and for his services to the 
Norwegian forces in this country he was appointed a 
knight of the Royal Order of St. Olaf. 

“ The stimulus of Gage’s unlimited enthusiasm,’ writes 
J. A. B., “ was infectious, both in radiology and in his 
many hobbies (chief of which were music and photo- 
graphy), and to help his friends he would spare neither 
time nor pains but gave freely of his vast experience 
and his many original ideas for which he would accept 
no credit. As a host he was delightful and generous, 
and with his boyish good humour made each gathering 
a memorable occasion. His almost uncanny wisdom in 
radiology gave the impression that he looked not at 
but through a film and saw behind it the patient.” 
T. H. pays tribute to his gentleness of manner and his 
unchanging kindness, and adds: ‘“‘ Always ready to 
help, Gage was genuinely proud when he was appealed 
,to by colleagues either for advice or assistance—no-one 
enjoyed having his brains picked more than he did, 
and no-one regarded it as a higher privilege to help 
than he. If honesty of mind, kindness, and patience 
represent the highest attributes of character Gage must 
be placed in the front: with these, his quiet assurance 
and wonderful grasp of his specialty made him a man 
whom no-one could meet without feeling both affection 
and respect.” 7 : : 

DR. J. C. BRIDGE 


A. J. A. writes: “ As a very junior and inexperienced 
industrial medical officer, I met Dr. Bridge early in 1925 
and we formed a friendship at our first meeting which 
not only lasted but became stronger as the years passed. 
His profound knowledge of English industry, of indus- 
trial medicine and the law was always at the disposal 
of all industrial medical officers and indeed of industrial 
nurses throughout the country. One of the first honorary 


` 
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members of the Association of Industrial Medical Officers, 
from the time of its formation in 1935, he guided it through 
the early turbulent years characteristic of the develop- 
ment of any virile society. Moreover, he was responsible 
for the drafting of a new constitution which, only too 
sadly, he will not see in practice. All those engaged in 
the day-to-day work in factories will vouch for his out- 
standing qualities of friendship, his great wisdom, and sure 
guidance. His capacity for giving a sound opinion in 
a few words was perhaps unequalled by anyone in the 
field of industrial medicine in our time. He was largely 
responsible for the high degree of collaboration between 
the Factory Department of the Ministry of Labour and 
National Service and the industrial medical officer, 
a collaboration which proved of the greatest benefit 
both to the department and to industry.” 

Mr. S. H. Wilkes, senior chemical inspector in the 
Factory Department, adds: ‘‘No-one without medical 
knowledge would presume to discuss Dr. Bridge’s work 
on industrial medicine. But that work necessarily 
required him to codperate with colleagues whose qualifica- 
tions were in fields other than medicine, and his coépera- 
tion there deserves the highest praise. Harmony 
amongst a group of specialists in different, but overlap- 
ping, fields can be maintained only by the exercise of 
unusual sympathy, tact, and good-fellowship. Dr. 
Bridge possessed those qualities in an unusual degree, 
and that is why he was so successful as a leader of diverse 
teams. Always ready to give advice and encourage- 
ment directly, unconsciously, he was also always giving 
them indirectly by his example of enthusiasm, of zeal, 
and, at the Oper times, of restraint.” 


Appointments 


ALLSOFP, P. A., M.R.C.8.: M.O., Malaya, Colonial Service. 

CAMPBELL, R. A. «+» M.A., ` M.B. 'Aberd. . D.P.H.: asst. county M.O., 
Staffs, and M.O.H., Willenhall. 

HINDEN, ELCHON, M. D. Camb., M.R.C.P. 
Cross Hospital, London. 

LEDERER, HENRY, M.D. Prague, D.P.H. 


y gg 
MACLEOD, J. G., Edin., M.R.C.P.E. 
health dcpactient: Edinburgh. 


The Hospital for Sick Children, Great Ormond Street, London : 

BURNARD, E. D., M.B. N.Z., M.R.C.P. : house-physician. 

DAVIES, P. M., M.B. Lond., D P.H., D.M.R.: asst. radiologist.’ 

GREEN, DORA, B.SC., M. R. C.8. house- ‘surgeon, ear, nose, and 

- throat department. 

MOROBERT, CATHERINE, M.B. Madras : house-surgeon. 

PILCHER, M. F., M.B. Lond. : orthopeedic registrar. 

STEVENSON, MAUDE, M.B. Belf. : asst. resident medical officer, 
Tadworth Court. 

WELLER, S. D. V., M.B. Lond.: house-physician. 


The Canadian Red Cross Memorial Hospital, bbe rete 


BYWATERS, E. G. L., M.B. Lond., M.R.c.P.: director of research 
unit on juvenile rheumatism. 
GLYNN, L. E., B.8C., M:D. Lond., M.R.C.P. 
of pathology. 
Kent Education Committee School Health Service : 
Asst. County M.O.H. : 
ASQUITH, Fea OND, M.B. Lond., D.C.H. 
McOALL, A. M., M.R.C.S. 
TAYLOR, BARBARA, M.R.C.8., D.P.H. 
City of Plymouth Municipal Hospitals.: 
ALCOCK, N. S., M.D. Edin., M.R.O.P. Pc palo 


pediatrician, Whipp’s 
pathologist, Doncaster 
asst. physician, public 


: director of department 


WHITLOCE, F. À., M.B. Camb., M.R.C.P. dermatologist. 
Births, Marriages, and Deaths 


BIRTHS 


ACION. —On Oct g 5, es Croydon, the wife of Dr. Hugh Acton, 
M.B.E.—a 

CLARKE.—On Oott z a wife of Dr. E. G. W. Clarke—a daughter. 

Daviks.—On July 20, to Patience Barclay, M.R.C.P., wife of Arthur 
Davies—a son. 


OME oe Coe 11, at Manchester, the wife of Dr. W. K. S. 
ore—. 
STOKES. TOn Oot. 3, in London, the wife of Dr. J. F. Stokes—a son. 


MARRIAGES 


MITCHELL—LYELL.—On Oct. 7, at Bolton-le-Sands, Robert Imrie 
Mitchell, M.B.E., lieut. -colonel, R.A.M.C., to Marion Lyell. 

THOMAS—ANDERBON. —On Oct. 8, at Northwood, Harold .Ernest 
Thomas, M.B., to Elizabeth Jean Anderson. 


DEATHS = 
- BRADBROOKE.—On Oct. 5, at Horsham, Hugh Nash Bradbrooke, 


M.A., D.M. Oxfd, M.R.C.P., D.P.M. 
COBB —On Oct. 8, William Grahame Cobb, D.8.0., M.B. Edin., 


aged 69. 
IRK.—On Oct. 9, Charles Joseph Kirk, M.B. Glasg. 
SCOTT, —On aoe 6, in London, Edward Spencek: Scott, B.A., 
M.D. 3 
\ 
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Notes and News 


RESETTLING THE DISABLED 


. HITHERTO hospitals have used the form R.p.1 to notify 
the Ministry of Labour of patients about to be discharged 
with residual disability. The Ministry of Health announces 
in & circular (no. 154/47) that in future this will be used only 
for Service cases medically boarded at E.M.S. hospitals ; 
otherwise it is to be replaced by a new and simpler form, 
D.P.55. The circular calls for closer liaison between hospital 
authorities and the local officers of the Ministry of Labour. 
Hospitals are urged to acquaint patients with the opportunities 
that may be found under the Disabled Persons (Employment) 
Act; and disablement resettlement officers will be`on call for 
visits to hospitals at intervals of not less than three months. 
At some hospitals medical interviewing committees are to be 
set up for the purpose of providing resettlement officers with 
expert medical guidance. 


CARE OF BABIES IN THE TROPICS 


Dr. John Gibbens has written a capable little pamphlet ? 
on the problems which face the young mother in the tropics. 
His tone is reassuring, but he warns her against likely dangers 
and teaches her how to become a sanitary inspector, on a 
small scale, in her own home, how to prevent contamination 
of food, how to make dangerous foods safe, how to get rid 
of flies and mosquitoes, and how to arrange the baby’s day 
so as to protect him from heat and yet give him his airings. 
The notes on milk and milk foods are specially full and com- 
petent, and there is also plenty of guidance about the child’s 
clothing and rest, and the care of the skin. The advice on 
inoculation and on the importance of calling the doctor early 
in case of illness should be closely followed. 


University of Cambridge 

During August and September the title of the degrees of 
M.B., B.CHIR. was conferred on J. M. Cockrell, J. Crossley, 
H. A. Jaques, M. R. Simpson, and S. G. Wills. The title of 
the degree of M.B. was also conferred on M. Sutcliffe. 


University of Edinburgh | 
Dr. A. P. Meiklejohn has been appointed lecturer in 
nutrition in the department of medicine. 


Royal College of Obstetricians and Gynecologists 
On Oct. 3 the following were admitted to the fellowship: 
G..S. Brown, G. A. Davies, G. P. FitzGerald, A. M. Johns, 
F. G. McGuinness, Ronald McRobert, R. C. Thomas. 
The following were admitted to the membership : 


H. B: Bagshaw 
J. T.S ieee Gwendoline ng Siete Na N š M D 
Craig, K. J. R. Ou 


Ian Donald, " 
FitzGerald, I. Si Fraser, A. pa G 
Hamilton, A.J Tpu Lois E 
Max Lipsitz, G Louisson, W : 
Mair, Parvati Niele Eileen Ve Miller, W. G. Mills, 
J.D. ag tee Mary L. Neville, E. R. Ormerod, H. G. , Nancy 
Perry, E. E. Philipp, J. G. Pritehard, Eric Mewes Elizabeth M. 
Rose, D. A. Fletcher Shaw, D. J. N. Smith, R. A. R. Taylor, 
James Walker. 


Parliamentary Appointment 
Mr. Herbert Morrison, Lord President of the Council, 


has appointed Dr. Stephen Taylor, M.P., to be his parlia- 
mentary private secretary. 


Ministry of Food 

Mr. Norman Wright, p.sc., has been appointed chief 
scientific adviser to the Minister of Food in succession to. 
Sir Jack Drummond, F.R.s. Dr. Wright has been seconded 
from his post as director of the Hannal Dairy Research 
Institute for the duration of his new appointment. 


Moyne Institute of Preventive Medicine 

As a memorial to the late Lord Moyne, his family. are to- 
build and equip an institute of preventive medicine, in. 
Trinity College, Dublin. The institute will provide accom- 
modation for teaching and research in bacteriology and 
immunology and will also house the new department of social 


‘medicine which the college authorities have decided to 


establish. 


1. The Care of Babies and Young Children in the Tropics. National 
Association of Maternity and Child Welfare Centres, 5, Tavistock 
Place, London, W.C.1. Pp. 15. Ils. 
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NOTES AND NEWS—DIARY OF THE WEEK 
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. Royal College of Surgeons of England 


At a meeting of the council of the college held on Oct. 9, 
1947, with Sir Alfred Webb-Johnson, the president, in the 
chair, Mr. J. M. Wyatt was coépted to the council as a repre- 
sentative of gynecology and obstetrics and was also appointed 
to represent the college on the Central Midwives Board. 
The following were elected members of the court of examiners 
in connexion with specialists’ final fellowship examinations : 

Mr. M. L. Formby, Mr. V. E. Negus, and Mr. F. C. Ormerod as 
otolaryngologists; Mr. George Black, Sir Stewart Duke-Elder, 


and Mr. Frank Law as ophthalmologists. Mr. S. P. Meadows was 
elected associate examiner in ophthalmology. 


The Hallett prize was presented to Dr. Nanalal Jivan Shah 
(Guy’s). Mr. Alexander Livingston (Epsom College) was 
admitted as a Macloghlin scholar. The award of the Blane 
medal to Surgeon Commander G. H. G. Southwell-Sander 
was announced. 


The following posts were recognised for the final fellow- 
ship examination requirements : 

Ashford County Hospital.—Three resident junior house-surgeons 
and three surgical registrars for a period of one year. 


Luton and Dunstable Hospital.—Resident surgical officer and 
senior house-surgeon for one year. 


Hope Hospital, Salford._—Assistant resident surgical officer, 
assistant medical officer in the department of general pureery, and 
assistant medical officer of the orthopsedic department. 


Worcester Royal Injfirmary.—Resident surgical officer and two 
house-surgeons. 


Royal Northern Hospital, Inverness.—First and second house- 
surgeons for a further year. 


A diploma in laryngology and otology was granted, jointly 
with the Royal College of Physicians, to Ben Cohen, and a 


diploma in ophthalmic medicine and surgery to John 
McClemont. . 


Leverhulme Research Scholarships.—Two scholarships of — 


the annual value of £400, with an allowance not exceeding 
£100 for expenses of research, are vacant. The awards will 
be made either as scholarships or as grants-in-aid, according 
to the time available for research work, and they are open 
to men or women who hold à registrable medical qualification. 
Scholars must devote themselves to the investigation of some 
biological or clinical problem of disease as it occurs in man, 
with a view to the extension of surgical knowledge. Facilities 
for research will be available in the Bernhard Baron labora- 
tories of the college or at the Buckston Browne Farm, Downe, 
Kent. Applications should reach the secretary of the college, 
Lincoln’s Inn Fields, London, W.C.2, before Oct. 27. 


Children’s Moral Welfare Committee 

The annual meeting will be held in Hampstead Town 
Hall on Friday, Oct. 24, at 5.15 P.M., when the speakers 
will be the Rev. G. L. Russell, M.B., and Miss L. R. Rendel. 


Medical Jubilee 


On Sept. 24 the colleagues of Dr. W. P. Hay, of Poter- 
borough, gave a dinner in his honour. Dr. Hay set up in 
practice in the town fifty years ago and is chairman of the 
Soke of Peterborough insurance committee. 


Society of Medical Officers of Health 
On Thursday, Oct. 23, at 6 r.m., at B.M.A. House, Tavistock 
Square, London, W.C.1, Sir Allen Daley, the retiring president, 
will install Dr. Frederick Hall, m.o.a. for Lancashire, as 
president of the society for 1947-48. Dr. Hall will afterwards 
a his presidential address on the Economics of Public 
ealth 


Education for Family Life 

A. conference on this subject will be held at King’s College, 
Strand, London, W.C.2, on Jan. 5 and 6. The four sessions 
will deal with the home, the formal education system, 
informal education, and general community influences. 
Further information may be had from Cyril Bibby, Family 
Relations Group, 69, Eccleston Square, S.W.1. 


Royal Society of Arts 


The following Cantor lectures have been arranged for 
January and February : Dr. C. H. Andrewes, F.R.S., Progress 


in the Fight against the Common Cold (Jan. 26); Prof. A. C. ` 


Frazer, Metabolism of Fats (Feb. 2); and Sir Jack Drummond, 
D.SC., F.R.S., Fats in the Life of the Nation (Feb. 9). The 
lectures will all be held at 4.30 p.m. at the house of the society, 
John Adam Street, London, W.C.2. 


MEDIOAL SOCIETY FOR THE STUDY OF VENEREAL DISEASES 


Central Midwives Board . 

Prof. F. E. Tylecote has been elected a member of the 
board on the nomination of the Association of Municipal 
Corporations. 


Society of Chemical Industry 

A meeting of the nutrition panel will be held at Burlington 
House, Piccadilly, London, W.1, at 6.30 P.M., on Wednesday, 
Oct. 29. Prof. Alexander Haddow and Mr. L. A. Elson, PED., 
will read a paper on Food and Cancer. 


CorRRIGENDUM.—With regard to his article of Oct. 11 
(p. 553) on the metric system in medicine, Mr. Horace 
Finnemore writes: “ The abbreviations I recommended in 
my MS. were kilogram, kgm.; gramme, gm.; milligram, 
mgm. ; microgram, microgm.; and micromil, microml. Ido 
not advise the use of the Greek letter u for micro, as I think 
it might lead to mistakes.”’ 


Diary of the Week 


oct. 19° To 25 


O 


Monday, 20th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 

6.15 P.M. Dr. Robert Cope: Anesthesia for Babies and 

Children. 

SOCIETY OF APOTHECARIES OF LONDON, Black Friars Lane, B.C.4 - 

5 P.M. Dr. Andrew Wilson: Thyrvotoxicosis and Thiouracil.-. 
WESTMINSTER HospITaL, Horseferry Koad, 5.W.1 

5 P.M. (Meyerstein lecture theatre.) Sound film on the 
Detection of Unsuspected Tuberculosis in Hospital Out- 
patients ; clinico-pathological (demonstration of Ge neralised 
Amyloidosis in Pulmonary Tuberculosis. 


Tuesday, 21st 


ROYAL COLLEGE OF SURGEONS 
6.15 P.M. Dr. V. F. Hall: - Postanssthetic Tewaieae nt. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 d 
5 P.M. Experimental Medicine. Dr. J. Trueta., Prof. K, J. 
Franklin: Renal Circulation. l 
8.15 P.M. Pathology. Dr. A. B. Rosher: H. tin/luenze and its 
Pathogenicity. 
SOCIETY OF ATOTERCARIES 
5 P.M. Prof. B. G. Maegraith: Modern Therapy in Tropical 
Medicine. 
UNIVERSITY COLLEGE, Gower Street, W.C.1 
5.15 P.M. (Department of Physiology.) Dr. Bernard Katz: 
Transmission of Excitation in Nerve and Muscle. (First 
of six lectures.) 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 
5 P.M. Dr. F. R. Bettley: Eczema. 
SOCIETY FOR THE STUDY OF ADDICTION 
4 P.M. (11, Chandos Street, W.1.) Dr. A. B. Gator: Alcoholism 
from the Psychosomatic Point of View. 
EUGENICS SOCIETY 
5.30 P.M. (Burlington House, Piccadilly, W.1.) B. S. 
Bramwell, LL.B. Galton’s Hereditary A Re and the 
Three following Genorations since 1869. 


Wednesday, 22nd 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. H. F. Lunn: Anatomy of Inguinal Hernia. 
and Gale lecture.) 
SOCIETY OF APOTHECARIES 
5 P.M. oe W.S. C. Copeman: Therapeutics of the Rheumatte 
iseases. 


Thursday, 23rd 


ROYAL SOCIETY OF MEDICINE 
8 P.M. Urology. Mr. W. W. Galbraith: Modern Trends in 
Prostatic Surgery. (Presidential address.) 
SOCIETY OF APOTHEOARIES 
5 P.M. Dr. James Craigie, F.R.S. : Virus Diseases—Immunology. 
(First of two lectures.) 
SOCIETY OF MEDICAL OFFICERS OF HEALTH 
6 P.M. (B.M.A. House, Tavistock Square, W.C.1.) Dr. Frederick 
Hall: Economics of Publio Health. (Presidential address.) 
HONYMAN GILLESPIE LECTURE 
4.30 P.M. (Edinburgh Royal Infirmary.) Prof. John MoMichael : 
Heart-failure of Pulmonary Origin. 


Friday, 24th p 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. H. F. Lunn: Pelvis and the Erect Posture. 
demonstration.) 
LONDON CHEST HOSPITAL, Victoria Park, E.2 
5 P.M. Dr. Bertram Jones: Some Types of Pneumonia. 
UNIVERSITY OF EDINBURGH 
5 P.M. (Anatomy lecture theatre.) Prof. Neil Hamilton Fairley, 
F.R.S.: Chemotherapy in Malaria. (Cameron lecture.) 


Saturday, 25th 


(Arris 


(Arnott 


2.30 P.M. (11, Chandos Street, W.1.) Dr. C. S. Nicol: Gonor- 
rhea in the Female with Special Reference to Rectal 
Infection. 

NUTRITION SOCIETY 

10.30 a.m. (London School of Hygiene, Keppel Street, W.OC.1.) 
Conference on British Needs and Resources of ‘Calories, 
Protein, and Calcium. 
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MEDICINE, SCIENCE, AND LEARNING * 


Harry PLATT 
M.D. Manc., M.S. Lond., F.R.C.S., F.A.CS. 


PROFESSOR OF ORTHOPAEDIC SURGERY, 
UNIVERSITY OF MANCHESTER 


THE practice of medicine is now engaged in extending 


its horizon and jurisdiction from the individual, and his 
immediate needs as an isolate, to the circumstances of 
his social and industrial environment. Such considera- 


tions at once bring up the important question whether . 


or not those who have chosen to follow the vocation of 
medicine will find themselves adequately equipped 
to meet the new demands of the age which lies before 
them. The responsibilities which society has come 
to place upon the doctor, as guide, philosopher, and 
friend in his community, cannot be fulfilled by the 
offer of mere technical skill; nor in fact has craftsman- 
ship been the sole or even the main contribution of 
our profession to past generations. I believe that we 
can say with due humility that the profession of medicine 
iS, by long tradition, at once liberal, scientific, and 
‘learned. This is not to say that in every practising doctor 
we can yet see both the scholar and the scientist. But 
it does mean that such a man is conscious of the fact 
that ‘he belongs to a profession which regards such 
attributes as its rightful heritage. 


‘THE LIBERAL TRADITION 


The tradition of medicine as an independent, self- 
governing guild, with its own special code of ethics, 
is one of its most cherished possessions. It is based 
on a sense of sharing in what we feel to be a continuous 
historical process, extending over a span of more than 
2000 years from the age of Greek science to the present 
day. This deeply rooted Hippocratic tradition is in 
large part responsible for the individualistic attitude of 
the average doctor, and for his feeling of personal freedom 
from some of the restraints of society, as exemplified 
in his insistence on the need for the preservation of the 
doctor-patient relationship, and his instinctivé challenge 
to the Law when it conflicts with the Hippocratic code. 
Are these liberal virtues it may be asked ? But we are 
concerned not with examples of the behaviour of 
. individuals under certain provocations, but with the 
intellectual and ethical standards set before a profession 

as ideals to which all are expected to strive to attain. 

Walshe (1945), one of the most profound thinkers in 
British medicine, has recently come to the conclusion— 
reluctantly I suspect—that medicine is a useful rather 
than a liberal profession, a view which was also held by 
Wilfred Trotter, the philosopher-surgeon. Walshe has 
taken as his yard-stick Cardinal Newman’s definition of 
liberal knowledge as, among other attributes, ‘‘ refusing 
to be informed (as it is called) by any end.” I find myself 
- on this occasion unconvinced by Walshe’s argument. 


The utilitarian or instrumental rôle of medicine is surely | 


obvious enough, but this description of one of its functions 
does not represent ‘the total contribution which medicine 
as a liberal profession has to offer to the life of the com- 
munity. The claim of medicine to be regarded as one 
of the liberal professions cannot be decided on intellectual 
grounds alone. It is on wider issues that we must be 
judged. Such are the existence of a corporate sense 
of values; the acceptance of a historic ethical code 
which has fostered a demand for intellectual liberty and 
self-government ; and, not least, the empirical tradition 
with its tolerance of new ideas and its ultimate rejection 
of all dogmatic systems. These, in my judgment, are 
the liberal virtues on which we confidently base our 
claim to recognition. : 
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aral address at the opening of the winter session of the 
ish National School of Medicine on Sept. 30, 1947. 


ESSENTIAL FREEDOMS 


I have referred to the sense of independence and | 
freedom which for many generations both the doctor 
as an individual and the profession in its corporate 
form have come to regard as a naturalright. This feeling 
of membership of a society within society—comparable 
to the independent 17th-century Puritan society of 
Grace within the wider society of the State—rests largely 
on the fact that our right to enjoy our own code of ethics 
and self-government has not in the past been seriously 
challenged. But, in the opinion of many, that challenge 
is implicit in the political climate of Europe today, 
in which we see the peoples of many nations feverishly 
and often blindly seeking economic shelter within the - 
framework of collectivist techniques masquerading as 
ideologies. I myself do not feel unduly pessimistic in 
this matter. I have great confidence in the influence 
of a long corporate tradition ; and I am impressed by 
the power of ideas as resistance movements. During | 
the past few years the scientists of the western world 
have reacted vigorously to the potential threat to their 
own freedom of thought and action. The tumult— 
at times rather shril—of the battle of a free science 
versus planned science and technology for the moment 
has died down. But from this conflict there has emerged 
the important notion of scientists as an independent 
and self-governing group with an ethical code of their 
own choosing—a code designed to stand as a perpetual 
response to the eroding challenge. of authoritative. 
doctrines. 

Bertrand Russell, in a whimsical and lucid moment 
of over-simplification, has distinguished two categories 
of humans as comprising our modern civilisation— 
those who move pieces of matter about.on the face of 
the earth, and those who order them to do it. 
may wonder where the liberal professions come into this 
drab picture of the managerial revolution. But we 
should all agree that human societies owe much to the 
liberal professions, among which I have been bold 
enough to place medicine. The debt has been amply 
repaid, for in the past such professions have been accorded 
a position of special privilege. In a rapidly changing 
world, where for a brief interlude in the history of man 
traditional ethical and social values are in the melting- 
pot, we may ask what privileges a liberal profession 
can reasonably demand in the future. For the profession 
of medicine the answer is simple—intellectual freedom 
and a large measure of self-government. These are not 
unreasonable demands ; they ‘should not be the special 
possession of an élite preoccupied with its own survival. 
They are in fact essential to the “ good life ” in every 
one of the various groups which make up the mosaic 
pattern of a true democratic society. It is our duty to 
proclaim that we intend to preserve such freedoms at 
all cost. 

: THE SCIENTIFIC TRADITION 


It is a commonplace that the history of the natural 
sciences throughout the ages, from the era of the flowering 
of Greek thought down to the latter part of the 19th 
century, is also the history of medicine. Although the 
two streams of intellectual activity have pursued an 
independent existence, they have long been closely inter- 
mingled. The contributions of medicine to science and 
of science to medicine have provided a theme of absorb- 
ing interest for many: distinguished scholars in our 
profession—a theme which recurs again in the ceremonial 
orations of our Royal Colleges. It has been said that 
Aristotle regarded medicine as a branch of natural science, 
but Hippocrates, though doubtless influenced by the 
intellectual climate of his time, was the first great 
exponent of the clinical method and thus made secure 
the foundations of medicine as an independent ait. 
For more than 2000 years, medicine, though it has 
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maintained its identity, has been intimately linked to 


/ 


the natural sciences. It is thus not surprising that the 
art of medicine, with its attachment to the great empirical 
tradition, should bear the imprint of the scientific method. 
It is customary to speak, however, of the art and 
science of medicine as two separate activities or systems ; 
‘and the belief still lingers that a fundamental distinction 
can be drawn between the so-called practical doctor and 
the medical scientist. It was Disraeli who said that the 
quality of a practical man is that he makes the same 
mistakes as his grandfather. And Harvey Cushing often 
quoted Abraham Flexner’s dictum that the chief difference 
between the practical and the scientific doctor is that 
the latter is less likely to lose his patient. Therefore 
though medicine still remains an art, to be taught by 
precept and example, even for the practical doctor it 
must be continuously informed by the MEAO 
of science. . 
CLINICAL SCIENCE 


One of the outstanding contributions of British | 


medicine during the last thirty years has been the 
creation, under the inspiration and leadership of the late 
Sir Thomas Lewis, of a school of clinical scientists 


trained to study the phenomena of disease by the precise 


methods of the physiological laboratory. .As Lewis 
(1933) pointed out in his Harveian Oration, the practice 
of clinical science was a return to the method of Harvey 
himself, who combined clinical observations with animal 
experiments. . It was Lewis’s view that, given the liberty 


_to pursue knowledge for its own sake, the clinical scientists 


would lead the medical scientists in the future. But it 
was not his wish to see a break away from medicine and 
the emergence of a separate discipline—indeed of a 
separate art. If this were to happen it would leave the 
standards of medicine at the mercy of the so-called 
practical man denied the inspiration which comes from 
a feeling of fellowship in the world of science and learning. 
In this renaissance of clinical science as an integral part 
of medicine we see how deeply rooted is the scientific 
tradition of our calling. 

It is, therefore, not difficult to trace the origin of the 
scientific tradition in medicine, and to see in the activities 
of the practising clinician glimpses of the scientific 
method, defined long ago by Karl Pearson (1892) lucidly 
but not euphoniously as “the accurate classification 
of facts and observation of their correlation and 
sequence.” The practical doctor would be a poor thing 
if he were ignorant of the scientific approach to the 
problems of diagnosis and prognosis which confront 
him. 
For the educated practitioner of the future, if freed 
from much of the drudgery of his traditional handicraft 
by the provision of technical assistance, and given time 
to observe, to record, and to use the instrument of his 
mind in a patient search for a synthesis of ideas, there 
looms a unique opportunity of enriching our knowledge 
concerning the phenomena of health and disease. This 
should be particularly true of the country doctor, who 
is in many respects still the flower of our profession. The 
great examples of James Mackenzie in the past, and of 
William Pickles in the present generation, should surely 
inspire many followers. 

But we may ask whether the modern education and 
training of the student of medicine is designed to produce, 
or at least foster the emergence of, future Mackenzies. 
Theoretically it would seem impossible today for a student 
to reach the stage of clinical studies lacking a clear under- 
standing of the meaning of the historical and scientific 
methods. But it is by no means certain that teachers 
in the preclinical sciences, as a body, feel any special 
responsibility for the scientific and cultural outlook of 
the future doctor. Many are content with the presenta- 
tion of facts in an attractive setting. There are notable 
exceptions, of course, and it is a delight to the clinical 


the scientists and humanists. 


teacher to meet the student fresh from such influences, 
brimful of factual knowledge which the young memory 
acquires with- such ~ ease, but already aware of the 
significance of wide generalisations. If the preclinical 
teachers fail in this task, how can the part-time clinical 
teacher, whose episodic function is to present an entirely 
new mass of brute facts, make good such a deficiency ? 


A PHILOSOPHY OF MEDICINE 
It might be maintained that the enjoyment of a long 


association with science, and the habitual use of some of 


the techniques of the scientific method, merely éntitle 
medicine to claim the status of an applied science—and 
that there the matter rests. Some would be content 
with this judgment, for it suggests at least an honourable 
estate in the community: But to the questing spirit, to 
those in our profession who are blessed—or perhaps at 
times even cursed—by what Almroth Wright described 
as a “ pain in the mind,” this is not the ultimate goal 
of a learried profession. Walshe has deplored the pre- 


‘occupation with the collection of facts which now seems 


to be the outstanding activity of medicine and its 
ancillary experimental sciences. He emphasises the 


need for a period devoted to interpretation and synthesig 


—a return to an age of reason. Only in this way does 


‘Walshe consider it will be possible at some future time 


to construct a coherent science and art of medicine, 
a true philosophy of medicine, resting securely on a 
body of general principles of wide validity. He believes 
that such generalisations should come from the realm 
of clinical studies, as they have done in the past in the 
fields of neurology and cardiology. ` 

A fascinating task thus les before us which represents 


a much-needed challenge to the tendency to rest compla- 


cently on the empirical tradition and to be content with 
a far too narrow conception -of the application of the 
scientific method in the study of the phenomena of 
disease. Since the days of Galen’s great essay on 
Medical Experience (circa A.D. 150), both the practical 
and the scientific men of medicine have fought shy of 


general principles formulated by the exercise of the 


intellect alone. This instinctive and powerful resistance 
to rationalism in medicine has no doubt been prompted 
by the knowledge that the enunciation of so-called general 
principles has often in the past led to the setting up. of 
dogmatic systems of thought and practice. The words 
of Harvey have sounded a note of warning for 300 years : 
“I profess to learn and to teach anatomy, not from 
books but from dissection, not from the positions of 
philosophers but from the fabric of nature.” And 
John Hunter, that master of observation and experi- 
ment—himself a. man of little learning and untouched 
by the intellectual splendour of the age in which he lived 
—had no doubt where he stood in this matter: “‘ The 
man who judges from general principles only, shows 
ignorance ; few things are so simple as to come wholly 
within a general principle.” Be that as it may, the 
practical men of the modern age have not been slow, 
by the aid of some mysterious intellectual process, in 
elevating technique to the level of principles. In this 
distortion of the art of reasoning, often disguised in 
outpourings of emotional prose, members of my own 
craft, the surgeons, have been and continue to be the 
chief offenders. 

The task of creating- a science and philosophy of 
medicine is the responsibility of our profession alone. 
We cannot expect to delegate our abstract thinking to 
We teachers in medicine 
must strive to inculcate in our students that attitude of 
mind described by Whitehead as “an interest in the 
relation of general principles to irreducible and stubborn 
facts.” I am confident that, by reason of its long 
intellectual and scientific tradition, the profession of 
medicine will continue to produce and foster those 
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thinkers—few though they may be—whose primary 
contr ibutions will lie in the integration of knowledge. l 


THE LEARNED TRADITION 


-In every generation our profession has contained 
men distinguished by their wide learning who have 
exercised an influence on. our intellectual aims out of 
all proportion to their numbers. This was perhaps more 
true of the generations immediately ‘behind us when a 
humanistic education was, accepted as the natural 
approach to the study of medicine, and before the modern 
examination system had encouraged precocious specialisa- 
tion. It is, however, no part of my present purpose to 
dwell on the contributions to our ethos of a few men of 
outstanding learning. In a profession which maintains 
a lively appreciation . of the true value of hero worship 
' such men are not easily forgotten. I am concerned 
rather to consider the means whereby we can ensure that 
a liberal education is an essential part of the equip- 
ment of all who choose to engage in the practice of medi- 
cine ;'-and to discuss how far it is possible to regard 
medicine itself as one of the cultural abi casas of a 
university education: 

Judged by modern standards, the four subjects of the 
advanced. education of the Middle - Ages—astronomy, 
-geometry, arithmetic, and music—seem to be an affair 
of extreme simplicity. But every educated man of that 
time was expected to be well versed in at least one 
branch of physical science. Thus science established 
itself as part of the content of a liberal education long 
ago. Indeed, as Sir Richard Livingstone (1947) has 
- recently reminded us, the modern distinction between 
science and humanism would have been meaningless to 
the Greeks. The humanists and scientists are, however, 
no longer in serious conflict regarding the essential content 
of a liberal education. All are agreed that a liberal educa- 


tion, with its emphasis on the value of balanced scholar- , 


ship, is the proper avenue of approach to all the specialised 
‘forms of learning. Sir Richard Livingstone would 
translate this notion into practice by a reform of the 
scholarship system whereby complete specialism in the 
stage of education which follows the school certificate 
would be prohibited. Broadly speaking this means that 
` the humanists would be required to receive a basic 
education in science, and the scientists would spend some 
time in humanistic studies as a major subject. But this, 
to Sir Richard, would be but a partial solution of the 
larger problem of making certain that the essence .of 
`a liberal education would permeate the years of specialist 
studies in the universities. He has looked for a cultural 
discipline which would form a- bond between the under- 
graduates, in all faculties, and this he finds in- the 
compulsory study of philosophy. Other distinguished 


scholars and educationists who have thought deeply 


on. this important matter may have .other solutions to 
offer, which may differ perhaps i in detail but are unlikely 
_ to differ in principle. 


LIBERAL EDUCATION AS AN APPROACH TO MEDICINE 


Such notions should find warm support from the 
teachers of medicine ; for under our present system the 
ba pense medical student is effectively segregated as 

“ specialist ” at a comparatively tender age. To the 
eae boy or girl, the successful storming of the portal of 
entry to one of the older universities through the Ist M.B., 
or to “ Redbrick ” through the higher certificate, involves 
æ period of intensive ingestion of a large mass of factual 
information in the basic sciences which leaves scanty 
time for any other form of intellectual activity. It is, 
of course, true that there are compensating influences at 
work. Inherited tastes, and the outlook nurtured by 
- the traditions and background of a cultivated home life, 
are powerful antidotes to the deadening effect of a 
predominantly technological discipline. These advan- 


‘and 16 or even earlier. 


_ Science faculties. 


- doctors. 
has been so well described in the words of one of the | 


tages are, however, the possession of a fortunate minority. 
It is our duty to ensure that such influences continue to 
be represented in the aspirants to a learned profession. 
But we must continue to face the fact that today medicine 
is largely recruited from a group of young people whose 

“ general” education finishes between the age of 15 
The classical scholar who, at 
the age of 18, feels the urge to enter the profession of 
medicine -is confronted: by the formidable obstacles of a 
delaying action. He and others like him do not fit 
into the rigid scheme of a narrow portal of entry.. Look- 
ing ‘back to my own student days, my most brilliant 
contemporary, who is now one of the outstanding scholars 
in British medicine, made his first acquaintance with 
a test-tube and a laboratory bench on the day he entered: 
the medical school. 

‘It is important that we. should do more than pay 
lip service to the idea that a liberal education is the 
essential prologue to the study of medicine, and that the 
portals of entry should be kept wide open. ‘As a self- 
governing profession we have the power to embark on 
educational reforms, but. the pace of our administrative 
machinery is in keeping with the modern age, and ideas 
issue Slowly into action. When we ask how throughout 
the six long years of undergraduate education the 
student of medicine can be made to feel that he is not 
only being trained for a high vocation but is engaged 
in the pursuit of learning for its own sake, we find a 
situation full. of difficulties. In so far as the teaching 
of medicine is increasingly based on the methodology 
of science, and the generalisations of science are regarded 
as having a cultural value of their own, the intellectual 
foundations of our art appear to be well secured. But. 
the scientists are demanding a wider content of education - 
for themselves, and it should not be difficult, as Sir | 
Richard Livingstone has shown, for the universities to 
meet their needs. But he would be a bold’ man who, 
at this juncture, attempted to introduce into the intensive 
and overcrowded curriculum of the student of medicine 
compulsory courses of study in “ cultural” subjects. 

We are driven to the conclusion that for the preserva- 
tion of the intellectual standards of our profession 
we cannot look to any ` single comprehensive plan. 
The intellectual tradition is there to be nurtured- and 
reinterpreted to each succeeding generation. The impact 
of teachers who are men of wide learning on the receptive 
minds of students with a liberal education behind them 
will ensure that the flame of scholarship is something 
more than a mere flicker. Medicine, in its widest sense, 
must therefore strive continually to become a cultural 
discipline in its own right within the larger pattem of 
university education. 


MEDICINE IN THE UNIVERSITIES. 


Fears have been expressed that the impending invasion 
of the universities by larger numbers of medical students 
will tend to undermine still further the humanist tradi- 
tions already threatened ‘by the predominance of the. 
Some feel that medicine should there- 
fore be confined within -the walls of its own techno- 
logical institutions. If this came to pass it would be 
a disaster both for medicine and the universities. The 


universities have a dual. responsibility in this matter. 


They have first of all inherited from the independent 
schools of medicine, which they absorbed in the 19th 
century, the function of providing a vocational training 
for the medical student. In this they are fulfilling a 
humanitarian function not unworthy of their highest 
traditions, for they are concerned with the quality of 
that large and important group of university graduates 
who are destined to serve the community as family 
These are the men and women whose life work 


pioneer medical women in the United States of America— 
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“to cure sometimes, to relieve often, and to comfort 
always’ (Withington 1945). - The second responsibility of 
the universities towards physic—which be it remembered 
Was one of the three faculties of the medieval universities 
—is to see to it that the medical graduates are in truth 
members of a learned profession. It is said that, on degree 
days, the great President Eliot of Harvard always addressed 
the graduands in the following formula: ‘‘ Gentlemen, 
today I welcome you to the great company of-educated 
men.” It may be true that his audience always contained 
a goodly proportion of young men whose intellectual 
activities were shortly to be displayed in the affairs of the 
stock market. But the message was clear, and it is this 
message that we as doctors want from the universities. 
The student of medicine, just as much as every other 
undergraduate, needs the education which only a 
university can give—that integration of the manifold 
aspects of knowledge and experience which teaches 
the art of living. i a 

Medicine must therefore remain within the university 
societies of scholars and students, not only as a means 
of preserving and enhancing its intellectual traditions 
but in order that as one form of liberal learning it may 
make its own contribution to the common pool of 
university scholarship. 

From time to time it has been suggested that the 


scientific and intellectual: aims of medicine would be 


best served by the creation in each university of an 
honours school to provide for the handful of brilliant 
students who are to be found in every year. In another 
version of the same theme it is suggested that one 
complete university, medical school might be set aside 
for this purpose. At first glance the idea is most 
. attractive. But I am one of those who regard the 
deliberate creation of an élite within the profession as 
fraught with grave danger to the standards of medicine. 
There are two main objections to such a policy. First, 
it would perpetuate the false disjunction between the 
practical man and the scientific doctor of which I have 
already spoken, and the profession as a whole would 
soon cease-to merit the titles of scientific and learned. 
Secondly, under the spell of the present trend in the 
teaching of medicine, an honours school would merely 
provide an opportunity for the presentation of an addi- 
tional mass of factual information. No; the mark of 
a learned profession is that it sets the ideal of scholarship 
as the common goal of all its members. In medicine 
we must stand or fall on our corporate traditions and 
aims. 
THE UNIVERSITY HOSPITAL 

So far I have dealt with the theme of medicine in its 
university setting in broad outline only. But we have 
to remind ourselves that, during three critical years, 
the student of medicine spends a large part of his working 
day in a teaching hospital. Here for the first time he 
comes under the full influence of the humanitarian 
traditions. which give him a sense of vocation. 
the hospital is also an institution in which the study 
and practice of handicraft tends to dominate the scene. 
The student is now called on to become a man of action, 


and he is taught the important lesson that this is one | 


of the attributes of the ‘‘ good doctor.” Such a back- 
ground is an appropriate setting for an education in the 
art of medicine. It is not surprising however that the 
atmosphere of the teaching hospital tends to be either 
intellectually neutral or is at times strongly tinged 
with anti-intellectualism. “But the essential scholar- 
ship of medicine need not wither away in such an environ- 
ment if clinical teachers are selected for the quality of 
their learning. How can this be ensured ? 

= Under the traditional hospital system of Great Britain 
the influence of the universities on the intellectual 
standards of clinical teaching has, with notable exceptions, 
always been indirect and often negligible. Nearly fifty 
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years have elapsed since the first trne university hospital 


was established in an English-speaking country.: We 


may recall the words of William Osler on this momentous 
event: “The opening of the Johns Hopkins Hospital 
in 1889 marked a new departure in medical education 
in the United States of America. It was not the hospital 
itself . . . it was not the men . . . it was the organisation.” 
We still await the advent of a university hospital in 
Great Britain; and by this I mean one in which the 
clinical pattern of staffing as well as the appointment of 
the entire staff is the responsibility of the university 
alone. To those of us who have cherished the ideal of 
the university hospital for many years, the recom- 
mendations of the Goodenough Committee in this 
respect brought a sense of deep frustration. The hint 
in the report of the “inevitability of gradualness ” 


` does not satisfy our impatience. Nor does the composi- 


tion of the governing bodies of the teaching hospitals as 
laid down in the New Health Act, where the direct 
representation of the university is but a fifth of the 
total members, seem to bring nearer the consummation 
of our heart’s desire. ke 

In Great Britain there is strong opposition to the whole 
concept of a. university hospital, an opposition rarely 
if ever based on first-hand experience of the working of 
the system in other ‘countries. Nevertheless I remain 
convinced that the transformation of the teaching 
hospitals of Great Britain into true university hospitals 
would do more than any other single act of reform in 


medical education to ensure that our successors will 


indeed be members of ‘a liberal, scientific, and learned 
profession. l 
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INFECTIONS of the hand following minor injury have 
long been recognised as an important cause of permanent 
disablement and of serious loss of industrial time. The 
reduction of this wastage should become possible with 
the increased production of penicillin. 

Acute suppurative tenosynovitis is probably the moat - 
damaging of the hand infections, and at this hospital it 
is seen largely as an industrial complaint. To test the 
effectiveness of intramuscular penicillin in. this condition 
an investigation was carried out on all the cases treated 
during 1946 by one.of the four surgeons (S. H. H.). 
The clinical diagnosis was confirmed in each case at 
operation ; 10 of the 13 cases were frankly purulent at 
operation, but the minimal criterion for inclusion was 
the presence of an excess of clear fluid in the sheath 
at operation. This occurred in 1 case secondary to 
a pulp infection, and culture subsequently yielded 
Staph. aureus. | 

In 9 cases there was a history of minor injury, and in 
8 of these the injury had been incurred in.the course of 
the patient’s work. The injuries ranged from a compound 
fracture of the terminal phalanx to apparently. trivial 
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scratches and swarf injuries. 
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In 3 cases there were 
elassical primary tendon-sheath infections, the remainder 
being complications of either finger-pulp infections (8 
eases) or superficial abscesses (2 cases). 

The infecting organism in all 3 of the primary tendon- 
sheath infections was Strep. pyogenes. In the secondary 
cases the predominant organism was Staph. aureus either 
alone or in mixed culture with other organisms, Strep. 
pyogenes being associated with it in 3 cases. 


TREATMENT 


The treatment was uniform as far as the clinical 
condition would permit. The three main principles 
adhered to were minimal incision, systemic penicillin, 
and early active movements. 

As soon as the diagnosis was made, the sheath was 


incised in the palm to relieve tension. Where there was 


æ superficial abscess in the finger communicating with 
the sheath it was opened at that point also. 
‘Intramuscular penicillin was given immediately after 


- operation in three-hourly doses. of 12,500 units and 
‘continued until 1,000,000 units had been given in ten 


days. By this time the patients were usually fit for 
discharge and outpatient surveillance. There was one 
exception to this plan of treatment : this patient received 


‘only a five-day course of 100,000 units daily and was 


discharged on the sixth day. 
_ It was apparent in the cases dated early in the series 
that movement caused little distress; so the patients 


were encouraged to exercise their fingers on the day 


after operation. 

Bi CONTROLS 
- In view of the encouraging results with local penicillin 
reported - by Florey and Williams (1944) it was not 
considered justifiable to deprive any patients of penicillin 


for control purposes. To gain a standard of comparison: 


the clinical records of 13 unselected cases of tendon- 
sheath infection treated at this hospital during 1943 in 
pre-penicillin days were investigated. 


from the present series not only in regard to chemo- 


~ 


therapy but also in the method of surgical approach. 
Sulphonamides were used in a proportion of these cases 
without any appreciable effect on the end-result. These 
oases can in no wise be regarded as controls, but their 
use is justified in that they give a measure of the results 
of acute tendon-sheath infection before penicillin was used. 


RESULTS 


The enid-results of treatment were divided into four 
-categories : 

(1) “ Full” indicating full function and including 2 cases 
where there was a very slight limitation of full extension at 
the. distal interphalangeal joint. 

(2) “ Fair ” indicating fair movement and a useful finger 
though the range was limited. 

(3) “ Stiff ” indicating a stiff finger but not so dies as 
to warrant amputation. 

(4) * Amputation ’’—those requiring Sn putonon; 


The results were as follows : 


1946 | Full Fair Stiff Amputation Not known 
Penicillin .. 8 2 l l 1* 
1943 - . 
No penicillin 0- 2 2 9 0 


+ While still under outpatient observation at this hospital this 
tient, who also had tabes dorsalis, was admitted to another 
ospital with pneumonia and subsequently died. ‘ 


-In no case in the present series was the function of 
the rest of the hand impaired, though this was a common 
occurrence before pencillin was used. 

Among the patients who recovered full movement 
the time required for this to take place varied from 
3 weeks to 3 months, without any apparent reason. 


They differed . 


Complications and Healing-time 

In the penicillin-treated cases the subsidence of the 
acute stage of infection and the relief of subjective 
symptoms were rapid. No proximal spread of infection 
took place, and the only complication which arose was 
the sloughing of the tissues immediately surrounding 
the area of original infection. Soft-tissue slough developed 
in 3 cases, of which 1 required skin-grafting. -Gangrene 
of the tip of the finger developed in I case, necessita- 
ting amputation through the middle phalanx. This 


. was performed on the seventh day, penicillin having 


controlled the infective process by then. 

The median healing- time was 27 days, with a maximum 
of 38 and a minimum of 12. 

In the records investigated for purposes of comparison, 
only 3 cases showed uncomplicated recovery. The 
remainder gave a postoperative history of cellulitis, 
arthritis, and repeated drainage operations, causing & 
great load on the hospital services. The median healing- 
time was 61 days, with a maximum of 180 days and a 
minimum of 17. 

l DISCUSSION 

The effectiveness of repeated sn tramaseulag injection 
of penicillin is well established by these results. Instead 
of being in serious danger of losing finger and even life, 
the patient with acute suppurative tenosynovitis should 
now have an excellent chance of regaining a fully func- 
tional finger. The results are an improvement on those 
reported by Florey and Williams (1944) using local 
penicillin and are of the same order as those reported 
by Curr (1945), who administered penicillin by con- 


- tinuous intramuscular drip giving, in a five-day course, 


a total dosage of 500,000 units. Pilcher (1946) reported 
3 cases treated by repeated injection of large doses of 
penicillin and obtained full functional recovery in each 
case. 

We can confirm the finding of Curr (1945) that the 
presence of pus in the sheath made no difference to the 
end-result. In 1 case the attachmént of the tendon to 
the base of the terminal phalanx was greenish, and in 
pre-penicillin days its viability would have been in 
serious doubt. This patient recovered full function, the 
range of movement at the terminal interphalangeal joint 
being only slightly limited. . 

The reason for the comparative failure of treatment in 
4 cases is not clear. Penicillin was administered soon after 
symptoms appeared. They were all streptococcal infec- 
tions, but 2 other cases which were likewise streptococcal 
obtained full function. These patients, however, were all 
over 55 years of age, and the difficulty of rehabilitating 
the patient of this age after a finger injury may explain 
the poor result. 

On general grounds it is felt that larger doses might 
give still better results, and that the duration of the course | 
might possibly be shortened. Whether larger doses of 
penicillin will eliminate some of the failures is being 
made the subject of a further study. 

The fact that 10 of the cases tréated last year 
were secondarily infected sheaths serves once more to 
emphasise the importance of so-called minor sepsis of 
the fingers. Current studies of pulp infections of the 
finger in this hospital have shown that systemic peni- 
cillin reduces the incidence of complications. The 
increasing use of penicillin in septic conditions-of the 
fingers should reduce the incidence of secondary tendon- 
sheath infections, which now must be regarded as largely 
preventable. : 
: SUMMARY | 

The results of treating 13 consecutiv6 cases of acute 
suppurative tenosynovitis of the finger with intra- 
muscular penicillin during 1946 are reported. These 
results are contrasted with those obtained in an equal 
number of randomly selected cases treated without 
penita in 1943. 
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The results indicate a reversal of the prognosis of acute 
tendon-sheath infections in that 8 of the penicillm- 
treated cases proceeded to full functional recovery, 
whereas 9 of the “‘ untreated ” cases required amputation. 

The reduction in the duration of disability is 
striking. 
= The use of systemic penicillin in conjunction with 
minimal surgery is advocated in the treatment of acute 
suppurative tenosynovitis of the finger. 

We wish to thank Dr. J. R. Squire, director of the Medical 
Research Council Industrial Medicine Research Unit, Birming- 
ham Accident Hospital, for his advice on the preparation of this 
report, and Mr. W. Gissane, clinical director at the hospital, 
for permission to use the case-records. 
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PENICILLIN IN PULP-SPACE INFECTIONS 
OF THE FINGER 


H. BoLtton 


B. N. CaTcmroLE R. P. JEPSON 
M.B. Manc. ' M.B. Manc. M.B. Manc. 
From the Surgical Professorial Unit, Royal Infirmary, 
. Manchester 


Tue importance of organised early and adequate 
care of the infected finger has been repeatedly emphasised 
by many authors (Kanavel 1925, Bunnell 1944, Iselin 
1940, and Koch 1937); but little has been published 
since the advent and general use of penicillin. 

To assess the value of penicillin in pulp-space infection 
we studied 100 consecutive cases in the outpatient 
- hand clinic of a general hospital. Personnel and methods 
were standardised, and all incisions were made by 
either B. N.C. or H. B. The cases fell naturally into 
three groups and are analysed separately: early simple 
felon (69 cases), suspected bony felon (20 cases), and 
established bony felon (11 cases). 


SIMPLE FELON 


Dingbats The diagnosis is rarely in doubt: a 
throbbing pain has been present for a few hours or some 
weeks ; and thé affected pulp space is tender and swollen 
and shows the cardinal sign, a loss of the normal pulp 
elasticity to the examiner’s touch. 

Treatment.—We have no experience of the conservative 
treatments using short-wave diathermy or plaster-of- 
paris, with. or without penicillin, since we believe them to 
be at variance with established surgical principles. The 
absence of published work advocating their adoption is 
noteworthy. The treatment is incision, preferably under 
a tourniquet ‘with adequate general anesthesia. Of 
the incisions generally used the crocodile-mouth type, 
looping from side to side over the tip of the pulp, may 
lead to severe skin sloughing and in any event a poor 
tactile surface. Weiner’s (1940) posterior approach was 
not used by us but seems worthy of trial. The bilateral 
incision was unsatisfactory in our hands, some fingers 
having to be reopened later because of early pocketing. 

The standard incision used by us was the lateral 
“ hockey-stick,” with the tip of the J approaching to 
within 3 mm. of the nail-skin junction, and the proximal 
. limb ending some 5 mm. short of the ventral flexor 
crease, the septa of the pulp being divided with a narrow 
scalpel across to the subcutaneous tissues of the opposite 
side (fig. 1). . This allows adequate decompression of the 
pulp space, brings into view, for division, all the longi- 
tudinal septa across to the other side of the pulp (fig. 2), 
and leaves a satisfactory cosmetic and tactile surface 
postoperatively. No attempt was made to excise the 
infected soft tissues as described by Iselin (1940). The 
heavy corrugated rubber drain, with its tendency to 


N 
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pressure necrosis, was discarded in favour of a thin strip 
of rubber glove, which was left in for 12—18 hours. 

The need to avoid soaks; moist dressings, and anti- 
septic baths in the postoperative period has been 
emphasised by Bailey (1941). It is surprising to see these 
methods being advised by other authors (Edwards 1932, 
Macey 1940). This: treatment encourages secondary 
infection and leads to swollen cdematous fingers, 
exaggerating the normal inflammatory cdema and 
interfering with the drainage of the part. It is often 
difficult to persuade patients against soaking, since they 
are impressed by the amount of pus exuding at each soak. 
The soaks are, however, the cause of the pus, not the cure. 
= Our routine was infrequent (every 3 or 4 days) dressings 
of a thin layer of soft-paraffin gauze over a light film 
of penicillin powder surrounded by a dry gauze dressing. 
This causes no pain on removal, discourages secondary 
infection, and has sufficient absorptive power for the 
small amount of exudate. A splint for a day or so and 
a triangular bandage sling were used according to the 
amount of local reaction. Short-wave diathermy was 
adopted postoperatively as a form of dry heat and 
gives at least a psychological fillip to the patient. Its 
value is difficult to assess but at least it does no harm, 
and it establishes contact between the patient and the 
physiotherapist which can be maintained in the later 
days for the supervision of finger movements. 

The average time from first attendance at the clinic 
to discharge with a healed epithelised finger was 17 days ; 
the minimum was 7 days and the maximum 6 weeks. 
In an effort to analyse the 
factors involved in `pro- 
longing this: morbidity, the . 
following variants were 
studied. ` 

Bacteriology. —of the 100. 
cases of all types of felon, 
simple, suspected, and estab- 
99 grew a pure 
culture of Staph. aureus, 
coagulase-positive and peni- 
cillin-sensitive. The unique 
exception was a finger, al- 
ready incised before the patient began to attend the clinic, 
which grew. a Strep. hemolyticus. ‘The virulence of the 
organism could not be estimated, and the tissue resistance 
of different patients was unknown. 

Duration of Pain before Incision.—This is summarised 
in fig. 3. Other factors being equal, the duration of pain 
was of no prognostic importance. It seems that. the 
hyperacute infection, with its excessive pain and likely 
complicating sequele, brings the patient early for treat- 
ment, The milder infection, with its more tolerable 
pain, is borne longer by the patient, and these two 
variables cancel themselves out. 

Finger Involved.—The thumb and forefinger were the 
most commonly affected ; but there was no significant 
difference in time of healing, whichever digit was involved. 

Aitiology.—A third of the patients could give no hint 
of the cause of the infection. The rest accused pinpricks, 
traumatic blisters, fishbones, &c. No cases of human 
bite were seen. There was no appréciable difference in 
the healing-time in these groups. 

Age of Patient—As one might have. suspected, the 
young healed more quickly than the old. The difference, 
which was not great, is summarised in fig. 4. 

Penicillin Therapy—tIt was hoped that a three-day 
course of penicillin would reduce the morbidity period, 
and alternative cases were selected without discrimination 
for such treatment. The dosage was 100,000 units by 
intramuscular injection twice a day in the outpatient 
clinic. This is probably a low dosage, but economy, the 
difficulties of outpatient therapy, and the lack of a 
satisfactory oily preparation made this unavoidable. 


Fig. l—Hockey-stick incision. 
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There was, however, no significant difference in either the 
morbidity time or the development of complications in 
the two classes. One case in each class developed 
osteitis. No clinical difference was noted in the. heal- 

E ing with and without 
penicillin, . 2 


_ SUSPECTED BONY 
FELON 
‘This group, -— into 
which 20 of our cases 
fell, is not adequately 
_ defined or appreciated 
by English writers. It 
is. essentially a clinical 
diagnosis ; for, though 
most infected pulp 
spaces show diffuse 
osteoporosis of the ter- 
minal phalanx within 
= _& few days, radio- 
graphical evidence of bony erosion is not apparent for 10-12 
days, or perhaps several weeks, after the primary infection. 
In this category bony infection is ‘already present but 
radiographic evidence lacking. If the correct treatment 
-is not pursued before radiological confirmation of bony 
necrosis, much valuable time is lost and an easily con- 
trollable infection progresses to disastrous destruction. 
The factors arousing clinical suspicion of an established 
bone infection without demonstrable radiographic 
evidence are (1) length of history, (2) amount of tissue 
necrosis, and (3) previous inadequate incision. 

(1) If a sinus or, an open wound, spontaneous or post- 
incisional, has been discharging for a week or ten days 
and shows no unmistakable evidence of healing, it is 
extremely likely that there is an underlying bone infection. 
A bead of thin seropus appearing on light expression is 
especially significant. | 

(2) The amount of tissue necrosis is clinically shown 
by the club-like swelling of the pulp space, a bogginess 
which has replaced the early tenseness, or a threatened 
(sometimes obvious) central sinus, especially towards the 
tip. This last sign, described by Klapp (cited by Iselin 
1940) is most reliable. The spread of infection to the 
circumungual region or to the distal interphalangeal joint 
-is pathognomonic. At operation massive sloughing of the 
soft tissue is important evidence. Investigation of 
the phalangeal periosteum at the time of operation is 
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- Fig. 2—Division of longitudinal septa. 


inadvisable, since this may cause a breach in the ` 
_ previously intact periosteum and introduce organisms ~ 


into the unin- 
fected bone. 

(3) If the finger 
has been treated 
by inadequate 
incision—e.g.,, 
midline and short 
lateral incisions— 
without giving & | fe: EES: BES 
adequate drainage - 123 4 5 6 7 8 
and has continued PAIN BEFORE ATTENDANCE (DAYS) 
to be tense and Fig. 3—Duration of pain and average time of 
painful after a healing in simple felon. 
short temporary : 
relief, an osteitis is an almost inevitable sequel. Six of the 
cases in our series demonstrated this point. The character 
or position of the original pain (cf. Iselin 1940, Cutler 
1942) seems to be of no importance, and in two cases of 
severe systemic disease (one case of mitral stenosis and 
one case of diabetes) the finger healed within the average 
time. . A warning is necessary about the common 
phlyctenular type of infection. These cases are worthy of 
investigation under adequate anesthesia and should not 
merely be nicked under local ethyl chloride. Too often 
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| a narrow track leads into the pulp space proper and, after 


temporary relief following the superficial incision, an 
acute felon develops. . : 8 ote 
Controls.—No controls were used, because the diagnosis 
of this category of felon is one of suspicion only and the 
number of cases. (20) was insufficient to be reliable as 
statistical evidence. — a i 
Treatment and Results.—The. principles of surgical 
treatment are the same as for the simple felon : adequate 
drainage of the soft parts, avoidance of secondary 
infection, and rest. To these must be added antibiotic 
therapy. The sulphonamides, in our opinion, are of 
minimal value, since the usual organism is the Staph. 
aureus and their action is vitiated by the ever-present 
pus or sloughs. It is at this stage, before the formation 
of sequestra or massive bony necrosis, that penicillin is 
so valuable. The dosage of 100,000 units b.d. has in our 
experience proved adequate, provided it is exhibited 
long enough—i.e., 10-21 days, according to thé progress 
of the disease. By this means minimal damage is incurred 
by the phalanx, the bone is quickly re-formed, and: the 
finger is healed comparatively soon, usually within four 
weeks. Serial radiograms taken at intervals of 3 or 4 days 
would often show ‘‘ mouse-nibbling”’ of the osteoporotic 
phalanx ; but, in place of the unremitting progress of the 
disease to subtotal Si É 
or total necrosis 


of the phalanx, the 
erosion is halted 
and the bone re- 
calcified in a few 


‘weeks, usually 


without any 


demonstrable 


sequestra. Radio- 


therapy as advo- 


cated by Baker 
(1947) was not 


used, but it should — 
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Fig. 4~Age of patient and average time of 
" healing in simple felon. 


be worth while in | 
the treatment of bone infection due to organisms of 
low penicillin-sensitivity. 3 

It is difficult to gather significant statistical evidence 
for the value of surgery with penicillin in this group of 
early bone infection ; but since the two groups of simple 
felon and suspected felon were clearly distinguished and 
treated as such in our cases, well-established destructive 
osteitis has been eliminated. 

ESTABLISHED BONY FELON 

At any large hand clinic some cases must appear with 
well-established bone infection demonstrable by radio- 
graphy. The diagnosis is never in doubt: the decalcified 
osteoporotic phalanx shows focal necrosis, most commonly 
on the palmar surface of the tip of the phalanx or at the 
waist of the bone. The former seems to be the more self- 
limiting type of infection, though it may spread proximally 


and give a subtotal or total necrosis of the whole bone. 


The central diaphyseal infection—i.e., at the waist of the 
bone—tends to spread more rapidly along the medulla 
and rarely terminates without sequestrating the whole 
of the diaphysis. In both types the narrow rim of the 
epiphysis usually survives. The osteoporosis which is 
constantly seen before the destructive osteitis is probably 
due to the hyperemia resulting from infection of the soft 
tissue. The tendency for the erosion to start distally 
seems to support the theory of lymphatic spread 
rather than ischemic necrosis due to thrombosis of the 
diaphyseal arterial supply as propounded by Kanavel 
(1925). If the latter were true, the radiographical appear- 
ance should be one of increased density of sequestra as 


contrasted. with the more osteoporotic surrounding viable. 


bone. We never saw this. 
Controls ——We reviewed 30 cases treated, before this 
series, conservatively without intramuscular penicillin and — 
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with soaks, local dressings, short-wave diathermy, &c.,. 


and found the healing-time to average 14 weeks. 

Treatment and Results.—The treatment of the estab- 
lished case of osteitis has been the subject of considerable 
debate. Kanavel and Konig (cited by Iselin 1940) have 
advised early and radical excision of the affected bone, 
even before sequestra become defined. The distal part 
of the phalanx is resected with refiexion of the periosteum 
towards the base. This attempt to limit and eradicate 
osteitis by surgical attack has, in our experience, been 
disastrous.- As Koch (1937) points out : 

“ Unless sequestration has actually taken place, one 
cannot determine by inspection, even in a bloodless field, 
where necrosis of the bone ends, where the protective wall 
of inflammatory reaction begins.” 

In three cases previous to and not included in this 


series we attempted to shorten the course of the disease | 


by incision into the pulp space and removal of the affected 
part of the phalanx proximal to the lesion visible in the 
radiogram. We were grossly mistaken. The pulp tissue, 
already deficient from the soft-tissue necrosis, is left 
unsupported after the removal of the distal half of the 
phalanx, with the result that the palmar skin becomes 
apposed to the nailbed. A course of penicillin had been 
given for 48 hours preoperatively and was maintained for 
a week postoperatively. This controlled the infection, 
and serial radiograms showed no further focus in the 
remaining proximal segment, though crescents of cortex 
detached from the removed phalanx could be seen 
adherent to the underlying nailbed. The pulp spaces, 
however, showed a remarkable reluctance to form 
granulation tissue and remained collapsed and empty 
sacs, which filled from time to time with a few beads of 
pus. These three cases took an average of 5 months 
to heal and even then were left with poor pulp pads and 
deficient tactile sensation. 

After this experience we adopted a more conservative 
attitude. Adequate drainage of the pulp space was 
established by a hockey-stick incision and secondary 
infection avoided by infrequent dressings on the line 
of the technique described above. A long course of 
penicillin was instituted, 100,000 units b.d. intra- 
muscularly for at least 2 weeks. Serial radiograms 
were taken at intervals of 5-7 days and the course of the 
bone necrosis was followed. When, and only when, 
sequestra became clearly demarcated was the wound, 
if necessary, reopened and the necrotic detached frag- 


ments removed. Often no sequestrectomy was required, . 


the loose necrotic bone being absorbed by the invading 
granulation tissue. The results were most encouraging ; 
every finger so treated healed within 8 weeks; and, 
though the pulp pad was usually thin, the finger was both 
cosmetically and functionally adequate. [Even if an 
arthritis of the distal interphalangeal joint had already 
developed, treatment on these lines was still maintained. 


Our two cases with a subtotal terminal phalangeal osteitis. 


and purulent arthritis of the distal interphalangeal joint 
recovered 50% of the joint movement and an adequate 
pulp pad. If a paronychia runs concurrently with the 


-bony felon, this will need an additional dorsal incision. 


No other complications were seen in this series. 


SUMMARY 


Pulp-space infections are divided into (1) simple felons, 
(2) suspected bony felons, and (3) established bony felons. 

Simple felons and suspected bony felons were incised 
with a lateral hockey-stick incision, and all the longi- 
tudinal septa of the pulp were divided. The pulp space 
was then drained. Soaks, moist dressings, and antiseptic 
baths were avoided. Instead, a light film of penicillin 
powder was applied, covered with a thin layer of 
soft-paraffin gauze and a dry gauze dressing. 

The average time of recovery for simple felons was 17 
days—minimum 7 days, maximum 6 weeks. 
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Of 100 cases of all three types of felon 99 grew a pure 
culture of Staph. aureus. The remaining finger, which 
had previously been incised, grew Strep. hemolyticus. 

Alternate cases of the 69 simple felons were further 
treated with intramuscular penicillin 100,000 units twice © 
daily for three days, without any significant effect. 

In suspected bony felon, before the development of 
radiographically visible lesions of the bone, intramuscular 
penicillin 100,000 units twice daily was most valuable 
if administered long enough—i.e., for 10-21 days. i 26 

In established bony felon the removal of pulp and 
necrotic bone proved disastrous. Adequate drainage 
and infrequent dressing, as already described, combined 
with intramuscular penicillin 100,000 units twice daily 
for at least 2 weeks, gave most encouraging results. 
Usually no late sequestrectomy was needed, the necrotic 
bone having been absorbed. Every finger so treated 
healed in 8 weeks. : 


= Our thanks are due to Prof. A. M. Boyd, under whose 
supervision this study has been made, and to the radiological, 
pathological, and physiotherapy departments of the 
Manchester Royal Infirmary for their technica] assistance. 
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USE OF PENICILLIN IN 
ACUTE INFECTIONS OF THE HAND 


A. L. WEBSTER 
M.B. St. And. 


TEMPORARY CLINICAL ASSISTANT, SURGICAL OUTPATIENT 
DEPARTMENT, ROYAL INFIRMARY, DUNDEE 


Ir is claimed that the administration of penicillin in 
all types of acute infections of the hand reduces the 
length of disability and the amount of permanent 
disablement and improves the result from an esthetic 
viewpoint. Consequently an account of my experience 
with penicillin in such cases among outpatients of Dundee 
Royal Infirmary may be of interest. | l 

A series of 260 unselected cases of acute infections of 
the hand were treated in the outpatient department by . 
four different methods. The cases were mostly pulp 
infections, subcutaneous abscesses, onychias, and par- 
onychias, there being only 16 cases of infected palmar ọr 
thenar space. All tendon-sheath infections were admitted 
to the wards and are not included in this series. The cases, 
when first seen, were usually sufficiently advanced for 
pus to have formed; only 7 were seen before pus had 
formed. Most were localised, but a fair percentage had 
lymphangitis and lymphadenitis. 

To assess the results a comparison is made with 200 
cases of acute hand infections from past records of the 
surgical outpatient department. These “ control” cases 
were operated on by various doctors and the treatment as 
proportionately varied. 

TREATMENT 

The cases are divided into four main groups, which, 
however, do not contain equal numbers of cases, since 
the change of treatment was not governed by the number 
of cases treated but by the results obtained, the patient’s 
comfort and welfare being the first consideration. All 
operations were performed under gas-oxygen and 
‘Trilene ’ anesthesia, and in every case a bloodless field 
was obtained by the use of a sphygmomanometer cuff 
at 200 mm. Hg. At operation adequate incisions were 
made to allow free escape of pus, and all sloughs were 
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- dissected out w vith scalpel and scissors. Drainage was 
maintained by packing the wound open for 48 hours with 
gauze impregnated in the first three groups with penicillin 
cream 100 units per. g.; and in the fourth group with 
sterile soft paraflin. © 

The criterion of cure in every case was a dry epithelised 
wound, and every patient was discharged to full-time 
employment with complete functional recovery. 

In group 1 40 patients were treated as described above 
and were given intramuscular penicillin in oil and 
beeswax 250,000 units daily until the wound discharge 
was. serosanguineous. The local dressing of penicillin 
cream on sterile gauze was changed every second day 
until wound discharge was serosanguineous, and thereafter 
dry gauze until healed. In this group wound swabs were 
taken at operation, and the type and penicillin-sensitivity 
of the. infecting organism determined. Since the organisms 
were almost invariably penicillin-sensitive Staph. aureus 
and on only two occasions penicillin-sensitive Strep. 
hemolyticus, wound swabs were not taken in subsequent 
groups. 

Blood-penicillin levels 24 hours after injection were 
determined in this group, and in no case was the level 
constantly bacteriostatic. No attempt was made to attain 
a constant bacteriostatic level in the blood by spaced 
injections, because the local reaction at the site of 
injection caused patients to refuse further injections. 
The main reason for not recommending spaced injections 
was the realisation, at this point in “the investigation, 
that those who refused further injections healed just as 
quickly as those who continued with the injections. 

The treatment of the 47 cases in group II was exactly 
as in group I, except that the dosage of penicillin in oil 
and beeswax was reduced to 125,000 units daily until 
the wound discharge was serosanguineous: 

Group It consisted of 61 cases treated with intra- 
muscular sodium-penicillin aqueous solution 200,000 
units daily until the wound discharge was serosanguine- 
ous. Local dressings, &c., were exactly the same as in 
Eroupe I and I. © 

In group IV, consisting of ie eases, all patients had 
the same operative treatment as in the previous three 


groups, but no penicillin was administered parenterally ' 


or used as a local dressing. After operation, a sterile 
soft-paraffin gauze pack was inserted into the wound 


and changed every second day, until the wound discharge 


was serosanguineous. Thereafter the local dressing was 
sterile gauze. | 
RESULTS 

The accompanying table shows that there is no reduc- 
tion of the length of disability when acute infections of 
the hand are treated with penicillin. This is due to the 
fact that the infections are localised and pus is present 
before the patient reports to his doctor. Only 7 cases 
were seen early enough to justify an attempt to abort 
the infection with parenteral penicillin. - 
the 7 was the attempt successful: these were subcutane- 
ous infections of the dorsal and palmar aspects of the 
fingers. The 4 failures were in 3 pulp infections and 1 
subcutaneous abscess. 

It is impossible to abort pulp infections with parenteral 
penicillin. The tension in a pulp infection interferes with 
the blood-supply of the pulp; and, unless the tension 
is relieved by incision, thrombosis takes place in the 
pulp anastomosis, with tissue necrosis and subsequent 
pus formation. ,In 4 cases of pulp infection where no 
pus was found at operation I was confident they would 
have progressed to pus formation had the tension in the 
pulp not been relieved by early incision. The healing 
after tension was relieved was rapid, and the patient was 
discharged to full-time employment in about 4-6 days. 

~The best treatment for threatening pulp infections is 
early lateral incisions; no time should be wasted in 
fomenting the finger. The benefit derived from relief of 
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RESULTS OF’ DIFFERENT TREATMENTS OF AOUTE HAND 


INFECTIONS . 
t 
Control * | k 
cases Groupe 
from 
ast 1, I 
records I il III and Iir Iv 
Type ot; a|] al Lal Lal lel Le 
infoction | g|SE| g |3Ẹ|g |25] 9/SB| alb] ejui 
a/a5| 2/82) 8 |a| 385| gl a=] 3/22 
Ebel | He) S| Bel S| Be] S| Be] S| Be 
+ +2 Tt 4 - 42 + » 
9) 25/°|}25/ 5/838) °/45/ 2°; 88) °| 838 
S |s] Siegl 2/54] 5/52] 6 fai ojeg 
Alge|4 (48/4 |48) 24/42) 4/48 |4| 43 
43) 7 (93 / | 28] 4] 48/7 [98/7148 
Pulp | 63/45. | 15 | 21-9] 18 | 17-4| 28 117-4] 61/18-9| 42| 15-4 
infections 
Subcutaneous] 70! 21-5] 17 | 18-2} 15 | 11-4] 13 | 11-7] 45] 14-7] 23| 13-9 
abscesses f 
Paronychia | 54| 19 4/24 |11|11-4|17|12:-7) 32| 17-1) 41| 14 
and,\onychia 
Palmar space| 5/30 2/18 2/15 1/14 6115-7, 314 
Thenar space} 8/17 2/15-5) 1] 21 2/18 5}18-1} 3) 11 


Ce eee) 


= Totals.. |200| 26-5] 40 | 19-5] 47 | 16-5] 61 | 14-8|148] 16-9/112) 13-7 


| 


* For the different treatments of the groups see text. 


(enson in the enclosed compartment of the. pulp space 


far outweighs the harm of operation trauma. In the 
4 cases mentioned there was no dissemination of infection. 

The ‘effect of parenteral penicillin in the successful 
cases was much lessening of the pain in 24 hours, the 
patient being able to sleep the night after the first 
injection. The condition entirely settled after the third 
daily injection, the total dosage of penicillin in oil and 
beeswax being 750,000 units in each case. 


In the unsuccessful cases there was less amelioration . 


of pain and swelling, and after three days’ treatment, 
though the throbbing pain had subsided to a dull ache 
with an occasional stab of pain on movement, it was 
evident from tenderness to palpation and softening at 
the centre of the indurated area that pus had formed 
and that its evacuation was essential. All failures had 
a total of 750,000 units of penicillin in oil and beeswax 
each, given in three days. 

Postoperative Penicillin. —No beneficial effects were 
noted from the parenteral administration of penicillin 
postoperatively. In group Iv there was the same relief 


of pain and diminution of swelling postoperatively as 


in group I. Lymphangitis and lymphadenitis settled 
almost as rapidly in group iv as in group I. In no case 
in group Iv was there an extension of infection or abscess 


formation due to suppuration of an enlarged gland. A. 


patient treated for an acute infection of the hand, first 
in group I and again in group Iv, thanked me for not 
giving him injections for his second pulp infection. He 
said that in the first instance the cure was as bad as the 
disease, for he had a large local reaction at the site of 
injection of penicillin. in “oil and beeswax. 

Penicillin in Oil and Beeswax.—The adverse effects of 
penicillin in oil and beeswax were a major concern in 
the treatment of patients. Many patients refused further 
injections after a local reaction to penicillin in oil and 
beeswax at the site of a previous injection. The reactions 
to penicillin in oil and beeswax were of two main types, 
general and local. - In this series there were 3 general 
and 8 local reactions. ` 

All the general reactions were of an urticarial type 
with a macular rash all over the body. The cutaneous 
manifestations were preceded by vertigo and shivering, 
and anorexia and a feeling of nausea persisted 24 hours 
after the first appearance of urticaria. On administration 
of 1 in 1000 adrenaline and cessation of penicillin the 
patient recovered and the rash faded rapidly. Subse- 

R2 
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quent administration of sedium penicillin in aqua to 
1 patient did not evoke either a local or a general reaction. 

Minimal local reactions developed in most patients 
who received penicillin in oil and beeswax. There were 
usually slight erythema and deep induration round the 
needle wound. The degree of reaction in the 8 cases noted 
varied from a minimal area of erythema and induration of 
3 in. by 2 in. to a maximal area of the whole arm and hand 
swollen and edematous. The main subjective symptoms 
were a burning sensation and intense itching. One 
patient had a local reaction in both arms simultaneously, 
and the incapacity was such that she had to be dressed 
and fed. The reaction gradually settles in 8-11 days 
on cessation of penicillin. 

End-resulis—The end-results were similar in all 
groups. The cases with bone necrosis, necessitating 
sequestrectomy, occurred in all groups, and occurred only 
in cases which had been sent for treatment at a late 
stage, often after one or two attempts had been made to 
open the infected area under local anesthesia. Before 
reporting, many of these patients had had a fairly 
intensive course of penicillin following the inadequate 
incision in the hope that chemotherapy might mitigate 
the consequences of inadequate surgery. 3 

Modified Treatment.—Besides the present series of 
260 cases, 16 patients were treated by modifying the 
method of local application of penicillin. In 10 cases 
of subcutaneous abscess 1 ml. of sodium penicillin in 
aqua, 200,000 units per ml., was injected into the 
tissues round the incision made for the evacuation of 
pus. The postoperative pain was severe and persisted 
four hours after operation, necessitating sedative treat- 
ment. Healing was not accelerated by such treatment. 
An attempt was made to clear up chronic paronychias by 
infiltration of the nail-fold with sodium penicillin in 
aqua, 20,000 units per ml. In only 1 case was this 
attempted without an anesthetic, but the pain caused 
was so great that the operation had to be abandoned 
after 0:25 ml. had been infiltrated. In 5 cases 1 ml. 


of sodium penicillin in aqua, 20,000 units per ml., was. 


injected into the nail-fold under general anesthesia : 
3 cases cleared and the condition was cured in five days ; 
and 2 cases came to operation for removal of the nail 
loosened and undermined by pus. The postoperative 
pain was severe and lasted an average of twelve hours, 
the patient being unable to sleep the night following 
operation without a sedative. 

The principle of the Bunyan bag was applied to the 
dressing of large superficial infections of the fingers. 
After incision and drainage, a sterile rubber finger-cot 
was rolled over the finger and fixed with adhesive to the 
base of the finger, and 2 ml. of sodium penicillin in 
aqua, 10,000 units per ml., was introduced under the 
adhesive band, with a syringe and needle, to flood the 
finger-cot. A gauze dressing was bandaged lightly over 
the rubber finger-cot and left undisturbed for two days. 
The wound, on removal of the dressing, was clean and 
healing, though the skin round it was macerated. Healing 
took place rapidly thereafter with sterile gauze dressings. 
This method of dressing caused no pain and had the 
advantage of causing aslight passive hyperæmia of the part, 
as in Bier’s method of treatment of acute inflammation. 

Penicillin-sulphathiazole Powder.—The use of peni- 
cillin-sulphathiazole powder as a postoperative dressing 
is to be condemned. The potvder and wound exudate 


form a combination as hard as stone, which effectively . 


cements over the incision made for the evacuation of pus. 
Often this cast of wound exudate and penicillin-sulpha- 
thiazole powder had to be picked off the finger with 
forceps to allow evacuation of the pus trapped under it. 
CONCLUSIONS 

Penicillin is useful in the treatment of all acute infec- 
tions of the hand except pulp infections, if they are seen 
and treated before pus has formed. After the formation 
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of pus, and when there is necrosis ioi tissue and slough 
formation, the best treatmėnt is adequate surgery— 
i.e., adequate incisions, with removal of all sloughs by 
dissection, in a bloodless field under general anæsthesia. 

Penicillin in aqueous solution given either preopera- 
tively or postoperatively does not confer any special 
benefit, except perhaps in cases with lymphangitis and 
lymphadenitis. 

Penicillin in oil and beeswax often increases the patient’s 
suffering. 

As a local postoperative dressing, sterile soft-parafin 
gauzeisas good asany, and better than most other dressings. 
It maintains drainage far better than does a rubber dam 
and never obstructs drainage, since it can easily be extruded 
from the wound. Since it does not adhere to the wound, 
dressings are less painful; and when granulations are 
present they sustain no trauma at the time of dressing. 


SUMMARY 


A series of 148 cases of acute infections of the hand 
treated with local and parenteral penicillin by three 
different methods is reviewed and compared with 112 
cases treated with sterile dressings without penicillin. 

An attempt was made to abort 7 cases of acute infec- 
tions of the hand with parenteral penicillin; in only 3 
cases was it successful. 

No benefit was obtained from postoperative parenteral 
penicillin. 

General or local reactions to penicillin in oil and 
beeswax were troublesome in 8 out of 87 cases. 

The results obtained in 16 cases of acute infections of 
the hand treated by local injection of sodium penicillin 
in aqueous solution are described. 

-A method whereby the principle of the Bunyan bag 
is adopted for the treatment of large superficial 
infections of the finger proved useful. 

.Penicillin-sulphathiazole powder as a postoperative 
dressing for acute infections of the hand is condemned. 

I wish to thank Prof. R. C. Alexander and Dr. H. J. C. 
Gibson, medical superintendent, for permission to publish 
this article ; ; Mr. W. G. Campbell for his help and encourage- 
ment in preparing this paper; and the honorary staff of 
surgical outpatient department, Dundee Royal Infirmary, 
for permission to treat their cases. 
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THE material for this paper has been drawn from a 
year’s experience in a R.A.F. mobile field hospital in 
Ceylon between October, 1944, and September, 1946. 
No cases outside the year have been included in the 
statistics, but 2 others are reported to demonstrate 
clinical observations. The object of the paper is mainly 
to show how high is the incidence of amoebiasis in 


. Ceylon, to point out a common misconception in the . 


management of undiagnosed diarrhea, to suggest an 
addition to the routine treatment of amobiasis, and to 
discuss the clinical picture of ameebic hepatitis. 
. INCIDENCE 

The total number of admissions to the medical wards 
of this hospital during the year was 635; of these, 
191 cases were classified as ‘‘dysenteric disorders ” 
and are analysed as follows : 


Ameebic group . 97 (50-8 %): 


Primary acute ameba ysentery * aus 

Acute relapse of amæœbic dysentery 9 

Chronic intestinal amæœbiasis .. 15 

Amæbic hepatitis.. ds ae 9 

Liver abscess os oe . 2 eo 
Bacillary dysentery ‘ s3 st von LH ATD } 
Clinica] dysentery . . ve swe AS CP 
Non-specific diarrhoea. . ie .. 63 (32-9%) 
Lambliiasis : 2 (11%) 
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Previously treated cases of amoebiasis readmitted for review 
are. not included. Under the heading “ chronic intestinal 
amæbiasis ” are included cases presenting with symptoms 
other than acute diarrhea. ‘‘ Clinical dysentery ” includes 
‘cases with blood and mucus but no amœbæ found, and stool 
culture and sigmoidoscopy negative. 


Divergent figures have appeared from time to time 


for the relative incidence of bacillary and amebic 


dysentery. Manson-Bahr (1943) attributes this incon- 
sistency to two factors: the faulty identification of 
Entameba histolytica (E.H.) ; and the incomplete bacterio- 
logical examination of stools. If, however, the diagnosis 
of amcebic dysentery is confined to those cases in which 


actively motile amosbe containing red blood-cells are | 


found in the stools, and if, also, routine stool culture and 
sigmoidoscopy are carried out in all cases of diarrhea 
in which the slightest doubt about the diagnosis exists, 
it appears that these two factors do not offer an adequate 
explanation. It was on such criteria that the figures 
given above, were obtained. I ‘suggest a more likely 
reason for ‘the gross variations in statistics: that the 


proportion of the two diseases depends entirely on the 


presence or absence of any major epidemic of bacillary 
dysentery during the period under review. In Ceylon 
during the year there was no epidemic of bacillary 
dysentery in the R.A.F., a fact largely attributable to 
the obviation of’ the fly menace coincident with the 


| introduction of D.D.T. and the high standard of hygiene 


in all the services throughout the island. 


These figures are therefore submitted as an accurate 


comparison of endemic types of dysentery in Ceylon, 
and as such they reveal a startlingly high percentage of 


- amesbic dysentery, higher than recorded by other writers 


t 


during the war. Leishman and Kelsall (1944) found that 
1 case in 4 of all diarrhea patients admitted: to hos- 
pital was amoebic in origin, and Marriott (1945) showed 
20% incidence of amebiasis in such cases. Payne 
(1945) found that 56% of all cases of dysentery admitted 
to a base hospital were due to amebiasis. However, 
the Colonial Office Reports (1929) (quoted by Manson- 
Bahr 1943) give the incidence of amebic dysentery 
as 78% in a survey of 5900 cases of dysentery in the 
civil population of Ceylon. 

The problem of amebiasis, then, is enormous and 
may be simply summarised thus: that. every second 
patient admitted to hospital with diarrhoea has amebic 
dysentery. When this is viewed in conjunction with the 
depressing articles on the failure of therapy in chronic 


amesbiasis (Lamb and Royston 1945, Morton 1945) 


it becomes alarming, and the importance of the correct 
early diagnosis and efficient treatment of amebiasis 


_ becomes the all-important responsibility of every doctor 


Overseas. 


æ- 


ACTION OF SULPHONAMIDES 
The efficacy of sulphonamides in the treatment of 


p bacillary dysentery is so well established that it has 


become the custom in many hospitals overseas to use 
these drugs as a diagnostic test in cases of dysentery on 
the assumption that cases which respond rapidly are 
bacillary in origin, whereas those in which the symptoms 
persist. are probably amebic. That this axiom might be 
fallacious was first suspected in the following cases. 


Case 1.—-A leading aircraftman was admitted with acute 
diarrhea with blood and mucus. The report on the first 


stool sent for examination read “ Typical bacillary exudate. 


No E.H.’ seon.” Treatment with sulphapyridine was started 
on receipt of the report in the ward. Next day he had 
improved, having passed only 3 stools in the twenty hours 
since treatment began as against 12 in the previous twenty- 
four hours. A stool submitted on this day contained many 
active E.H. ‘In view of this apparent paradox the sulpha- 
pyridine was continued and further stools were sent for 
examination, but: thereafter all stools were formed and no 
E.H. were found. A full course of anti-amcbic treatment was 
then given. Unfortunately no sigmoidoscopy was done in this 
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» ” 
TABLE I—EFFECT OF SULPHONAMIDES IN AMGBIO DYSENTERY | 


Before treatment | Response to treatment 
Stools D 
: No. of stools which, 
Case Treat-| passed each 24 stools 
no ment hours after TAM: 
” | No. ae | 3 given treatment ined! 
in 618] wx began became 
24 find- 5 3 - nega- 
brs. | ings = ~| tive for 
1st |2nd\3rd|4th/5th] E.H. 
1 |. 5 | Fluid +| ++ |S-pyr.| 5 | 5 | 2/0 Em|?(+ on 
: 22 g. rd) 
2 4 | Fluid +) ++ |S-pyr.| 4 | 2/0 | 0 |Hm/?(+ on 
22 g. d; 
no stool 
avail- 
able 
3rd and 
| 4th) 
3*| 20 No + + S-pyr.; 4 | 0 | 1 Em 3rd 
fæcal 14 g. 
matter 
4 8 | Fluid + |+ + +| S-pyr. 4 | 5 Emi.. |? (+ on 
14 g. - 4th) 
5*| 12 No + + S-pyr. 0 | 0 Emi ? (no 
feecal 22 g. > | stool 
matter ‘| avail- 
able 
| after 
b 2nd) 
6 4 ) Fluid 0 + ea 0/0] 1 Emi 4th 
g. 
7 6) No + + |S-dia. | 6 2 |Km 2nd 
frecal 23g 
matter i 
8 | 14 | Fluid +i ++ cou 11 1 | 1 Bm 3rd 
` g. 
9t) 5 | Fluid +) ++ ar aos 81/6;4)3 | 3 4th 
g. a 
10 6 No +| + + +! S-pyr. 4] 4 Emi.. 3rd 
feecal 6 g. 
matter S-dia 
15g 


S-pyr. = sulphapyridine ; :; §-dia.=sulphadiazine; S-gua.=sulpha- 
guanidine ; 


; Em =emetine started. 


* Sigmoidoscopy before start of emetine therapy showed acute 
amoebic ulcers. 


t This patient normally had his bowels open three times daily. 


case until treatment was completed, when no abnormality 
was found. 


Case 2.—A sergeant had had, ten days before admission, 
acute diarrhea, passing 10-20 stools daily with blood and 
mucus. Admitted to sick quarters, he was treated with 
castor oil, with no improvement. He was then given sulpha- 
guanidine 26 g. in two days, at the end of which time his 
diarrhea had improved, and he was transferred to. hos- 
pital for further treatment. During the first twenty-four 
hours in hospital he ‘passed one formed stool and felt ‘so fit 
that he resented further investigation; but this one stool 
contained vegetative E.H., and sigmoidoscopy next day showed 
many circumscribed submucosal hemorrhages and a few 
shallow ulcers. 

Case 3.—A leading aircraftman was admitted with 
diarrheea of four days’ duration. No E.H. was found in the 
first specimen, and a full course of sulphaguanidine (100 g.) 
was given. The response was immediate, and stools became 
normal within forty-eight hours of treatment. _ Routine 
sigmoidoscopy at the end of the course showed typical 

‘ pin-point ’”’ amecebic lesions. 


These observations suggested that the sulphonamides 
at least mask the symptoms of acute amebiasis and 
It was there- 
fore decided to give a short preliminary course of various 
sulphonamides in proved cases of acute amosbic dysentery 
and to observe the response. The results of the 10 
cases so treated are summarised in table I. 

It was clear from these cases that, with one exception 
(case 4) whose condition deteriorated during treatment, 
a well-marked clinical improvement took place with a 
diminution of the number, and a return to normal in the 
nature, of the stools. Of the 9 cases that responded, 
6 (nos. 3, 6, 7, 8, 9, and 10) showed a negative stool 
from the second to fourth days, in 2 (nos. 2 and 5) no 
stools were available after the second day, and in 1 (no. 1) 
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the stool was positive for E.H. on the third day, but no 
stool was available afterwards. 

The mode of action of the sulphonamides is uncertain. 
There is accumulating evidence that secondary bacterial 
infection of the bowel may precipitate an acute attack 


of ameebic dysentery and be responsible for chronicity - 


in other cases ; hence it is possible that the elimination 
of such infections by the sulphonamides is the reason 
for the symptomatic improvement. But the rapid dis- 
appearance of E.H. from the stools in 5 cases suggests 
that the drugs may be lethal to the ameebe. Further 
research along these lines has been impossible here, 
and the temptation to treat a series of cases on pro- 
longed courses of chemotherapy without recourse to 
emetine and to follow up these cases in hospital was not 
considered justifiable. However, two points emerge 
clearly : (1) the exhibition of sulphonamides to undiag- 
nosed cases of diarrhcea will lead to some cases of amecebic 
dysentery being missed; and (2) sulphonamides are a 
further weapon in the anti-amebic armoury. 

After these cases were observed it became the custom 
to use a short course of chemotherapy together with 
emetine as initial treatment in acute amebiasis, the 
following course being adopted : 


Days 1-10 .. Emetine gr. 1 

Days 1-3... Sulphapyridine (or sulphathiazole) total 14-20 g. 
Days 4-13 .. Carbasone gr. 4 b.d. 

Days 14-20 Rest 4 
Days 21-30 E.B.I. gr. 1-3 nightly (according to tolerance) 


Altogether, 42 cases of acute amebiasis were treated 
on these lines. Of those it was possible to follow up 15 
at an interval of two to four months after discharge from 


hospital. The results of treatment: and follow up were 
as follows: j 
No. of 
cases 
Cases treated. a 42 
Stools returned to HORA within 2 dave oe = .- 30 
Stools returned to normal within 3 days .. ne .. 10 
Stools returned to normal within 4 days .. wee as 2 
Intolerant to sulphonamides si 2 
‘Positive stools on discharge r — 
Sigmoidoscopic evidence of disease on dlachurpe — 
Cases reviewed 2—4 months later ae .. 15 


Positive stools (3 examinations) ... 
; Sigmoidoscopic evidence of relapse 


History of diarrheea of more than 24- houpa duration 
since treatment s Ae i 


~ 


It is unwise to draw many conclusions from so few 
cases. But the results, both immediate and remote, 
of this treatment have been impressive, and it is hoped 
that those in a better position to treat large numbers of 
cases will consider this treatment worthy of further trial. 
For, if acute amebiasis is curable, the problem of 
relapsing amcebiasis ceases to exist. 


AMŒBIC HEPATITIS 


The subject of amebic hepatitis has been ably reviewed 
(Lancet 1944) and the importance of acute hepatitis 
emphasised. Acute amebic hepatitis presents such a 
striking clinical picture that the condition may be 
confidently diagnosed in the absence of confirmation 
by stool or blood- examination. The most striking 
feature is severe pain of sudden onset in the upper 
abdomen (either central or to the left or right of the 
midline). The pain, once established, is unremitting 
but may be intensified by deep breathing, sudden move- 
ment, or taking food. High fever is present, and the 
victim looks ill and “toxic.” Careful examination 
reveals an enlarged and extremely tender soft liver. The 
presence or absence of leucocytosis is not important (see 
below). Response to emetine is dramatic. . The disease 
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TABLE II—ANALYSIS OF CASES OF AMŒBIC HEPATITIS 


—+— = $$ re 


Previous Leuco- 3 
Type of | Case | dysentery | cyte- Stool oS ada 
case no. | or severe | count examination emetine 
diarrhea | per @.mm. 
1 No 13,200 Neg. | Imme- 
Acute | diate 

amosbic | 2 No 12,600 | Active E.H. | Imme- 
hepatitis i ate 

3 No 14,500 Ac tive E.H. Good 

A Yes 4000 E.H. cysts | Good 

5 No 5800 Neg. Good 
Chronic : : 
amcebic 6 Yes 6300 Neg Poor 

. hepatitis 
7 Yes 13,400 Active E.H. | Good 
4 

8 Yes 5400 Neg. Good 

Amebic| 9 Yes 20,600 Active E-H.) Good 
liver - | : 

abscess | 10° Yes 7800 | Neg. Died 


—— 


* This airman died, before treatment was given. from the rupture 
of a liver abscess into the pericardium. The diagnosis was 
confirmed at autopsy. 


is commonly mistaken for a perforated viscus or acute 
cholecystitis. The following case is a typical example : 


A flying-officer, who had been overseas for a year and had 
no history of previous illnesses, had severe epigastric pain 
of sudden onset “like constant indigestion’ for four days 
Repeated vomiting did not relieve the pain. 
On the day of admission the pain became much worse, and he 


was admitted with a diagnosis of acute cholecystitis. 


On admission he was febrile (103°F) and ill ; he had a furred 
brown tongue, and there were scattered rhonchi throughout the 
chest. The whole of the right side of the abdomen was rigid, 
and the right upper rectus so firm as to give the impression 
of a hard abdominal mass. In the right flank and to the left 
of the midline the liver was palpable, soft, and extremely 
tender. The total white-cell count was 13,200 per c.mm., 82°, 


(10,800) being granulocytes. He was seen in conjunction with 
a surgical colleague, and it was decided to start a course of 
emetine and await events. The response to this was imme- 
diate ; the pain was less next day and disappeared on the 
third ‘day. He became afebrile on the fifth day, and the - 
liver was impalpable on the tenth. No ĐE.. or cysts were 
found in the stools. He returned to full flying duties five 


weeks after admission. 


` Chronic ameebic hepatitis is such a well-established 
entity that no comments will be made on this subject 
beyond including cases in table 1r. These cases are 
included in an attempt to elucidate three points: (1) 
the leucocyte-count in amebic hepatitis; (2) the pro- 
portion in which stool examination is positive for E.H. ; 
and (3) the proportion giving a previous history of 
dysentery. 

It is generally accepted that a leucocytosis is a 
distinctive feature of amcebic hepatitis (Manson-Bahr 
1943), but only 5 of these cases had a count of over 
10,000, and others showed a moderate leucopenia. 
Only 6 out of the 10 gave a previous history of diarrhea 
and in 5 no E.H. or cysts were found in the stools. It is 
my opinion that no reliance can be placed on the history, 
the white-cell count, or stool examination in the diagnosis 
of hepatic amebiasis. They may give useful confirma- 
tory evidence but are by no means essential to the 
diagnosis. This must be made on clinical grounds, and 
confirmation is readily forthcoming from the dramatic 
response to emetine therapy. 


SUMMARY 


In Ceylon during the period 1944-45 half the cases 
admitted to a R.A.F. hospital with diarrhca had amoebic 
dysentery. 

The exhibition of sulphonamides in cases of acute 
amcebic dysentery often causes well-marked clinical 
improvement and renders stool examination negative 


for E.H. As amoebiasis is by far the commonest cause 
\ 
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of endemic dysentery, the practice of treating undiagnosed 
diarrhcea with these drugs should be condemned. 
= Further, there is some evidence that sulphonamides 
may be potent therapeutic agents in the treatment of 
amcebiasis. When they are used in conjunction with 
emetine, the immediate results are rapid, and no relapses 
have been experienced. 

Amebic hepatitis presents a definite clinical picture 


and tay occur in the absence of a previous history of 


dysentery. Negative stool examination and a low leuco- 
cyte-count do not rule out the diagnosis, and response 
to emetine is good. 

I wish to thank the Director-General of Medical Services, 
R.A.F., for permission to publish this paper; Sister E. A. 
Woodland, P.M. R.A.F. N.S., for her coöperation in the super- 


. vision of the cases; and Sergeant N. H. House and Leading 


Aircraftman H. Gott, laboratory assistants, for their untiring 
help in the examination of specimens. 
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CONGENITAL FUNNEL CHEST 


H.-S. K. SAINSBURY 
M.R.C.S. : 


ASSISTANT SCHOOL MEDICAL OFTIOER, BIRMINGHAM 
EDUCATIONAL DEPARTMENT 


FUNNEL chest was first described by Eggel in 1870. 


- Herbst (1887) recorded the condition in brothers and 


sisters, Grünenthal (1888) in brothers, sisters, and an 
aunt, Smith (1886) in mother and daughter, and Vetlesen 
(1886) in father and son. Thus it came to be regarded 
as familial. 


Peiper (1922) and Snyder and Curtis (1934) noted funnel. 
_chest among three generations, and Klemperer (1888) 


among four, suggesting that it can appear as a dominant 
character. In the following cases there seemed no doubt 
that it was inherited as a dominant character. l 


A boy, aged 12 years, was noted on routine medical inspec- 
tion at school to have funnel chest. Subsequently his 
mother and his younger brother were found to have an 
identical condition. All four brothers had had whooping- 
cough when children but no other illnesses. 

The mother said: that, when she was a girl, both her 


-~ mother and her grandmother told her that they had a similar 


chest; and she remembered seeing the same defect in her 
younger brother. She discovered the funnel chest in her own 
children shortly after their birth. 

The condition in the three women was known to the late 
family ‘doctor, but no personal record of his observations 
could be traced. 

The mother made inquiries among the three other branches 
of the family, but the negative results were not necessarily 
based on medical examination. 

The females through whom the defect has been transmitted 
preserve definite familial features. They are tall and spare. 
‘They are healthy and long-lived. nere was no intermarriage 
of blood relations. 


I 
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Fig. 2—Funnel chest in two brothers, whose mother also had funnel 
chest (see fig. |). 


The family pedigree is shown in fig. 1. The earlier details 
were checked from entries recorded on the flyleaf of the 
family Bible salvaged from the air-raid shelter. 

On examination the two boys and their mother showed 
no other abnormality of skeleton, breast, musculature of the 
thoracic wall, hand, or arm. The deformity was that of a 
funnel chest. There was no clinical evidence of foramen or 
fissure of the sternum, but radiograms could not be obtained. 
The type and degree of deformity is shown in fig. 2. 


DISCUSSION 


Funnel chest is by no means uncommon (among 
1120 inspections 4 cases of similar severity were observed), 
but the incidence seems to vary in different districts. 

_ The family history is usually difficult to investigate 
for the following reasons : 


« (1) Funnel chest is seldom known of outside the immediate 


family circle, being normally hidden by clothing. 

-< (2) It causes no symptoms and consequently is only met 
with casually. On this account also it tends to be omitted 
in clinical records. 

(3) It occurs in varying degrees of severity—several mild 
but definite cases have been noted in which the defect: was 
completely missed by observant parents. 

(4) Like other inherited conditions, it is becoming more 
difficult to investigate, because more frequent travel leads 
to wider dispersal of families, and the general practitioner 
with his unique facilities for observation 1s hecoming less a 
“family doctor.” 


It is believed that the condition is occasionally acquired, 
but normally is inherited as.a dominant character 
with the unusual feature that a complete generation 
may be omitted owing to mild deformities being over- 
looked. Indeed it has been suggested that the defect 
may reach vanishing-point while the gene remains to 
become manifest in a subsequent generation. 


It is generally assumed that the appearance of any’ 


such defect in lineal descent through three or more 


NUMBERS OF AFFECTED AND UNAFFECTED 


S I l 5 OFFSPRING OF AFFECTED PARENTS 
K m e 
< 
x No. of affected | No. of children 
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Fig. i—Pedigrea showing transmission of funnel chest (black symbols) as a dominant 
Symbols marked with a cross indicate persons in whom the presence or 


character. 
absence of funnel chest is not known. 


Totals .. 


en 
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generations is, in the absence of consanguinity, conclusive 
evidence of its dominant inheritance. The ratio of 
affected to unaffected members of the family should be 
1:1, or any deviation from this ratio should not be 
significant. In this family the ratio is 4:5, assuming 
that those members recorded as unaffected are in fact 
free from even a slight deformity (see table). 

On the other hand, funnel chest, as it is usually met 
with in a population, rather resembles a recessive character, 
and it may be that the few pedigrees like the present 
one represent a rare but different mode of transmission. 


SUMMARY 


Six cases of funnel chest occurred in lineal descent 
through four generations in a single family in which 
there was no consanguineous marriage. 
` Three of the cases (personally observed) strongly 
suggest that the funnel chest was inherited as a dominant 
character. 


I am indebted to Dr. J. R. Mitchell, school medical officer 
to Birmingham Education Committee, for permission to 
publish this case. . 
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‘* PELLAGRAGENIC”’ ACTION OF MAIZE 
FURTHER EXPERIMENTS 


E. KopicrK K. J. CARPENTER 
M.D. Prague, Ph.D. Camb. B.A. Camb. 


LESLIE J. HARRIS 
\ Sc.D. Camb., D.Sc. Manc., F.R.I.C. 


From the Dunn Nutritional Laboratory, University of Cambridge 
and Medical Research Council 


SINCE the publication of our preliminary report 
(1946) on the effect of indole-3-acetic acid on the growth 
of rats maintained on diets low in protein, nicotinic 
acid, and tryptophane, we have been continuing our 
trials, as shown in the accompanying table. 

In our earlier experiments the control rats fed on the 
basal diet (containing 10-5% casein) grew well at an 
average rate of 15 g. per week, the range being from 
8 to 18 g. Addition of nicotinic acid caused no significant 
increase. Other rats on the same basal diet plus 15 mg. 
of indole-3-acetic acid per kg. of diet showed a retardation 


of growth in 19 out of 32 cases, and this could be counter- 


acted by either nicotinic acid or tryptophane. 

Since then an irregular proportion of our control rats 
on the basal diet, varying from one experiment to another, 
have shown a depression of growth (15 rats out of 80) 
reversible by nicotinic acid or tryptophane, whereas 
formerly they grew well. There seems to be no correlation 
‘between this depression and litter, season, &c. Similar 
experiences of unexpectedly poor growth on the basal 
diets, which had previously proved satisfactory, have 
been reported by Krehl et al. (1947). In our later experi- 
ments, moreover, the proportion of rats on the indole-3- 
acetic acid diet showing a depression of growth (viz., 
19 out of 70) is no longer significantly greater than in 
the control rats. Increasing the dose of indole-3-acetic 
acid failed to produce a more definite effect. Kreh let al., 
using two different strains of rats, also report that 
they obtained no difference in growth with indole-3-acetic 
acid. 

In our recent experiments, rats fed on 40% maize 
diets do, however, still show, in nearly all cases, a depres- 
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sion of growth, curable by nicotinic acid or tryptophane, 
as was the case in our early tests. This diet contains 
approximately 10-5% protein. In the search for a possible 
toxic factor, the maize meal was extracted by a procedure 
described by Berger and Avery (1944), which is designed 
to remove the indole-3-acetic acid precursor, and consists 
of an extraction with acetone-water at pH 10. This pro- 
cedure also removes a protein fraction. The extracted 
maize when given at the 40% level promoted a rate of 
growth in our rats significantly better than that obtained 


with the unextracted maize, in spite of the fact that the 


protein content of the diet had been further reduced 
by the extraction. The growth with the extracted maize 
was equal to or better than that obtained with the control 
10-5% casein diet. Addition of indole-3-acetic acid 
(60 mg. per kg.) to the extracted-maize diet did not cause | 
any retardation of growth. 


COMMENTS 


As mentioned above, the different behaviour of our 
control rats from that found previously is in line with the 
experiences of Krehl et al. (1947), who have recorded 
that diets low in protein, which were formerly sufficient 
for adequate growth, now need, with the same strain 
of rats, to be supplemented with nicotinic acid. The 
explanation of this apparently unpredictable behaviour 
of the rats must await further study. In some of our 
experiments the control rats still give consistently good 
growth. Those with depressed growths are evenly 
distributed between litters. There seems to be. no 
connexion with season. The strain is bred from a closed 
population. 

One possible explanation which suggests itself, to 
account for the erratic responses observed by ourselves 
and other workers, would be that the prolonged use of 
synthetic diets in the laboratory may encourage a change 
in the bacterial flora, by adaptation. It is generally 
accepted that a variable degree of bacterial action in 
the intestine may influence the body’s economy m 


nicotinic acid (and presumably in tryptophane, with 


which its metabolism is connected). On this hypothesis, 
our failure now to find a significant depression of growth 
with the addition of indole-3-acetic acid to the diet 
might be connected with a change in the intestinal 
flora. 


It seems of significance in this connexion that Perlman 
(1946) has observed that indole-3-acetic acid has in fact 
a depressing effect on the organism Strep. fæcalis in vitro, 
reversible by nicotinic acid or tryptophane. The bacterium 
is capable of adaptation to indole-3-acetic acid by repeated 
transfers, and then ceases to be inhibited by it (Perlman, 
private communication). Indole-3-acetic acid is of course 
here to be regarded as an anti-tryptophane substance. Dubos 
(1946) also reports inhibition of the growth of Mycobaet. 
tuberculosis, Strep. hemolyticus, Strep. salivarius, and Shigella 
paradysenterie by indole-3-acetic acid, reversible by trypto- 
phane. Handler (1947) on the other hand, found no effect 
on other organisms, Strep. fecalis, Lactobacillus arabinesus, 
Staph. aureus, Proteus vulgaris, Aerobacter aerogenes, and 
Escherichia colt, unless high concéntrations of the indole-3- 
acetic acid were employed; and similar findings for Æ. colt 
are reported by Raoul (1947). Yet another if somewhat 
different kind of example of a variable response to indole-3- 
acetic acid is mentioned by Cohen and Fowler (1947), who 
found that bacteriophage synthesis was stimulated by one 
sample of indole-3-acetic acid, but they were unable to repeat 
the effect with other samples. . 


Maize, we still find, produces a significant depression 
in growth, compared with that in our control rats fed 
on a casein diet containing the same total content of 
protein. This agrees with the findings of Krehl et al. 
(1947), though here again a variable factor is apparent, 
as they now report that rats of the “ Yale” strain 
grow better on their niacin-unsupplemented corn-grits 
ration than did the ‘ Sprague-Dawley ° strain of rats 
that they used earlier. Our finding that maize when 
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extracted with acetone-water produced little or no depres- 
sion of growth suggests the possibility that the poor 
growth with maize meal may not be due entirely to a 
deficiency of some dietary essential as suggested by the 
work of Salmon (1947), but that additional factors may 
be involved such as the imbalance of amino-acids in 
maize (cf. Krehl et al. 1946), or the presence of -an 
extractable toxamine (cf. Woolley 1946). Feeding 
experiments with crude acetone-water extracts and with 
fractions derived therefrom failed to give us conclusive 
results. 


In view of the possible effects of the intestinal flora on 
‘the synthesis and destruction of nicotinic acid (Ellinger and 
Emmanuelowa 1946) and of tryptophane, and hence on the 
requirements of nicotinic acid by the animal, we have tried 
adding succinyl sulphathiazole (1%) to the control diet, 
together with supplements of folic acid. Although the rats 
grew consistently well on this diet when nicotinic acid was 
added, without it. they showed the same proportion with 
depressed growth as on the simple 10:5% casein diet without 
the bacteriostatic agent. Again indole-3-acetic acid had no 
statistically significant effect on the proportion of rats with 
depressed growth. 


DR. KODICEK AND OTHERS : 


CONCLUSIONS 


In our earlier note, we pointed out that indole-3- 
acetic acid occurs in maize as a precursor and not as the 


Without indole-3-acetic acid 
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Our present findings now make it seem 
very unlikely that the latter substance can be responsible 
‘ pellagra- 
genic” activity possessed by maize. Apart from this, 
the principal impression left by our recent results and 
those of other workers is the erratic response of the rat, 
used as test animal for work on nicotinic acid. ‘The 
suspicion that microsynthesis may be of special import- 
ance as a disturbing factor is strengthened, and the 
variability of our findings with indole-3-acetic acid as 
an inhibitor of growth for rats is paralleled by those of 
Perlman and of Dubos and others working with various 
types of bacteria. 


4 
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With indole-3-aceti 


acid 
(15 mg. /kg. diet) 


_ .1. Male piebald rats (Hartwell strain) are transferred from full 
stock diet to experimental powder diet when weighing 57-63 g. 
sa ‘sar ay aes cages, food and water ad lib. 
te weekly gain in weight’’ is measured from the 
14th tos ou on the experimental diet. 
an be. i is Fo as end it E grows not more 
phon n y period after the 
Seu | did: 3% cotton-seed oil, 5% salt mixture, 0°15% 


weil: pe as shown Bove, and sucrose to 100. In diets con- 


Diet Date ce val 
Average weekly | No. with Average weekly No. with 
gain in weight retarded gain in weight | retarded 
. (g.) growth (g.) -~ growth 
| June, 1946.. 14 (10 to 18) 0 7 (5 to 11) 
l July, 1946 .. — — 6 (3 to 8). 
10-5% casein ee as . 
August, 1946 15 (8 to 18) 0 13 (11 to 19) 
September, 1946 .. — — 9 (—1 to 18) 
Total (1st series) 15 0 9 
November, 1946 .. 4 (—1 to 21) 5 8 (—5 to 30) 
l December, 1946 16 (6 to 23) 0 — 
10-5% casein Pes ee 
January, 1947 19 (3 to 25) 1 14 (1 to 24) 
March, 1947 12 (—3 to 22) 4 18 (10 to 25) 
10-5 % casein +folic acid .. March, 1947 18 (15 to 22) 0 13 (0 to 21) 
10-5 % éapein +folio acid +succinyl ae 1947 21 (19 to 24) 0 11 (—1 to 23) | 
sulphathiazole (1%) .. April, 1947 13 (1 to 24) 5 14 (0 to 26) 
Total (2nd series) .. 14 15 
: l f June, 1946.. 7 (—3 to 16) 5 
-7 % casein +40% maize .. { . 
August, 1946 5 (—12 to 12) 4 
Total (1st series) 6 9 
i : October, 1946 - 2 (—1 to 7) 8 
7% casein +40 % maize .. sè January, 1947 3 (—5 to 13) ' 8 
March, 1947 5 (1 to 9) 4 
Total (2nd series) .. 3 20 
° i (60 mg./kg. diet) 
August, 1946 19 (18 to 23) 0 — = 
1% casein +40 % acotone-extracted October, 1946 = — 14 (11 to 16) 0 
maizo .. . November, 1946 .. = = 6 (—4 to 13) 2 
January, 1947 an 18 (—2 to 33) 2 17 (9 to 31) 0 
Total (2nd series) .. 18 a a 14 2 
Notes to Table 


taining yellow maize meal (unextracted or extracted), the oil, 
salts, and cystine content are reduced by 40%. The following 
vitamins are added to each kg. of diet: choline, 2 g.; ; Ca. panto- 
thenate, 20 mg.; aneurine, 3 mg.; pyridoxine, 3 mg.; riboflavine, 
3 mg.; biotin (free acid), 0-1 mg. ; ; ‘ Radiostoleum °’ (+ 01%. of 
2-methyl, 1,4-naphthoquinone), 8 drops; 5% tocopherol acetate, 1 
drop on palettes 3 times weekly per rat; folic acid, 0:04 mg., when 
added, was given on palettes 3 times weekly. 
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Medical Societies 
ROYAL SOCIETY OF MEDICINE 


ON Oct. 7 Mr. GEORGE PERKINS delivered his presi- 
dential address to the section of orthopedics on 


Flat-foot, or Instability of the Long Arch 


No concept is more muddled in the surgeon’s mind, he said, 
than that. of flat-foot. Hordes of children with normal, 
if low. arches are still referred to outpatient departments 
from school clinics, with a needless waste of the time of 
physiotherapists and of overburdened mothers. The 
term “‘ flat-foot ” is misleading, for a high arch is as likely 
‘to cause symptoms as a low one; symptoms depend on 
the stability, not the height, of the arch. The bones 
of the foot are so shaped that when stress is transmitted 
through the centre of the subtaloid-midtarsal joint the 
arch withstands the body-weight without collapsing. 
It is the duty of the leg muscles to keep this joint in the 
neutral position, like the staywires of a mast, so that 
they themselves and the ligaments of the foot take 
little or none of the strain. But, should the composite 
joint begin to capsize, as it does if the axis of weight 
transmission starts to deviate, the stretched ligaments 
reflexly excite a muscular contraction which restores 
the status quo. The other essential for stability is the 
plantigrade position of the foot, with the heel and the 
heads of the first and fifth metatarsals all on the ground 
together. Children do not acquire a good reflex balanc- 
ing mechanism until their second year, and often subside 
into planovalgus while learning. The reflex mechanism 
may not be acquired until the age of three or four years, 
or it may never be developed, so that the feet always 
collapse -on standing. 

In clinical examination, stability of the foot can be 
tested by noting the alignment of leg and foot. If a 
vertical line through the centre of the knee cuts, or falls 
outside, the second toe there is no planovalgus. Even 
if this line falls inside the second toe there may still 


be no flattening, for some people possess a talus with - 
a neck directed abnormally outwards, so that the foot 


is externally rotated on the leg. The clue is to look from 
behind at the angle of the heel, which shows whether 
the subtaloid-midtarsal joint is capsized or not. The 
power of active restoration of the arch is shown by noting 
the new position of the knee-toe axis when standing on 
tiptoe. Mobility is tested in the ordinary way with the 
patient lying, and it is always possible to recognise 
valgus deformity by the prominence of the head of the 
talus between medial malleolus and navicular, in spite 
of the masking tendency of any forefoot varus which 
may be present. ; 

From the point of view of causation and treatment, 
Mr. Perkins divides flat-foot into four main groups. 
. The common mobile planovalgus due to faulty postural 
activity of muscle is normal under the age of two years. 
The routine practice of wedging the inside of the heel 
in children is fatuous, for no shoe grips a child’s foot 
tightly enough to prevent it turning over into valgus. 
Boots are necessary, and should be used until the 
deformity disappears. Wedging the sole is harmful, 
for it induces a varus of the forefoot, ‘besides making 
the sole too rigid for a good gait, and there seems to be 
no point in forward prolongation of the heel. Regarding 
physiotherapy, the classical inversion exercises over- 
develop the tibialis anterior and produce an inversion 
of the forefoot which itself tends to cause a valgus of the 
hecl. A much better exercise is to stand with the feet 
firmly planted on the ground and forcibly rotate the 
legs outwards at the ankle. In the second group of 
cases the tripod plantigrade arrangement has been 
upset in some way. If there is an equinus deformity 
which lifts the posterior pillar off the ground, this 
is compensated by, a dorsiflexion at the subtaloid- 
midtarsal joint, but at the expense of some eversion 
and abduction and general instability. This valgus ex 
equino has long been known, and in a boy it is a simple 
matter to perform a subcutaneous elongation of the 
Achilles tendon. Because such an operation alters the 
shape of the calf, it seems wiser in a girl to anticipate 
the fashions of adolescence by simply raising the heel. 
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‘a true instability but a peroneal 
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The other cause of upset of tripod balance, and one 
rather neglected until recently. is varus deformity of 
the forefoot: if the first metatarsal head is lifted off 


‘the ground it can only be brought down by a com- 


pensatory valgus of the hindfoot. The cause of such 
a varus is obscure; it may arise from a failure of the 
calf muscles or the tibialis anterior to keep pace with 
growth of the bones in development. In treatment it 
is necessary to manipulate the heel into varus and the 
forefoot into valgus, if need be with two Thomas’s 
wrenches, and fix the overcorrected position in plaster 
Finally. there is the rigid painful flat-foot of adults, for 
severe forms of which Mr. Perkins fuses the subtaloid- 
midtarsal joint in the plantigrade position by the usual 
triple arthrodesis. Before doing this, it is worth trying 
a rigid arch-support, or stiffening the leather at the 
inner border of the shoe, and some form of plastic support 
may eventually be the solution. : 


DISCUSSION 


Mr. SAYLE CREER paid tribute, as had Mr. Perkins, 
to the importance of Lambrinudi’s work. He disagreed 
with Mr. Perkins’s view that the bones of the long arch 
uphold themselves, for his experiments. with freshly 
amputated limbs have shown that the foot flattens out 
under a weight as soon as all the ligaments have been 


divided. Therefore in some cases a surgical attack 


on the ligamentous soft tissues may be justified, as it 
is in certain cases of club-foot. He cited also the 
numerous surgical techniques for treating a forefoot 
varus by bringing down the first metatarsal head, as In 
Lambrinudi’s procedure for what he called metatarsus 
primus elevatus. 


Sir THOMAS FAIRBANK stressed again the importance 


-as a causative factor of inversion of the forefoot on the 


hindfoot, and the difficulty of its correction. He never 
raises the inside of the sole (though Sir Robert Jones 
was in the habit of so doing), and, for capsizing feet 
in small children over two, favours a removable leather- 
covered cork insole worn inside a boot. General posture 
and correct walking are more important than any foot 
exercises. | 


Mr. J. S. BATCHELOR thought that true flat-foot is 
a rare congenital condition. In the ordinary case there 
is a simple postural valgus deformity, to be treated in 
children by wedging the heel and stiffening the inner 
border of the sole. Many exercises only aggravate an 
existing equinus deformity. a 

Mr. V. C. SNELL remarked that the pathology is often 
considered upside. down. The trouble is really an 
internal rotation of the tibia on the foot, and the 
cure is to walk with the toes turned in, so as to 


- re-educate the tibialis posterior, for it is fatigue of this 


muscle which allows the tibialis anterior to produce 
varus of the forefoot, and boots may exacerbate this 
tendency. 


Mr. J. A. CHOLMELEY mentioned that shoes are often 
too stiff nowadays and need vigorous bending to restore 
their flexibility. | 

Mr. PERKINS, winding up, agreed that there is a rare 
congenital flat-foot with the talus fixed in equinus and | 
the other bones dorsiflexed. Spasmodic flat-foot is not 
: spasm reflex to an 
arthritis of the subtaloid joint. 


Postoperative Thrombosis 


A meeting of the section of obstetrics was held on 
Oct. 17, with Mr. A. J. MCNAIR, the president, in the- 
chair. ° 

Dr. HELEN PAYLING WRIGHT said that pulmonary 
embolism complicates one in about a hundred major 
operations; and one out of every six cases of embolism 
is fatal. Thrombosis, which is almost twice as common 
in females as in males, follows most commonly operations 
in which the abdominal cavity is opened and the pelvic 
viscera are explored. 

After operation the plasma fibrinogen first diminishes 
and then increases ; and by the third or fourth day it 
reaches nearly double the preoperative value. Similarly 
the prothrombin level, after an initial fall, rises to 
achieve a maximum about the tenth day. Lately Mayes 


d 


a 


- of the tissue damage at operation. 
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has suggested that the onset of thrombosis may be 
foretold by estimations of fibrinogen B and of the 
prothrombin-time, in conjunction with the body 
temperature. Fibrinogen B, described by Lyons in 
Australia, is an intermediate substance produced in the 
conversion of fibrinogen into fibrin. Thrombin consists 
of two components: neither of which will, alone, convert 
fibrinogen into fibrin. The thrombin component A 
reacts with fibrinogen to form the intermediate product 
fibrinogen B, which normally passes rapidly into the 
fibrin form. Mayes suggests that in the prethrombotic 
state the fibrinogen B fraction is greatly increased and 
that this increase is pathognomonic of incipient throm- 
bosis. 
the fibrinogen B always rises after operation; and pro- 
thrombin activity is increased even in the absence of 
demonstrable thrombosis. She concludes that the ‘only 
reliable method of detecting thrombosis is careful clinical 
observation. 


Postoperative blood changes are not only chemical : 


the platelets increase from the fifth or sixth day and 


reach a maximum about the tenth day, thereafter 
subsiding to normal by the end of the third week. The 
extent of the rise is directly correlated with the severity 
In 1942 Dr. Payling 
Wright showed that after operation the platelets not 
only increase in numbers but become more adhesive, 
the stickiness being maximal on or about the tenth day. 
It appears that this effect is attributable to the new 
young cells which enter the circulation in response to 
the stimulus of trauma. The closely parallel course of 
chemical and cytological changes suggests a common 
stimulus; and it seems likely that the stimulus to the 
bone-marrow is provided by products of tissue autolysis. 

Clots originate usually in the small plantar and calf 
veins ; but the spread of the clot into the venous trunks 
may well be influenced by the physical features in the 
large veins. Formerly anatomists believed that Pou- 
part’s ligament, by constricting the veins at the level of 
the pelvic brim, played an important part in thrombosis. 
Dr. Payling Wright holds that this ligament is too 
anterior’ and too Jax to exert pressure. By running 


plaster-of-paris into the veins of cadavers and dissecting - 


out the cast she has demonstrated anteroposterior 
flattening of the vein as it passes into the pelvis; but 
this flattening is caused by the vein lying almost directly 
on the bone as it passes from the leg to reach the 
posterior wall of the pelvis. The effect is best likened 
to the kinking of a piece of rubber tubing drawn over 
the edge of a table. The cross-sectional area of the 
vein at the narrowest point averages 28 sq. mm., com- 


pared with 36 and 39 sq. mm. 5 cm. below and above / 


this point. The slowing of the blood and the nipping 
of the clot at the area of narrowing may contribute to 
‘the formation of small emboli which break from the 
unattached surface of the thrombus; and this may be 
the site of origin of repeated non-fatal emboli in femoral 
thrombosis. The making of the venous casts brought 
to light the fact that whereas in the supine position 
there is little distortion of the vein except for the flat- 
tening, in Fowler’s position the vein is bent almost to 
a right-angle ; this obstruction must promote the propa- 
gation of any thrombus forming in the peripheral veins 
of the leg. l l 

The circulation-time from leg to carotid sinus slows 
“progressively up to the eighth or ninth day after opera- 
tion, when it becomes steady at the reduced velocity. 
It is assumed that this slowing depends upon stagnation 
in the legs since the arm-carotid time is altered less. 
Dr. Payling Wright is now testing this theory by injecting 
the radioactive sodium,, into the dorsal veins of the foot, 
the gamma emanations being recorded by a shielded 


Geiger counter placed over the femoral vein in the groin. 


One case investigated in this way exemplified the value 
of foot movement as a pumping mechanism for stagnating 
blood. Sodium,,; was injected into the foot of a subject 
with severe varicose veins. By the end of a minute no 
radioactive sodium had reached the counter; at that 


- moment the patient contracted -his foot dorsally a little, 


and within 2 sec. a shower of gamma rays was recorded. 


Dr. Maanus HAINES emphasised that thrombosis may 
be unaccompanied by symptoms or signs. The time of 
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Dr. Payling Wright has observed, however, that 
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onset varies: thrombosis may start less than ten days 
before operation or later than three weeks afterwards ; 
and necropsy shows that it may occur without operation, 
especially in those who have been some time in bed. 
The patient is usually over 40 years of age. Clinically, 
a subsequent pulmonary embolism may be misdiagnosed 
as pneumonia or basal collapse. Unfortunately clinical 
records of postoperative thrombosis are usually scanty. 
At the Chelsea Hospital for Women deaths after abdomi- 
nal operations have steadily decreased during the past 
twenty years. Twenty years ago physiotherapy was 
introduced as part of the postoperative treatment ; but 
the fall in deaths is not due simply to a diminished 
incidence of thrombosis. j 


Mr. A. DICKSON WRIGHT agreed that Fowler’s position 
should .be abandoned, except in special circumstances. 
The patient should sit up except at night and during 
his afternoon siesta. Among the factors predisposing to 
thrombosis are the retention of the patient in bed for — 
several days before operation; preliminary starvation 
and purgation; and loss of blood at- operation. A 
patient with a thrombophilic history should never be 
submitted to intravenous anzsthesia, pyelography, or 
cystography ; and if operation is undertaken on such a 
patient it would be worth while to tie his femoral veins 
at the same time; ligation of these veins does not 
interfere with everyday activities. ‘Thrombosis mani- 
fests itself in many different ways. It may reveal 
itself through pulmonary embolism; it may be first. 
detected in varicose veins, and this, though it carries 
no danger of embolism, may be a portent of thrombosis 
elsewhere ; a large loosely attached thrombus may form 
in one of the deep veins, and cause tenderness, and 
pain aggravated by dorsiflexion of the foot, and an 
increase in temperature or pulse-rate. For all these 
manifestations Mr. Dickson Wright advocates ligation 
of both femoral veins; once this is done, he argues, 
the worst is known. Massive femoral thrombosis— 
phlegmasia alba dolans—causes collapse by abstraction 
of fluid ; and intravenous saline may he needed.  Injec- 
tion of the lumbar ganglia with 1-2% procaine, as 
recommended by Leriche, ends the arterial and venous 
spasm; and the cold clammy leg becomes warm. Dos 
Santos, of Lisbon, using phlebography, has proved the 
practicability of a planned operation for the abstraction 
of clots. Mr. Dickson Wright advocates heparin and 


-dicoumarol in all cases of postoperative thrombosis. 


Mr. LESLIE WILLIAMS agreed with Mr. Dickson Wright 
that the initial dose of intravenous heparin should be 
125 mg.; thereafter 100 mg. should be given every 
4—5 hours except at night when 125 mg. is again injected. 
Heparin is continued until the delayed effect of dicoumarol 
appears; 300 mg. of dicoumarol is given on the first 
day and 200 mg. on the second day. The dose of this 
drug has to be checked against the prothrombin-time ; 
the aim is to get this time just over twice the normal. 
Ligation of both femoral veins for thrombosis in one 
calf is classified by Mr. Williams as ‘‘ blood-and-iron 
surgery.” 


Dr. K. P. BALL quoted figures for cases observed at 
the Central Middlesex Hospital: by the use of anti- 
coagulants the recumbent period for thrombotic patients 
has been reduced from 45 to 8 days; and their total 
stay in hospital has been reduced to 3 weeks. Anti- 
coagulants diminish the risk both of embolism and of 
after-effects. 


Mr. JOHN HOWKINS held that Trendelenburg’s position 
may be a focus of trauma. Insufficient heed has been 
paid to the possibility of a clot originating at the site of 
operation—especially a second-cut operation or one at 
a septic site. In the promotion of thrombosis subtotal — 
hysterectomy is a bigger offender than total. What 
kills the patient is not the clot—this does not occupy 
the whole Iymen—but obstruction by spasm; and 
perhaps old-fashioned remedies such as papaverine should 
not be forgotten. 


Another speaker was supported in his suggestion that 
some makes of heparin contain pyogenic substances 
and may even give rise to anaphylactoid reactions. If 
heparin causes pain when injected into the skin it will 
probably cause a reaction when given therapeutically. 
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Reviews of Books 


Medicine 
Vol. 1. 
KENNEDY, M.D. Camb., F.R.C.P. 
Livingstone. 1947. Pp. 383. 20s. 

Dr. Clark-Kennedy’s book is ‘“‘ intended to correlate 
the facts; and, by cutting across the conventional 
boundaries which separate one branch of medicine from 
another, emphasise the general principles. underlying 
medicine as a whole.” It is ‘‘ intended to inculcate an 
attitude of mind . : . to prevent facts which could be 
deduced from principles being committed to memory 
unnecessarily . . . to provide a framework on which 
a knowledge of medicine can be built by self-education 
as experience widens.” 

It opens with a clear swift synopsis of what the universe 
looks like to the modern scientist-philosopher—every- 
thing from energy and matter, through life, evolution, 
and heredity up to consciousness and mind, all in forty 
pages. This is the patient’s background. Then come 
two long chapters on symptoms and signs. The mental 
and the physical are both considered. ` A technique of 
history-taking and examination is.sketched. The com- 
mon symptoms are described, and their physiological 
mechanisms explained. Then they are lined up, looked 
at, classified, and pondered. There are those which are 
understandable on the basis of students’ anatomy and 
physiology, and those, like tumours, which mean nothing 
to one who has not studied pathology. There are those 
expressing defect of structure or function, and those 


The Patient and His Disease. A. E. CLARK- 
Edinburgh: E. & S. 


expressing excess, while a few like the extensor plantar | 


response are reversions to primitive mechanisms. There 
are those which result directly from the impact of injury 
or disease upon the organism, and those which belong to 
the organism’s living reaction to the impact, tending 
to its own preservation; yet these latter seem some- 
times to be excessive. This is the first step towards 
seeing disease as one aspect of the interplay of organism 
and environment. 

The next is a chapter entitled Heredity and Environ- 
ment, which breathlessly describes human development, 
nutrition, and senescence, the forms of injury and disease 
according to their causes, drugs and poisons, micro- 
organisms, new growth, and the relation to health of 
mind, philosophy, and religion. It is almost purely 
descriptive, but it provides a basis for the two following 
chapters in which the phenomena of disease are closely 
analysed as reactions of the body-cum-mind to environ- 
mental change—whether ‘‘ normal ”?” changes like those 
of the weather or the personal relationships of everyday 
life, or ‘‘ abnormal,” like injury and disease—the reactions 
themselves varying according to the constitution of the 
body-cum-mind, influenced by its heredity, its age, and 
its experience. 

The second volume, soon to appear, will be largely 
concerned with diagnosis and treatment. The book 
thus formed can hardly replace the standard textbooks— 
there will always be too many tidy-minded teachers to 
allow that. But the older student and the younger 
teacher will be attracted by the vigour of its style and 
its courageous attempt to stand on two feet and face the 
whole universe. Its author designed it, not as a new 
medicine, but as ‘a corrective long overdue in that 
dangerously over-complicated prescription which is 
administered to the would-be doctor in the present day ” ; 
and it should achieve much of the purpose for which it 
was written. ‘ 

In this bold venture Dr. Clark-Kennedy’s chief handi- 
cap is his attempt to be too comprehensive. He wishes 
to comprehend among his readers both the student, 
beginning medicine, and the established practitioner or 
teacher. He writes sometimes for one, sometimes for 
the other. He, feels he must comprehend in his text all 
the main facts which form the content of the many 
branches of medicine he covers. Skilfully though he 
does it—and he has a genius for terse statement and 
provocative simplification—the facts pile up in places 
indigestibly, and obscure the generalisations. Nor are 
they always quite accurate, though that in the author’s 
eye would be a minor matter; an occasional slip just 
emphasises bis impatience to survey thc whole territory 
of medicine and show that it does have a pattern of its 
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own independent of the existing fields and fences. In 
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this, in the main, he succeeds, though his account of the- 
pattern is doubtless not final. His plea that the pattern 
should be described, should be accepted in general by 
teachers and practitioners, and should constitute the 
background of their teaching and their practice, is a 
powerful one. 


Principles and Practice of.War Surgery | 
_ (3rd ed.) J. TRUBTA, M.D. Barcelona, HON. D.sc. Oxfd, 
surgeon E.M.S., Wingfield-Morris Orthopedic Hospital, 
Oxford. London : Hamish Hamilton and W. Heinemann. 
1946. Pp. 426. 42s. 


THE value of Dr. Trueta’s work lies in his synthesis of 
known facts into a system for the treatment of war 
wounds; and the appearance of the third edition of bis 
book, at first sight ill timed since most of the combatants 
have gone home, is useful in recording his considered 
views on injuries which present much the same problems 
in peace as in war. His five-point programme of prompt 
surgery, wound cleansing, wound excision, drainage, 
and immobilisation is the theme running through the 
book from its early chapters on the pathology of trauma 
and infection to its later detailed consideration of 
technique. It is not a complete treatise 
surgery, because it does not deal with wounds of the 
abdomen, chest, or head. It would teach a young surgeon 
only how to deal with cases which, in civil life, would be 
considered orthopedic problems. But everyone who 
embarks on traumatic. surgery should read the book, 
and the illustrations are superb. 


Ernaéhrungsprobleme in Mangelzeiten 
Die schweizerische Kriegserndhrung 1939-46. ALFRED 
FLEIscH, Ordinarius für Physiologie, Direktor des 
Physiologischen Institutes an der Universitiit Lausanne, 
Präsident der Eidgenössischen Kommission fiir Kriegs- 
ernährung. Basle: Schwabe. 1947. Pp. 518. Sw. frs. 32. 


BEFORE the war the Swiss imported a large part of their 
food. About half their calories came from abroad and 
the major imports were wheat and sugar. It was almost 
inevitable therefore that, like the belligerent: nations, 
they should have difficulties over their food-supplies 
during the war; and as the conflict went on round their 
borders the screw of rationing gradually had to be 
tightened up. Tea and coffee, the first to be rationed, 
were followed in July, 1941, by fats and then cheese, 
eggs, milk, and meat. In the end the extraction of 
bread was raised to 90% and nearly everything except 


potatoes was rationed. Coupons had to be given up for | 


restaurant meals. There was no serious black market 
and the general effects of rationing were not unlike 
those in this country. Bread was rationed earlier,- 
however, and the country passed through a bad period 
in the late spring of 1945 when the calories for the normal - 
consumer fell to about 1800 per day, and the intake of 
fat to 40 grammes per day and of protein to 54 g. per 
day. Like all countries forced to ration calories, the 
Swiss had. special supplements for workers in various 
categories, and they had, naturally, special allocations 
of certain foods for children. Invalids also, particularly 
diabetics, had special rations.. The 90°, extraction 
bread was found to suit sick persons very well. 


This and much more is set out in the book, whose historic 
value will be -considerable, particularly to the Swiss, 
though it must always have interest for anyone versed 


in the theory and practice of rationing: nothing so 
complete about rationing and its effects seems to have 
been published elsewhere. The changes in weight and 


hæmoglobin in the general population, which seemed to . 


be related to fluctuations in the rations, would be 
important if they could be confirmed and their causation 
established. 


New Ways of Treating Uremia (London: J. & A. 


Churchill. 1947. Pp. 112. 10s. 6d.).—This is an English 
reprint of Dr. W. J. Kolff’s original publication, ‘‘ The 
Artificial Kidney,” 1 with some additional case-histories, and 
brief addenda on his experiences with peritoneal lavage, 
perfusion of isolated loops of gut, and _ high-calorie/low- 
protein diets in the treatment of uremia. The book is 
chiefly concerned with artificial kidney technique. 


l: Lancet, 1946, ii, 720, 726. 
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The Integration of Medicine 


THE pile of human knowledge has grown prodigi- 
ously—mostly, it seems, in the last few thousand 
years. In that time man’s mind and brain have 
changed little, so that an individual’s capacity to 
grasp and use knowledge is now minute in com- 
parison with the knowledge at his disposal. That is 
one reason why man’s use of knowledge lags so far 
behind his accumulation of it. Since the knowledge 
required for one task, such as making a motor-car, 
is beyond one man’s comprehension, it must be 
acquired piecemeal by many men, and these must 
then develop a method of working together for its 
coordinated application. That group effort encounters 
emotional difficulties as its greatest stumbling-block, 
but even the intellectual problem of the subdivision 
of labeur is not easy. The group needs its specialists, 
versed in the minute details of their narrow fields, 
and its “generalists ” who, seeing the pattern of the 
whole task, can modify it to suit , changing needs or 
changing techniques. The “ generalist ” must know 
enough of the specialist’s field to influence and to 
' be influenced by him; the specialist must know 
enough outside his field to make him interested in 
his fellows and able to work with them. The mass- 
production motor manufacturers have developed a 
pattern of functional relationships among their 
employees that seems to dovetail very well, under 
the pressure of their overriding aim to make and sell 
cars at a profit. Their task was relatively. easy ; 
for the aim was simple, and the degree of success ‘in 
each part of the organisation, as well as in the whole 
structure, was measurable in money. In most other 
large- scale human activities the problem is the same 
—namely, to organise the work of large numbers of 
individuals, equipped with diverse knowledge and 
skill, into a codperative effort; but where the aim is 
not ‘capable of precise definition, and the progress 
towards it not amenable to arithmetical measurement, 
the difficulty is enhanced ; 
desired that every person taking part should feel his 
loyalty engaged, and his powers fully used, the 
problem becomes a major one. 


Medicine in Britain is at grips with that problem 
today. It has been discussed widely, and profitably, 
from political, social, economic, and administrative 
points of view. The first experimental structure is 
taking shape. So far, however, little has been written 
on the changes that will be necessary in the intellectual 
equipment and outlook of doctors, if they are to 
fulfil their réles adequately and haĝpily in that 
structure. Is the knowledge we give them in the schools, 
and are the skimmings thereof that- we sample in 
examinations, the most suitable for their purpose ? 
We expect general practitioners to supervise the health 
of men, women, and children in all walks of life, and to 
advise them in matters of employment, recreation, 
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“and social and family relationships, as well as in 


things of the body only. We expect clinical specialists 
to undertake, alone or with the practitioner; the 
care of the whole patient for a time, not merely 
to replumb his stomach or give an opinion on his 
heart. We look to a service where the study and the 
well-being of a patient will oftener than in the past 
be the task of several doctors working together. Is 
the present training of the specialist calculated to 
make him fit in well in a team, or does it tend 
to make him superior in his own field and indifferent 
to all else—content for example to pronounce the 
patient’s heart normal and not interested in the cause 
of her pain? Do our general practitioners have 
such a grasp of medicine as a whole that they can 
see the full possibilities of good for every patient, 
and can call in the specialist-as an expert colleague 
rather than as a member of a superior order ? 


Questions of this kind have exercised the mind of 
Dr. CLARK-KENNEDY, who as a teaching fellow of 
a Cambridge college and dean of a London medical 
school has for many years played an active part in 
medical education. He has concluded that medicine 
is in serious danger from the dominance of specialism. 
Increasingly narrow specialists are not the best 
people to control the teaching of the undergraduate 
student. Their organisation is primarily determined 
by techniques, and by the numbers and needs of 
patients in hospitals or in practice. These subdivisions — 
are inappropriate for teaching purposes, especially 
of the future general practitioner, who must always 
deal with man in the round. Yet teaching in the 
clinical period has unthinkingly followed the hospital | 
organisation into specialties, with all too little 
coérdination. or coöperation between them. The 
textbooks have followed suit, and even the general 
physician no longer writes about general medicine, 


‘but at most edits a composite collection of specialists’ 


monographs. So strongly does Dr. CLaRK-KENNEDY 
deplore this threatened disintegration of medicine 
—which, incidentally, could be hastened by a mech- 
anically organised national health service—that to 
try to counteract it he has set pen to paper in an 
effort to put all medicine between the covers of 
two volumes, the first of which is described in our 
review column this week. When complete his book 
should be the most unorthodox treatise on medicine 
that our generation has seen. 


Not the least important feature of the D 8 
pattern of medicine as a whole is his frank recognition 
that a doctor, dealing (as he must) with a patient’s - 
mind as well as with his body, introduces into the 
relationship his own philosophy of life—his own views 
on the relation of mind to body, on the scope of free 
will and moral responsibility, and on the nature 


‘and function of religion. These things cannot be left 


at home, in any honest attempt at doing the doctor’s 
task thoroughly. So the doctor would be wise to make 
up his mind about them, at least to the extent of a 
working hypothesis. Dr. ČLARK-KENNEDY’s own hypo- 
thesis-is that mind exists in parallel with matter, that 
man’s behaviour is influenced not solely by his genes 
and his environment but in. some degree by his own 
free will, and that “it may still be best to retain 
the age- long ponceuuee of the real existence of the 
human so 
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Septic Finger 


THE chief of a surgical firm who insisted on treating 
infections of the fingers himself would provoke some 
astonishment. Yet ill-advised or faulty treatment of 
a severe infection of a finger may easily impair a man’s 
working capacity for life. The hand is the tool on 
which most of mankind depend for their bread, but it 
still receives less than its due attention from experi- 
enced surgeons—hence the small amount of information 
published on the effects of penicillin on hand infections. 

The great bulk of whitlows or felons (both of which 
are strictly speaking lesions of the fingers) and 
infections of the hand are caused by penicillin-sensitive 
staphylococci. So it was not surprising when FLOREY 
and Wrams i found that local applications of 
penicillin would relieve pain, expedite recovery, and 
prevent complications in all types of whitlow. The 
papers we publish this week bear out their broad 
conclusions with one exception—both WEBSTER 
and Boiron and colleagues found that penicillin 
makes little difference to the healing of simple pulp 
infections. Their controls and their penicillin-treated 
series healed in about the same time, even though the 
intramuscular administration they used is acknow- 
ledged to be more effective than the local applications 
which shortage of supplies forced on FLOREY and 
WiuuiaMs. The pulp of the fingers, if properly treated, 
has a high natural resistance to infection. Once 
tension has been relieved by suitable incisions its 
vascularity ensures an abundance of fresh leucocytes 
and tissue fluids and only meddling will prevent 
healing in a reasonable time. But while WEBSTER 
found penicillin ineffective in all pulp infections, 
Botton and colleagues make a clinical distinction 
between uncomplicated pulp infections, whose cure 
is not hastened by penicillin, and “suspected bony 
felons,” in which penicillin is invaluable. Into the 
latter class they put those pulp infections in which, 
though there is no X-ray evidence of bone infection, 
suppuration has continued for a long time, there is 
much necrosis of the soft tissues, or inadequate incisions 
have already been made without relieving symptoms. 
Without penicillin such cases progress to frank 
osteomyelitis of the phalanx, but with it the X-ray 
signs of osteomyelitis never appear or else appear 
and promptly regress. In their report of 7 cases of 
pulp infection treated at the Westminster Hospital 
with intramuscular penicillin, D’ ABREU and colleagues ? 
do not make such distinctions, but they report a 
reduction in average disability from 21 days in controls 
to 9°9 days; they gave the penicillin either in water 
or in beeswax-oil, in a dose of 150,000-300,000 units 
morning and evening for 2-4 days. 

Finger infections are so important that it is worth 


while restating the principles of their treatment. - 


All forms of hand surgery should be done under 
adequate anesthesia. The ethyl-chloride spray, with 
its painful induction, its uncertain and fugitive 
analgesia, and its capacity for petrifying the tissues 
is worse than useless. The surgeon must, have 
sufficient time and tissues of normal texture on which 
to work. He must be able to see exactly what he is 
saa and the requisite bloodless field is easily 
. Florey, M. E., Williams, R. E. O. eee 1944, i, 73. 


2 a’Abreu, F., Flood, C. M., Hewitt, H. B. Brit. meds J. Oot. 18, 
1947, p. 603. 
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' secured by applying a sphygmomanometer-cuff 


tourniquet. The incision for simple pulp infections 
should be a lateral one, not crossing the midline at 
the finger-tip to lay the pulp open like a kipper, 
for a finger thus “ kippered ” will lose much of its 
precision as a tactile instrument. ‘The incision must 
however be deep enough to cut all the fibrous septa 
which divide the pulp up into compartments, and it 
may well be made from both sides. The aftercare 
is as important as the operation, and the dressers who 
carry it out should wear masks. Dressings should 
not be frequent, should never be moist, and should 


- ensure rest for the finger in its normal position of 


rest. Tulle gras, covered by dry gauze, backed by a 
plaster slab, and changed every fourth day fulfils 
these requirements. If there is doubt whether the 
infection is spreading or has spread beyond the pulp, 
intramuscular penicillin is needed, and 100,000 units 
twice a day is probably the minimum effective dosage 
for routine outpatient use. It is doubtful whether 
heat is useful—it is certainly harmful if it is moist. 
The hypertonic dressings seem to be falling out of 
favour : sodium sulphate solution macerates the skin 
and magnesium sulphate paste is painful. When 
infection has spread to the bone of the terminal 
phalanx, healing is certain to take a long time, though 
penicillin may well halve it. Penicillin must however 
be given for much longer than is usual with soft- 
tissue infections, which is not surprising in the light 
of experience with’subacute osteomyelitis elsewhere. 
The surgical measures required when osteomyelitis 
has supervened are much the same as with simple 
pulp infections except that loose pieces of bone of 
any size should be picked out. Excision of the distal 
part of an infected phalanx before natural separation 
has occurred is a disastrous operation which leaves a 
deformed finger-tip and prevents that regeneration of 
the phalangeal diaphysis (after radiological evidence 
of its complete disappearance) which was often seen 
before penicillin and is now still more common. 

The most dramatic application of penicillin to the 
surgery of the fingers is in tendon-sheath infections. 
Before the introduction of penicillin, infection of the 
tendon sheath usually meant that the patient would 


be left with a stiff claw which he would gladly see. 
amputated. CRUICKSHANK and HARRISON found that 


13 unselected tendon-sheath infections in pre-penicillin 
days led to 9 fingers being amputated and 2 left stiff ; 
now, with penicillin, they report only | amputation 
and | stiff finger in.13 similar cases. bD’ABREU et al. 
mention one illuminating case of a nurse with a severe 
incipient tenosynovitis which was aborted in twenty- 
four hours by giving a single dose of 500,000 units. 
Penicillin, it seems, has reversed the prognosis of 
thecal whitlows besides greatly hastening recovery. 
Inpatient treatment, general ansesthesia, and a blood- 
less field, however, are more important than ever. 
The sheath is opened in the palm through an incision 
which need only be large enough to relieve tension. 
CRUICKSHANK” and HARRISON advocate early move- 
ment; once the sheath has been decompressed 
movement is painless, and it must help to prevent 
the adhesions between the tendon and its sheath 
which are the main cause of stiffness. 

_ In the hand, as elsewhere in the body, penicillin is 
not a substitute for properly planned surgery. Though 
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it may abort whitlows it wilt do so only if given 
before the stage at which they are usually presented 
to the doctor; most patients suffer in silence until 
pus has formed, and no kind of chemotherapy can 
supplant the evacuation of pus. All the same, 
penicillin is a notable adjunct to surgery of the fingers ; 
and when bone and tendon sheaths—both tissues 
with a poor resistance to bacterial invasion—have 
been invaded it may make the difference between 
a normal and a crippled hand. It remains to be 
decided whether, as D’ABREU et al. suggest, penicillin 
should be given intramuscularly for all types of hand 
and finger infection, or whether it is ineffective in 
pulp infections except when the deeper tissues are 
involved. It should be easy to collect enough cases 
_ to settle this point one way or the other, and the 
maladies which afflict the finger of our workpeople 
deserve a first priority in medical research. 


Complications in Feeding Experiments 


THE days are passing when it was possible to say 
_ that the presence of a particular vitamin in the diet 
of a man or animal prevents the corresponding 


deficiency disease, and conversely that the absence 


of the vitamin necessarily leads to the development 
of that disease. We now recognise various complica- 
ting factors, some of which prevent the organism from 
developing the deficiency disease when the vitamin is 
absent, while others immobilise or inactivate the 
vitamin and so induce a conditioned deficiency or 
convert a potential into an actual deficiency. For 
example, it is now clear that the prevention or 


production of rickets in-man or animal depends not: 


only on the amount of vitamin D in the diet but also 
_ on the intake and balance of certain mineral elements, 
the presence of anticalcifying factors, the acidogenic 
properties of the diet, and so on. Again, the require- 
- ments of vitamin B, depend on the calorie intake ; 
but fat is vitamin-B,-sparing, and enough fat can 
prevent a deficiency in rats when the diet is devoid 
of the vitamin. Another complicating factor is the 
occurrence of different forms of a given vitamin. 
Vitamin D, is roughly equivalent to D, for the rat 
or human “but not for the chick. The vitamin-A 
activity of a food is not the same as its vitamin-A 
content ; there are various provitamins A (carotenoids) 
which differ in potency, and the degree of absorption 
and utilisation of a particular provitamin A may 
vary from one food to another. 
vitamins needed by man are not all needed by certain 
other animals—thus vitamin C is needed by man, 
but rats, farm animals, and nearly all other mammals 
do not need any in their diet because they can 
synthesise it in vivo. \ 

In the case of several of the B vitamins, two 
complicating factors which have been coming into 


prominence are the possible influence of micro- 


synthesis in the alimentary canal of the host and the 
influence of so-called anti-vitamins or “ toxamins.”’ 
A third factor, a still more troublesome factor to the 
investigator, is the variable response of the animal 
“used for experiment; but this may be a reflection 
of variations in the alimentary microflora. These 
variable factors are well illustrated by recent observa- 
tions on nicotinic-acid deficiency. Until a year or 
so ago only human subjects, dogs, and monkeys 


Furthermore, the 


. influence the “ pellagragenic ” 


seemed suitable for studies on this vitamin. . Rats, 
it was found, thrived when there was no nicotinic 
acid in their diet, presumably having synthesised it 
or obtained it from alimentary microfloral activity. 
It then appeared that the rat could be used for 
nicotinic-acid experiments, provided the. diet was 
deficient in protein and particularly in tryptophane 
(an amino-acid which seems to be involved in 
nicotinic-acid deficiency), and that maize, which 
perhaps contained some anti-vitamin factor, was 
included in the diet. Now, however, a further 
unexpected complication has arisen in these experi- 
ments, for several observers have reported a puzzling © 
variability and lack of consistency in the behaviour 
of their animals. KREHL et al.? find that their 
control rats, which formerly grew satisfactorily on 
a non-maize, low-protein diet without nicotinic 
acid, no longer do so. A similar experience is 


‘ recorded by Dr. KODICEK and colleagues in this issue. 


Moreover these Cambridge workers, who formerly 
found that indole-3-acetic acid, a substance struc- 
turally related to tryptophane, depressed growth 
in a proportion of their rats, no longer find a 
statistically significant difference from the controls. 
The most plausible explanation seems to be that some 
variable bacteriological factor is involved. This 
gains support from the independent observations of 
PERLMAN,’ who found that indole-3-acetic acid, no 
doubt because of its ability to “ block ” tryptophane, 
antagonised the growth of Streptococcus faecalis. 
This organism could however adapt itself to the 
indole-3-acetic acid. It seems likely that the erratic 
results obtained in animal experiments have a similar 
explanation. That is to say, micro-organisms under 
some circumstances can either destroy or synthésise 
nicotinic acid or other nutrients; whereas under 
changed conditions they may fail to do so. In keeping 
with this general picture are the results of Duos,‘ 
who finds that indole-3-acetic acid inhibits the growth 
of various other micro-organisms, and that the 
inhibition is reversed by tryptophane ; whereas other 
workers,’ using yet other micro- organisms, find that 


‘indole-3-acetic acid has no effect unless given in very 


high. concentration. 

It still remains uncertain whether the apparent 
pellagragenic activity of maize is due essentially to a 
toxamin—an anti-nicotinic-acid or an anti-tryptophane 
substance—or whether some other combination of 


factors is responsible, such as its low content of 


tryptophane and perhaps some other amino-acids. 
Other workers have reproduced the growth-depressing 
effects on rats without using maize at all, as by 
the addition to the diet of gelatin, acid-hydrolysed 
casein, or an appropriate mixture of isolated amino- 
acids.” Probably each of these factors, then, can 
properties of a diet— 
the deficiency of nicotinic acid, a deficiency or 
imbalance of certain amino-acids, the presence of a 
toxamin, and the type of bacterial activity in the gut. 
The action of bacteria is undoubtedly the most 
difficult to predict or control. Present uncertainties 


` KED; W. A., Teply, L. J., Elvehjem, C. A. Science, 1945, 101, 
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Dubos, R. Proc. Soc. exp. Biol., N.Y. 1946, 63, 317. 
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Soc. Chim. biol., Paris, 1947, 29, 183. 
Salmon, W. D. J. Nutrit. 1947, 33, 169. 
- Hundley, J. M. Fed. Proc. 1947, 6 410. 
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may perhaps find their counterpart in the earlier 
history of vitamin B,, when it was found that an 
irregular proportion of rats maintained on a diet 


. devoid of the vitamin unaccountably failed to develop 


symptoms of deficiency. The trouble was later 
identified and given a name, “refection ’’—a 
phenomenon due, as we now know, to a peculiar 
type of fermentation of the food brought about by 
changed bacterial action in the intestine. 


~ Annotations 


' BUILDING THE HEALTH SERVICE 


In an address last week to the Institute of Public 
Administration Mr. John L. Edwards, parliamentary 
secretary to the Ministry of Health, referred to the 
undisputed deficiencies of the present medical organisa- 
tion. National Health Insurance benefits only twenty- 
one million people, and some of the uninsured are 
deterred from seeking medical advice by the cost; 
under the existing system continuity of treatment is 
not assured ; doctors are badly distributed ; the general 
practitioner works too much in isolation ; the hospital 
system has grown up haphazard, the service varying 
from good to very bad; and the mental health services 
are cut off from other branches. Discussion in Parlia- 
ment was centred not on the existence of these problems 
but on how best to deal with them; and the Act which 
emerged did no more than give the powers necessary 
for the establishment of a new service. 

This service is divided into three main branches : 
general-practitioner, and local and domiciliary 
health services. At the Ministry progress has been 
greatest with the hospital services. In formulating the 
fourteen hospital regions the first aim was to provide 
a'good planning unit. The areas are designed for 
administrative purposes, and there is no intention to 
confine patients within the boundaries of their own 
region. The regions vary in size—Manchester has 
four million people, while Oxford has under one million 
~—and the performance of the different regions as planning 
units will be compared. Members of “regional boards 
were not chosen as delegates or representatives of 
interested bodies. Selection was difficult, but ‘judging 
by the criticism we have received we have done it fairly 
well.” The work of the boards is going to make heavy 
demands on the members’ time. The Minister’s wish 
is that in setting up hospital management committees 
the boards shall be guided not so much by size as by 
function. Management committees may be appointed 
to a single hospital or to a group of hospitals: there is 
no rigid formula. The Minister will advise on the types 
of organisation to be consulted before the committees 
are appointed ; but otherwise the regional boards will 
have a free hand. A list of hospitals and of convalescent 
homes coming under the Act has been prepared by the 
Ministry ; but the future of some hospitals will not be 
settled at once, and in a few cases the question may 
be referred for arbitration. Public-assistance institutions 
now house both sick and fit, and protracted negotiation 
will be required before all the sick are in hospitals under 


the regional boards and only the healthy are accommo- _ 


dated in these institutions. Local authorities have been 
asked to readjust their stafis so that the boards will get 
sufficient personnel and the authorities will not be unduly 
deprived ; the allocation is important for the officers 
concerned, since those who come under the boards will 
benefit by the new superannuation scheme, which, 
Mr. Edwards suggests, is the most flexible yet devised., 
Hitherto the creation of the machinery for the general- 
practitioner service has proved a straightforward task. 
Nearly all of the local executive councils have now been 
formed, and these are working in harmony beside the 


HOW DOES RUBELLA ACT ON THE EMBRYO? 


are important. 
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old insurance committees. Local authorities have been 
enjoined to use voluntary services, and, for the day-to-day 
running of part 3 services, to devolve responsibilities 


` to subcommittees in various parts of county areas. 


In moulding the service decentralisation has had to 
be reconciled with central supervision; the Minister 
must, for example, supervise finance. A common pattern 
throughout the country is not wanted, but the service 
should also not be much worse in one area than in 
others. It will be particularly difficult to decide how 
much the Minister should interfere with hospital planning 
and development; considerable delegation is contem- 
plated, but expert advice from the centre may be useful. 
In general, the guiding principle is that decisions should 
be made at the lowest possible levels. Even so, simple 
objective criteria for judging performance, particularly 
of hospitals, must be evolved. In the service bureau- 
cratic methods are to be shunned; there should be 
neither delay in treatment nor too much form-filling ; 
the Ministry is investigating the possibility of reducing 
and simplifying forms, but ‘‘ I am not too optimistic,” 
for checks are necessary to avoid abuse of the service. 

Under the Act doctors may engage in both publie 
and private practice. The danger here is that some 
may provide a better service for private patients; if 
this were to happen and patients were not to use the 
service, the whole scheme would fail. Thus the aim 
must be to set a high standard; but though for the 
maintenance of this standard disciplinary machinery is 


‘necessary there will still be complete clinical freedom. 
The ideal should be to treat patients in their ordinary ` 


social environment. Much of the work now done’ by 


clinics could be restored to practitioners if these were 
relieved of routine and were provided with better 
facilities ; and here group practice and health centres 


The practitioner must be restored to 
the position he used to occupy. 3 

Between the three arms of the new service there are 
bound to be frontier difficulties and boundary disputes. 
This has been acknowledged by allowing for overlap 
in the constitution of bodies and for the passing on of 
proposals from one body to others. Much will depend 
on the readiness of bodies to see the service as a whole ; 
and for complete success much will still rest with the 
public. 


HOW DOES RUBELLA ACT ON-THE EMBRYO? 


THE response to the original observations of Gregg, 
and Swan, and Tostevin on congenital defects following 
rubella in the mother has passed through the phase of 
scepticism, via surprise, to complete confirmation and 
acceptance. We may now be entering the stage of 
attempted rationalisation of a group of facts for which 
no-one except the experimental embryologists seems to 
have been prepared. These embryologists, indeed, see 
in the clinical observations only a satisfying example in 
man of a well-known experimental finding—that the 
time of application of a noxa to a developing embryo 
determines the resultant developmental defect; the 
nature of the noxa is much less material, provided that 
it will retard mitosis. Evidence that diseases other than 
rubella can produce similar defects is accumulating, as 
is also a mass of data concerning the variety of defects 
met with and their relationship to the time of the 
maternal infection. This line of work is likely to yield 
fruitful results. ~ 


Meanwhile the exact mode of action of the virus 
remains obscure. If we accept the analogy with 
the experimental findings—mainly in amphibia—the 
virus or toxins attack whatever organs are actively 


developing at the time. This does not explain why, 
though the defects are widespread, they do not extend 
to all parts of the body. Brown! suggests that the 


— ae 


1. Brown, E. E. Nthwest Med., Seattle, 1947. 46, 288. 


virus acts on 1 the adrenal only, and that all the other 
-defects are secondary results of adrenal failure. He 
maintains that hypoadrenia alone will account for defects 
in the eye, heart, ear, ‘teeth, brain, and stomach. He 
is a little puzzled as to how the lens and the inner ear 
are regulated during the second month by the adrenal, 
and makes a gallant effort to square the circle by remark- 
ing that ‘‘ since the lens is derived from the forebrain 
its small size might easily result” from insufficient 
` adrenal control ; in fact the lens is derived from surface 
ectoderm. But Brown’s hypothesis is based on a more 
fundamental error. The adrenal itself is a late develop- 
ment. The anlage of the cortex, it is true, is present 
during the second month, but there is no trace of the 
medulla until the end of the sixth week. No secretion 
of adrenaline is possible till the end of the organogenetic 
period (end of third month) and no lipoid or chromaffin 
reaction can be obtained before the sixth month. It 
seems very unlikely, therefore, that the ‘regulation of 
- organogenesis (which is disturbed by rubella) is related 
_to any endocrine activity comparable to that of post- 
natal life. The genes, the organisers, and. the growth 
gradients -themselves are mapping out the endocrine 
organs during the first three months, and the problem 
is one of experimental embryology, not adult pathology. 
If hypoplastic adrenals are found in post-rubella infants 


(and in Swan’s cases they were not) are they not likely — 


to be an additional manifestation -of the suppressive 
action of the virus on rapidly differentiating structures, 
‘rather than the primary lesion ? 

The important new pathological concept of extrinsic 
-sublethal interference with organogenesis, introduced by 
the outstanding Australian work, will only be thoroughly 
clarified when ‘embryologists, pathologists, obstetricians, 
and statisticians tackle it together. There is no need 
to rationalise, since the subject is easily accessible to 
experiment and observation. 


LEISURE FOR PRACTITIONERS 


SHORTLY after, the annual representative meeting of 
the British Medical Association a correspondent in the 
British Medical Journal took the representatives to task 
because they had rejected a proposal from Paddington 
“ that in any National Health Service adequate provision 
- shall be made for a rota of practitioners for duty at 

night, weekends, holidays, and during sickness.” He 
regarded this rejection as contrary to the trend of present 
opinion among practitioners. Actually, however, the 
proposal was rejected because the representative body 
felt that agrangements of this kind are better made 
locally and spontaneously rather than by central decree. 
This is a matter in which in fact local action is beginning 
to bear fruit. 

Birmingham produced one of the earliest schemes, 
which was designed to give insurance practitioners 
freedom at weekends. From 3.30 p.m. on Saturday to 
. 9 A.M. on Monday the medical work needing to be 
done (at the Saturday evening surgery or by urgent 
visiting) is concentrated in the hands of the duty prac- 
titioners, while the others are free to be at leisure. 
The city area has been divided into sections suited to 
the purpose, and all practitioners willing to accept 
their turn of responsibility: are free to join in the 
arrangements. Notices are posted in the surgeries giving 
patients the dates on which their own doctor will be out 
of reach, and the name of the doctor who will be acting 
for him. A similar scheme at Bolton aims at giving 
doctors freedom on the afternoons of Wednesday, 
Saturday, and Sunday. According to press reports, on 
each of these afternoons and evenings there will be a rota 
of four doctors (from among fifty practising in Bolton) 
available for emergency work. This seems at first sight 
a rather small proportion to remain accessible, and it 
will be interesting to learn whether it proves sufficient. 


LEISURE FOR PRACTITIONERS 


‘which Evans divides into three types. 
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Press cuttings from other parts of the country give 
fewer details, but are evidence of a growing desire 
on the part of practitioners to have their own arrange- 


‘ments established before the arrival of the appointed 


day. Much good can come of these experiments and 
we hope that more may soon be heard—perhaps at the 
coming Panel Conference—about their results in practice. 


STERNUM AND HEART 


DEPRESSION of the lower end of the sternum is fairly 
common, for Lang! noted it in 3-5% of children during 
their first year at school. On another page Sainsbury 
records a family in which 6 mild cases occurred in four 
generations—apparently as a dominant character. The 
effect of this defect on the position of the heart is 
apparently not glways appreciated, seeing that Evans ? 
recorded 16 examples in adults who were referred for 
a second opinion because of suspected heart disease. 
In 5 of these patients rheumatic heart disease had 
originally been diagnosed, while another 4 had been 
relegated to grade 3 or 4 by medical recruiting boards. 


. Yet another, a lad of 19, had on the advice of his doctors 


discontinued work as a medical student and had sub- 
sequently been placed in grade 4 by three different 
medical boards after examinations which included a 
radiologist’s report that the heart was greatly enlarged. 
When seen by Evans all 16 were found to be healthy, 
“ handicapped only by the restriction imposed on them 
by a medical examination that had misinterpreted the 
clinical and radiological signs.” 

All these patients had depression of the lower sternum, 
The first type is 
the deepest, or ‘* funnel,” depression, of which there were 
2 examples in Evans’s series; the anteroposterior 
diameters of these patients’ chests were 4!/, and 5 in. 
In the second type, the “ cup ”’ depression is somewhat 
shallower ; 
anteroposterior diameters between 5!/, and 53/, in. 
In the shallowest, or ‘‘ saucer,” depression, of which there 
were 6 examples, the anteroposterior diameter ranged 
from 6 to 6'/,in. In every patient with sternal depression 


the apex-beat was displaced to the left—sometimes 


beyond the anterior axillary line—and there was a mid- 


systolic murmur best heard at the left edge of the’ 


depression. It was presumably the combination of this 


murmur with the displacement of the apex-beat that had 


usually led to the erroneous diagnosis of heart disease. 
The radiological findings were outstanding. In the 
2 patients with a funnel depression the heart was dis- 
placed bodily to the left, but there was no change in the 
shape or size of the cardiac outline. In the patients 
with a cup depression the anterior film showed slight 
or moderate enlargement. of the cardiac outline with 
prominence of the pulmonary arc, but the oblique view 
showed that the cardiac silhouette was normal. With 
the saucer depression the findings were similar to those 
with the cup depressign, but less pronounced. Other 
features were the transparency of the cardiac shadow 
in the anterior view on screening, and in the left oblique 
films the displacement backwards of the heart until it 
overlapped the vertebrae and the constriction of the 
so-called aortic window. 

_Evans’s explanation is Bassa on his finding that 
in 16 healthy adults the anteroposterior diameter of 
the chest averaged 7°/, in. and was never less than 7 in., 
while the anteroposterior thickness of the heart was 
3 in. and the thickness of the sternum, vertebral column, 
and the soft tissues covering them about 33/, in. If 
the anteroposterior diameter of the chest is less than 
the sum of these last two figures—i.e., 6°/, in.—the heart 
is compressed and thereby has its lateral limits extended. 
If this compression is gross, as in the funnel depression, 


1. Lang, K. Klin. Wschr. 1928, 7, 1283. 
2. Evans, W. Brit. Heart J. 1946, 8, 162. 


Evans had 8 examples of this kind, with 


™, 
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ANKYLOSING SPONDYLITIS 
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the whole heart is pushed over to the left, but in the less 
severe cases the heart is compressed in the “ sterno- 
spinal vice,” giving a superficial radiological impression 
of enlargement. These results illustrate once again 
how necessary is radiology in the routine examination 
of the cardiovascular system. 


DIABETIC NEUROPATHY 


INVOLVEMENT of the nervous system is one of the 
commoner complications of diabetes mellitus. In the 
days before insulin Kraus! reported abnormal tendon- 
jerks in 40% of his diabetic patients and impairment 
of vibration-sense in. the legs in a third of them, while 
in 426 patients studied by Broch and Klovstad ? some 
of the jerks were absent in 48-7%. The exact types of 
neurological involvement, the pathology, and the 
relationship between the metabolic disturbance and the 
neurological abnormalities are still doubtful. Jordan? 
divided the neurological complications into four groups— 
(1) hyperglycemic, in which tenderness of nerve and 
muscle, usually without objective signs, is found in 
patients with a high blood-sugar and responds well to 
treatment of the diabetes; (2) circulatory, in which 
there are signs of arteriosclerosis in addition to neuro- 
logical involvement ; (3) degenerative, in which impaired 
tendon-jerks and poor pupillary reaction to light occur 
without severe symptoms; and (4) neuritic, where there 
are relatively serious symptoms and abnormal signs in 
the legs coming on fairly acutely and gradually improving 
in the course of weeks or menths. Broch and Klovstad 
found that their cases fell into somewhat similar groups 
though they have avoided the etiological terms which 
Jordan used. 

The main symptom of diabetic neuropathy is pain in 
the legs, which may be very severe, especially at night, 
and is accompanied by considerable tenderness of the 
muscles. In the more advanced cases there is wasting 
and weakness of muscles and sometimes foot-drop, 
absent ankle-jerks and knee-jerks, and impaired vibration- 
sense ; position-sense in the feet may be lost, resulting 
in ataxia. Sometimes there is cutaneous sensory impair- 
ment, which may be dissociated in type, resembling 
that found in syringomyelia, and may be in the distri- 
bution of spinal root segments rather than in the 
peripheral-nerve areas commonly affected in other types 
of peripheral neuritis. Of 100 cases of diabetes with 
neurological signs Rudy and Epstein * noted evidence of 
spinal-cord involvement in 26, but they did not give details 
of these cases; in 1904 Williamson ë demonstrated 
histological signs of degeneration in the posterior columns 
of a diabetic aged 25 who died in coma and was known 
to have had absent knee and ankle jerks. Disturbance 
of bladder function similar to that found in tabes 
dorsalis may be associated with the peripheral neuropathy 
(in 10 of 125 cases reported by Rundles *), and in rare 
cases this may occur without other clinical evidence of 
neuropathy. i 

It seems certain that the neuropathy is not the direct 
. result of hyperglycæmia or ketosis; it may be seen in 
patients whose diabetes is well controlled by diet and 
insulin,? whereas other patients who were free of neuro- 
logical signs before treatment have developed symptoms 
and signs shortly after treatment has been started. 
Inevitably lack of vitamin B, has been suggested as 
the cause, but Needles’ and also Fein et al.,? who 
from this point of view investigated the diets given 
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. neuropathy remains obscure, which 


to their patients, found that neuropathy could oceur 
when the intake of B, was well above normal 
requirements. Treatment with large doses of vitamin B, 
does not notably affect the rate of recovery of these 
patients, and if the vitamin is in any way connected 
with the neuropathy it must be in relation to some 
subtle upset of carbohydrate metabolism. Some workers 


think there is an important relationship between peri- 
pheral vascular disease and neuropathy, and Broch and 
Klovstad suggest that the neurological involvement is 


in some unexplained way the consequence of circulatory 
disturbance ; but only about 10% of their neuritic cases 
had impalpable pedal pulses, incipient gangrene, or 
ulceration, while a further 12-5% had other evidence of 
vascular disease, such as cerebral arteriosclerosis, angina 
pectoris, or retinal vascular changes. Of Rundles’s 
125 cases only 25 had clinical evidence of peripheral 
vascular disease. l 

At present, therefore, the pathogeny of diabetic 
makes rational 
treatment difficult, other than effective control of the 
diabetes. It is usual for slow improvement to take 
place over.a period of weeks or months, but in some 
patients pains in the calves and ataxia persist and the 
knee and ankle jerks are permanently impaired. 


ANKYLOSING SPONDYLITIS 


THE need for more detailed classification of ankylosing 
spondylitis was emphasised by several speakers at last 
week’s meeting of the Heberden Society. Dr. C. W. 
Buckley expressed his belief that there may be two 
types: the first type, which attacks adolescents, usually 
males, is acute and spreads rapidly ; while the second, 
which starts in or after the late twenties, is found less 
predominantly in men and is less acute, with slighter 
involvement of the sacro-iliac region in the early stages. 
Dr. Buckley maintains that the diagnosis should not 
be made on the strength of sacro-iliac changes unless 
these are accompanied by an increased blood-sedimenta- 
tion rate or characteristic spinal changes. Progress, he 
suggested, has been retarded and the truth masked by 
the acceptance of this disease as a form of rheumatoid 
arthritis. Ankylosing spondylitis is an osteopathy; this 
is evidenced in the spread of connective tissue from the 
bone-marrow ahd in the osteoporosis, which is often 
extreme. The distinction is borne out in the differing 
response to gold : gold, which has an affinity for synovial 
tissue, is more or less effective in rheumatoid arthritis, 
whereas in ankylosing spondylitis it does little or 
no good. 

Mr. N. L. Capener could offer little that was new or 
encouraging in surgical treatment. During the active -` 
phase he tries to achieve physiological rest by the 
Bradford frame or one of its modifications, combined 
with head retraction. There is little place for the plaster 
jacket, and a plaster bed must be used only with care; 
jackets restricting respiratory function are to be abjured. 
The orthopædist’s aim is correction of the deformity, - 
maintenance of the correction, and re-education. Osteo- 
tomy may be needed; osteotomy of the hip is often 
helpful, but cases must be well chosen since by this 
operation patients are on their feet at the expense of 
sitting down. Osteotomy of the spine may give even 
better results ; Smith-Petersen has evolved a technique 


‘by which multiple excisions are made at the site of the 


old posterior apophyseal joints. With reconstructive 
procedures the difficulty—apart from biological con- 
siderations such as muscle wasting—is that interposed 
fascial flaps are almost bound to become ossified. Final 
results would be better if the costovertebral joints could 
be mobilised. 

Dr. I. G. Williams was uncertain why radiotherapy 
benefits this condition. Applying, as he does, 300 hour- 
units to each of two fields daily, irradiation of the whole 


This therapy is not without its dangers : 


‘is fitted for orthopedic treatment. 
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spine takes three weeks; even where the sacro-iliac 
region alone is affected, he treats every part of the spine. 
the skin is 
particularly liable to react because of the immediately 
subjacent bone; and, since operation may be necessary, 
treatment should not be’ continued beyond the stage 
of the hard, dry, scaly skin reaction. Moreover, the 
possibility | of blood changes has to be borne in mind ; 

and. in women the sacro-iliac region cannot be effectively 
treated without exposure of the’ ovaries to irradiation 
and the risk of artificial menopause and chromosome 


- ‘abnormalities. The symptoms of artificial. menopause 


may be averted by the administration of oestrogens ; 


-but there is no evading the danger of chromosome 


changes, the reality of which has been proved in animals. 
Dr. Williams is thus led to advise against this treatment 
for any young women wanting children. The benefits 
of irradiation are that pain and paravertebral muscular 
spasm are.reduced, mobility is increased, and the patient 
In the early stages 
the patient may regain full movement ; and even where 
the condition is advanced pain is relieved. If symptoms 
recur after a full course one further course may be given 


. after a six-months interval; but the two courses should 


EN 


~“ 


be supervised by the same therapist. 


PLANS IN EIRE ~ 


EIRE has now produced a white-paper outlining 
the changes contemplated under the Health Act lately 
passed. Over the next ten years the State is to assume 
financial responsibility for a steadily increasing proportion 
of the health expenditure. At present some £5!/, million 
is being spent each year from public funds, about one- 
sixth of which is paid direct by the State and five-sixths 
by the local authorities; but it is intended that in 


ten years’ time just over £9 million shall be allocated, 


of which half will come from central funds. 

For administrative purposes Eire is to be divided 
into three regions, based on the university teaching 
centres of Dublin, Cork, and Galway, and upon these 
regions willbe centred institutional services and special 
services such as those for cancer, for rheumatism, and 
for pathological investigations. The more direct services, 
on the other hand, are to be administered at a county 
level by special local health councils on which will be 
represented the county and county-borough councils, 
together with codpted members “ having special know- 
ledge of, or interest in, health administration.” These 
health councils will be concerned with tuberculosis, 


infectious diseases, venereal diseases, mother-and-child 


and general-practitioner services ‘‘in so far as these 
services do not relate to the provision of institutional 
care and specialist facilities.” Each county will be 
divided into districts served by health units normally 
consisting of a doctor, a nurse, and a midwife. Properly 
equipped local health clinics will in time be provided 
—gsome with X rays but all with accommodation for 
medical examinations, for pharmacy, for record-keeping, 
and for hygiene instruction. In country districts these 
centres will be adapted where possible from the existing 
“ dispensary buildings.” A few major health centres will 


be available at selected places to deal with complicated 


or specialised cases sent on from the local clinics. 

Unlike those proposed in Great Britain these health 
services will not be freely accessible to all who care to 
use them. Only people whose income is below £250 a 
year—or in the- case of farmers whose holding is rated 
at a valuation of less than £25—may avail themselves 
of all services unquestionably, and even these may be 
asked to make token payments to the district medical 


- officer for general-practitioner services (except in respect 


of maternity and child welfare and the treatment of 
infectious disease). The next income-group (£250-£500, 
or farmers rated at £25-£50) is excluded entirely from 
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participating i in the general-practitioner services, but may 
receive regional services on payment at prescribed rates. 
District and county hospitals will. provide general 
hospital services, but only the regional. hospitals will 
offer a full range of specialist investigation and treatment. 
This is probably inevitable in a country in which so 


‘many of the people live in small scattered communities, 


but good integration and association (including transport) 
between central and: local units will be necessary if 
hospitals lacking suitable equipment and staff are to be. 
dissuaded from undertaking specialised work. This, 
danger may easily be accentuated by he ambitious 
plans of hospital building in country areas which to some 
extent have been already realised with the aid of funds 
derived by the Hospital Trust from sweepstakes. The 
trust has at present £9 million which is to be used, 
together with supplements from local authorities, on 
a country-wide hospital building programme likely to 
cost some £30 million. This is the estimate for provision 
forthe acutely sick, and another £13 million will be required 
before the aged and infirm are properly accommodated. 

Judging from this white-paper Eire has much leeway 
to make up, but is planning resolutely to give her people. 
as good a service as possible within her financial limits. 


WHO IS TO PAY FOR MEDICAL FILMS? 


THE making of medical films, in the view of the 
Scientific Film Association’s medical committee,’ should 
no longer be left to a few enthusiasts, attached to photo- 
graphic units in universities and medical schools, to 
public-spirited industrial bodies, or to Government 
departments (which occasionally produce a few); nor 
should it be left to commercial enterprise ; the cost 
should be met from public funds. In July Sir Ernest 
Graham-Little asked the Chancellor of the Exchequer 
to earmark sums for the production of medical films, and 


- received the reply? that it is for the medical schools 


to apply to the University Grants Committee for funds 
for this purpose, Besides making grants to universities ` 
as a whole, that committee administers an additional 
Treasury grant of a million pounds a year intended for 
recurrent grants to medical schools; and the Scientific 
Film Association propose that a small proportion of this 
should’ be set aside for the production and distribution 
of medical films, possibly by financing a new body to 
make films for the whole country. A sum of £58,000, 
they think, would cover an initial two-year programme 
to supply films for all our medical schools; and this 
represents: only 21/,% of the special grant to medical 
schools over two years. The S.F.A. medical committee 
could ensure unity ‘of: purpose .between the film com- 
mittees in universities and medical schools, those of the 
British Medical Association and British Medical Students’ 
Association, and the Government departments interested 
in postgraduate medical teaching ; if funds were forth- 
coming an immediate start could be made with the 
powers programme. 


THE KING’S SPEECH 

In opening Parliament on Tuesday H.M. the King 
began by speaking of our “grave economic difficulties, 
affecting almost the entire world,” and of his confidence 
that in these times of hardship the nation will once 
again demonstrate its resolution and energy. The 
Government’s first aim will be to redress the adverse 
balance of payments, particularly by expanding exports, 


and they will give all: possible help to the home pro- 


duction of food. Legislation projected against this 
sombre background includes Bills for abolishing the poor- 
law, for reforming the administration of criminal justice, 
and for extending the scope of public care of children 


deprived of normal home life. ` 
1. Sir Kenneth Goadby is chairman and Mr. o. J. Longland hon. 
secretary of this committee. 


2. See Hansard tor July 18, 1947. 
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From the Department of Education of the Deaf, 
Manchester University 


PROBABLY in no other branch of education are the 
_ “possibilities of progress so great as in the education of 
the deaf. Unquestionably the most difficult part is the 
education of children who were born deaf or have 
become deaf so early in life that they cannot learn to 
talk in the ordinary way. The official policy of the 
Ministry of Education and of the Scottish Education 
Department is to give every deaf child an opportunity 
of acquiring speech. This is also the policy formulated 
by the Office of Education of the Federal Government of 
the United States. | 

A new conception of this aspect of the education 
of the deaf has resulted from experimental work with 
very young deaf childyen. In. the past there was a 
tendency to emphasise the intellectual needs of deaf 
children (Story 1915). The teaching of lip-reading and 
speech was understood and practised in terms of formal 
schooling (Haycock 1933). Often they were (and 
sometimes still dare) taught: piecemeal, in prescribed 
lessons, very much on the same basis as other school 
subjects. 

It is now possible to develop speech comprehension 
through lip-reading in deaf children under 2'/, years of 
age, with the result that they make spontaneous attempts 
to talk. It is advisable to begin training at the age of 
6 months or as soon as deafness is discovered. Inevitably 
this has entailed a different approach from that formerly 
made with deaf-and-dumb children, who were admitted 
to school at the age of 5 years or later. With infants and 
very young children formal methods of teaching are 
impracticable and unsuitable. 

Learning to walk and talk depends on (1) maturation, 
a factor of inner growth which cannot be brought under 


environmental control, and (2) the opportunities for 


learning. With the young child successful learning is 
always essentially spontaneous ; it only takes place in 
so far as it satisfies the needs of his personality as a 
whole. 

Habits of speech comprehension, vocalisation, and 
talking are an aspect of a child’s growth in personal- 
social relationships. This growth is as much emotional 
as intellectual. A baby learns to talk so that his physical, 


social, and practical needs may be satisfied through | 


the response of others to his attempts to express them 
vocally. The needs are his, and stages in the develop- 
ment of his body and mind set the pace. In the first 
place it is his dependence, as an immature and relatively 
helpless being, on persons stronger and more skilful 
than himself for life, health, and happiness during the 
first five years that normally makes those years the 
natural and optimal period for him to acquire speech. 


‘HOME TRAINING UNDER SUPERVISION 


As part of an experiment, 32 deaf children, ranging 
in age from 12 weeks to nearly 3 years and referretl to 
the research unit at Manchester University for tests, 
have been given home training by their parents under 
the guidance of one of us. In every instance but one 
the children have first developed a habit of watching 
for speech and have then begun spontaneously to lip- 
read. These beginnings have been characterised by 
naturalness and apparent absence of any need to look 
at the face of the speaker in any fixed or concentrated 
way. The children seem also to have capacity to 
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grasp the associations that’ constitute the meaning of 
a new word or phrase with a freedom that contrasts 
sharply with the effort to lip-read that is so common 
in older beginners. 

All of the children have vocalised freely when they 
have wanted something, and many of them have 
vocalised in response to speech. In 16 cases there have 


‘been spontaneous attempts to say words in appropriate 


situations. Such attempts have been made at a later 
age and are less accurate than, those of children who 
hear. : 

The earliest beginnings in speech have been made 
at 18 months of age, but some of the children have 
not begun to lip-read or to speak until after the age of 
2 years. The rate and extent of progress have varied 
considerably. No doubt they depend in part on the 
parents as well as the child. Common sense, under- 
standing, and affection in the parents count more 
than does a high standard of education or intellectual 
ability. 


A. B., who became totally deaf at 7 months, after meningitis, 
began to lip-read when he was 1 year and 8 months old, 
and to imitate words spontaneously at l year and 10 
months. 


C. D., first seen at 1 year and 8 months. severely deaf 
from birth, started to lip-read a month after his mother 
had begun to offer him home training. At 2 years and 
2 months he was both lip-reading phrases and senten 
and spontaneously trying to repeat words. . 


E. F., first seen at 1 year and 3 months, born so severely 


deaf that her mother could not make her hear her voice, 


began to lip-read after three months’ training. At 2 years 
and 5 months she could lip-read hundreds of phrases and ` 
words. At 2 years and 11 months she tries to imitate any 
word that holds her interest. 


G. H., first seen at 2 years, born deaf, has had continuous 


‘home training. He did not begin to lip-read until he was 


3 years and 3 months old, and so far has only imitated 
approximately and used spontaneously “ Thank you” and 
“ Goodbye.” . 


' The benefit of this early training is threefold. First, 
the child’s personality is extended through a widening 
and deepening of the child-parent relationship. Though 
in the early stages the child’s vocabulary is very limited, 
the kind of training provided brings parents and child 
into an ever-closer relationship and helps to build up 
in the child a confident attitude towards normal social 
contacts. By contrast, if child and parents rely on 
gesture as a means of communication, the isolation of 
the child from normal society increases with advancing 
age. Secondly, as with the hearing child, the analysis 
and synthesis involved in speech comprehension stimulate 
and enrich the child’s mental experiences. Thirdly, 
the normality of the home environment, as a place 
where everyone communicates by speech, is being 
conserved and established before the child goes to 
school. eh r 

Both the beginning and the nature of the home 
training depend on the results of tests of hearing made 
in the research unit. A građed series of tests used 
with children aged from 4 weeks to 5 years has been 
described in detail elsewhere (Ewing and Ewing 1944, 
1947). l 

From the results of the tests children are ultimately 
classified into three groups. Those to whom an unraised 
moderately loud voice at 3 ft. is audible are partially 
deaf. Those who respond only to a loud raised voice 
at 1 ft. are severely deaf. Young deaf children who 
cannot hear a loud voice at 1 ft. must be treated as 
totally deaf to speech. Home training is modified to 
the needs of children in each of these three groups— 
i.e., the parents aim at developing speech comprehen- 
sion in partially deaf children through hearing, aided 


- 


. to hear as the result of tests made at one visit. 


speech is the essential factor. 
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in severely deaf children through lip- 
reading stimulated by hearing; and in the totally 
deaf child through lip-reading alone. It is rarely possible 
to reach a conclusion about a young deaf child’s acer 

ost 
of the 32 children already mentioned visit the clinic 
periodically, and the parents come for guidance at 


by lip-reading ; 


regular intervals. s 


EDUCATIONAL OPPORTUNITIES 


* Under the Education Act of 1944 special educational — 
‘treatment of children handicapped by defects of hearing 


may be begun at the public expense at the age of 2 years 
and is to be continued to the age of 19 years. In the 
Handicapped Pupils and School Health Service Regula- 
tions, 1945, provision is made for two groups of children 
with impaired hearing: (1) deaf children—i.e., ‘‘ pupils 
who have no hearing or whose hearing is so defective 
that they require education by methods used for deaf 
pupils without naturally acquired speech or language” ; 
and (2) partially deaf pupils—i.e., ‘‘ pupils whose hearing 
is so defective that they require for their education 
special arrangements or facilities but not all the educa- 
tional methods used for deaf pupils.” l 

The Ministry of Educatión (1946) states that if with 
the help of lip-reading and/or the use of a hearing-aid 
a partially deaf pupil can make satisfactory progress 
in an ordinary school he should remain there, but if 
he has difficulty in keeping his place in class he should 
enter a special school for the partially deaf where 
continuous special education would be provided for him 
through the use of an appropriate hearing-aid combined 
with lip-reading. The main problem, therefore, in 
classifying a partially deaf pupil is to decide whether 
he will need part-time or full-time special educational 
treatment. This problem can be readily solved by a 
series of tests, together with the otologist’s report and 
the general medical history. The tests include pure-tone 
audiometry, speech tests of hearing, and tests of educa- 
tional achievement and of mental ability. The giving 
of these tests presents little difficulty with pupils aged 
6 years or more. With children aged 5 years or younger 
other factors must be taken into account. A pure-tone 
test does not give the information that is most urgent 
about a child of pre-school age. His capacity to hear 
At his age he cannot 
be given tests of educational attainment ; nor can his 
comprehension of language be assessed through reading. 
We have therefore discarded the ‘tunnel test” with 
the pure-tone audiometer (Ewing 1930) in favour of the 
tests of capacity to hear speech and other meaningful 
sounds. | 

It has been shown already that modern educational 
treatment for a child with impaired hearing should be 
preceded by suitable home training to the age of 3 or 4 
years. Unless parents are qualified teachers of the deaf 
they cannot convert their child’s spontaneous imitations 
of words into intelligible speech ; nor can they develop 
his acquisition of language. Attendance at a nursery 
class or school is therefore the next step. Here lip- 
reading and‘ speech would be further developed and, 
whenever possible, stimulated by auricular training. 
Later the child would proceed through the kindergarten 
to the junior school. In a recent Medical Research 


‘Council investigation (not yet published) the hearing of 


343 pupils in eight schools for the deaf was tested: 
243 had some useful capacity to hear speech with a 
group hearing-aid; and 144 could recognise called 
numbers, by hearing alone, with a degree of accuracy 
varying from 50-100%. . 

The application of scientific inventions in the form 
of better hearing-aids and amplifying apparatus calls 
for certain modifications of, and additions to, the older 
methods by which speech and language were taught as 
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subjects in the school curriculum. But a deaf child’s 
success in learning to talk intelligibly does not depend 
solely on his residual capacity to hear. Mental factors 
are also of great importance. Some totally deaf pupils 
acquire lip-reading and speech to a very useful degree. 
Speech becomes their first and principal language. In 
other cases, in spite of some useful capacity to hear, 
the best standard of lip-reading and speech of which 
a child is capable falls short of what is considered to 
be a “useful” standard. In any modern system of 
classifying the pupils within a school for the deaf account 
must be taken of two groups of children: (1) those 
who have some residual capacity to hear or who, in 
spite of total deafness to speech, can be enabled to 
communicate with ordinary people by speech; and 


` (2) those who, with or without any capacity to hear 


speech, have proved to have little aptitude for learning 
to lip-read and to talk. These pupils are usually 
transferred to “ silent ” classes. Obviously the “ silent ” 
classes should not form part of the régime of an “ oral ” 
school. The needs of these less fortunate pupils are 
not negative but very positive. They require a different 
kind of educational treatment and environment, through 
which opportunities for the development of personality 
and of their practical and mental abilities are provided. 
At present the needs of this group of children are a 
matter of concern to teachers of the deaf and to those 
responsible for the organisation of special schools, most 
of which have, until now, been constituted on an all-age 
basis.for the education of pupils with defective hearing 
of all types other than the ineducable. It is now hoped 
to allocate to certain schools responsibility for children. 
belonging to specific categories. This is the only means 
by which the educational needs, characteristic of different 
age-groups, can be given the practical recognition that 
they already receive in the case of -ordinary children. 
This reorganisation already includes provision for 
grammar-school education for pupils of superior ability. 
There should also be separate schools for the deaf who 
are incapable of oral education. It is contrary to their 
interests to remain as a minority tacitly, if not explicitly, 
recognised by their fellow-pupils and teachers as inferior 
in educability and status. 


NEW PROSTHETIC EQU IPMENT 


Recently we saw in New York a demonstration of 
the equipment developed in Bell Telephone Laboratories 
to make speech visible while it is being spoken. The 
equipment includes a cathode-ray translator. Patients 
without hearing, one of them a member of the staff of 
the laboratories and two senior pupils of the Lexington 
Avenue School for the. Deaf, were able to converse, 
relying for speech reception solely on luminous patterns 
seen on & Moving screen. 

Before being trained to recognise sentences and words 
symbolised in this new way all these patients had 
acquired speech and were accustomed to ordinary 
reading. It is doubtful whether, in its present form, 
the visible-speech apparatus could help deaf children 
while still in the early stages of gaining their first 
experience of words. . 

-It has been stated that, when trained, a deafened 
adult can follow visible speech more easily than he could 
lip-read it. But lip-reading has the advantage of being 
a form of direct and personal contact. ` l 

Apart from its use as a way of communication the 
new equipment is likely to prove a means of teaching 
childrèn to speak more normally when they have never. 
heard and are severely or totally deaf. Ordinarily the 
accuracy and skill with which they talk are based on 
tactile and kinæsthetic sensations arising from the 
movements of the organs involved and contacts of the 
tongue and lips. With the visible-speech apparatus 
they can see in detail the sounds they make while they 
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are talking. They can learn to compare the visible 
recordings of a word or phrase spoken by the teacher 
with recordings of their own efforts. The patterns are 
detailed and remain on the screen long enough to allow 
a second glance. From the deaf pupil’s point of view 
they can give him the best means of expressing both 
his own speech and the speech of others in terms of a 
single medium. An extended investigation into the 
educational possibilities of this invention is now being 
made at the University of Michigan, where a special 
organisation has been set up. As yet the equipment is 
exceedingly complex, very costly, and large. ; 
Among devices that indicate in a readily recognisable 
form certain of the variations and. characteristics of 
speech one of the most promising is the pitch indicator. 


The sound of the voice causes thyratron valves to glow. 


Raising the pitch of the voice increases the number of 
valves lit up. The apparatus can be adapted to indicate 
changes in pitch corresponding to those of musical 
notation. In the hands of a skilful teacher trained to 
use it a pitch indicator is attractive to deaf children. 
It seems clear that, when using it, a pupil with suitable 
aptitude can learn to adjust the pitch, loudness, and 
duration of his voice (Sterne and Zimmermann 1939, 
1940.) 

For many children with defective hearing and for 
deafened adults hearing-aids constitute the most impor- 
tant form of prosthetic device. The incidence of partial 
deafness among school-children is considerably larger 
than that of severe or total deafness. Improvements 
that have taken place since 1939 in the design of 
hearing-aids for individual use are very great (Ewing 
1947). 

Efficiency in the fitting of aids is much enhanced if 
a hearing-aid evaluator is employed. This type of equip- 
ment has been designed and used for some time, with 
conspicuous success, for investigations under the Medical 
Research Council in England and for the National 
Research Council in the U.S.A. The accuracy with which 
speech is received by a child or adult using a particular 
hearing-aid can be tested and compared with the 
reception ordinarily possible to the patient listening 
without an aid. 

AURICULAR TRAINING 

Gronter even ‘in importance than these technical 
advances is the significance of new conceptions of auricu- 
lar training and of the use of aids as a factor in personality 
adjustment. It is in terms of personality as a whole 
that success in the application of prosthetic devices in 
` special educational treatment must be judged. Selection 
of an aid whose capacity to reproduce speech and music 
is suited to the individual child or adult is the first 
step. Training in its use should be associated with the 
acquisition of skill in lip-reading. For the present, at 
any rate, an efficient type of group aid gives the best 
introduction to amplified speech. Considerable indivi- 
dual variations in initial capacity to tolerate loud sound 
are found among most classes of children who are 
partially deaf (grade 11) or who have useful residual 
capacity to hear (grade 11). If trained in this work, 
the teacher can ensure, with a group aid, that the 
volume of sound delivered to each pupil is correctly 
adjusted. Speaking like a good radio announcer in a 
manner that combines clarity with naturalness, at an 
even level of loudness and at a short distance from the 
microphone, the teacher makes sure that the sound 
input to the aid is uniform. He can then guide each 
pupil to a correct adjustment of his volume control. 

Since group aids can reproduce speech very accurately 
and at high levels of loudness, they will probably remain 
the best form of aid for use in the class-room, school 
assembly, or concert hall by children whose deafness is 
at all severe. Preparation, while still at school, for 
the use of individual aids in employment and at leisure 
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is practicable for many and constitutes an urgent need. 
Recent investigations have shown that some children 
and adults who, unaided, would be unable to hear 
loud speech 6 in. from the ear can, through training, 
acquire such skill in auditory. discrimination and such 
capacity to tolerate loud sound without discomfort or 
other ill effects that the daily and continuous use of 
an individual aid is invaluable. If perceptive loss is 
extensive, the aid is an excellent ally to lip-reading. 


‘Where deafness, though severe, is mainly conductive, 
the patient relies a good deal on lip-reading but even 


more on speech heard through his aid. 

Programmes of auricular training should include 
gradual initiation into the effects of hearing speech in 
a noise and much experience of listening to different 
speakers in variable acoustic conditions. For many 
deaf patients the use of most types of aid in ordinary 
life is only efficient if they frequently adjust the volume 
control, which may be supplemented by a control 
designed to modify tonal quality and the reproduction 
of general noise background. 

Many boys and girls whose opportunities of hearing 
sound would otherwise be very incomplete, even negli- 
gible, can now have auditory experience the necessity 
of which is taken for granted in ordinary schools. The 
spoken word, in its richness and variety, takes first. 
place as the supreme form of stimulation to social 
relationships and mental growth. There is no indication 
that absence or loss of auditory acuity involves lack 
of capacity for musical appreciation. The singing of 
the choir of the Royal Schools for the Deaf, Manchester, 
in the British Council’s sound film Education of the Deaf 
exemplifies what has already been proved possible in 
certain progressive schools in Britain and the U.S.A. In 
the Maud Maxfield School for the Deaf at Sheffield 
several generations of pupils have now benefited from 
training in which piano mysic and a percussion band 
are used to promote rhythm in movement and speech. 

To complete the process of adjustment to their handi- 
cap, school-leavers who use aids need simple and practical 
courses of instruction in the care and management of 
their instruments, the mechanism of hearing, and 
elementary phonetics, with vocational guidance. Pro- 
vision of aids and auricular training and instruction in 
lip-reading should not be restricted to pupils who are 
educationally retarded through the handicap of deafness. 
Deaf and partially deaf pupils of good or superior ability 
and achievement are equally entitled to these forms of 
special treatment. 

SUMMARY 


It is now possible to develop speech comprehension 
through lip-reading in deaf children under 2!/, years of 
age with the result that some of them make spontaneous 
attempts to talk. | 

Such training should be begun at the age of 6 months 
or as soon as deafness is discovered. 

Successful learning is essentially spontaneous and 


satisfies the needs of the personality as a whole and is 


therefore as much emotional as intellectual. 

The type of home training depends on the classification 
of degree of deafness by tests. 

The provisions made by the Ministry of [Education 
for the training of deaf children are detailed. 

New hearing-aids are described, including visible-speech 
apparatus. 
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‘CARCINOMA OF THE (&SOPHAGUS AND 
. UPPER STOMACH 
PROFESSOR GARLOCK’S ADDRESS 


SPEAKING at the Royal College of Surgeons of England 


on Oct. 16, Prof. John A. Garlock, New York, recalled 
that the -first successful cesophagectomy was performed 
‘by Torek in 1913. The preceding twenty years had seen 


much preliminary work on the surgery of the upper: 


‘stomach, notably by Bilroth and his associates. Between 
1913 and 1936 little progress was made, but in the last 
eleven years there had been considerable advances which 
he attributed to four factors: (1) the development of 
modern endotracheal anzesthesia ; (2) technical advances 
in atraumatic surgery with minimal blood-loss, free 
exposure, and accurate suture methods; (3) a proper 
understanding of the physiology of chest mechanics ; and 
(4) the advent of penicillin and the sulpha group of drugs. 

Professor Garlock emphasised that any patient 
suspected of having carcinoma of the cesophagus should 
be submitted to cesophagoscopy. The barium swallow 
could not be relied on in early cases, and conversely 


the radiological diagnosis of carcinoma had on occasion’ 


been disproved by the cesophagoscope. All carcinomas 
originating in the cesophagus were squamous; these 
squamous carcinomas never spread into the cardia, 
- though they very commonly involved glands below the 
diaphragm, particularly the paracardial group. On 
the other hand, the adenocarcinomas originating in the 
stomach often spread into the cesophagus and might 
~ reach as high as the aortic arch. The squamous variety 
did not metastase early, but they quickly became 
` inoperable through invasion of neighbouring structures. 
‘The successful handling of these cases depended on team- 
. work, and on careful preoperative preparation to correct 
the dehydration, avitaminosis, disturbances of protein 
metabolism, and variations of mineral metabolism 
which were commonly present. He liked his patients to 
gain weight while in hospital awaiting operation. 

Up to three years ago all resections for carcinoma of 
the lower cesophagus and upper stomach were performed 
through a transthoracic approach. This had the serious 
-drawback that operability was not: determined until 
the extensive exposure had been completed, for only then 
could the subdiaphragmatic glandular field be examined. 
Should the growth prove to be irremovable, the patient 
had been subjected to a useless traumatising procedure, 
and the surgeon to a disheartening waste of time. Accord- 
ingly, Professor Garlock had evolved his combined 
abdominothoracic approach. 


The patient was placed on the table in the right lateral 
position. The first stage was a high left rectus incision at the 
outer border of the muscle; if exploration of the abdomen 
showed the growth to be inoperable, then the incision could 
be rapidly closed after performing a gastrostomy. If the 
growth was operable, then the incision was extended into the 
8th intercostal space after division of the 8th costal cartilage 
as far as the posterior scapular line, and completed by splitting 
the diaphragm to the hiatus. This incision gave an excellent 

exposure, and through it total gastrectomy and partial 
pancreatectomy could be carried out with the greatest ease. 
The absence of postoperative pain, which was a notable 
feature, was probably due to avoidance of rib resection. 
The stomach was mobilised by dividing the left gastric artery 
and freeing as much of the greater curvature as was necessary. 
Provided the gastro-epiploic arch on the greater curvature 
was maintained intact, there was little danger of necrosis of 
the stomach wall through poor blood-supply ; he had seen this 
in only 2 of 100 cases. This degree of mobilisation would 
permit the stomach to reach to the thoracic inlet with ease 
and without tension. Two rows of interrupted silk sutures 
which must never be under tension, were used throughout 
the anastomosis to the cesophagus. The stomach was 
prepared for anastomosis by removing a circular portion the 
size of the cesophageal opening, and clamps were never used. 
The operation was completed by drawing the stomach up 


over the cesophagus and anchoring it by interrupted sutures 


to both mediastinal pleure. Very careful suturing of the 
diaphragm to the stomach was necessary; 2 cases had been 
lost through herniation round the stomach. The intercostal 
incision in the chest was closed by interrupted silk sutures, 
after inserting an under-water seal-drain through a dependent 
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intercostal space. If necessary, a jejunostomy could be done 
before closing the abdominal incision. . | 


After total gastrectomy the digestive upsets that 
followed the use of a long loop of intestine were avoided 
by isolating a segment on the Roux on Y principle for 
anastomosis to the cesophagus. 

For carcinoma of the middle third Torek’s operation 
had been routinely performed until three years ago. 
Despite some successful results (1 patient was alive and 
well twelve years later) it was a bad operation; with it 
the subdiaphragmatic lymph-glands were not removed, 
and patients were not comfortable. He did not like 
skin tubes, and he had had no success with a subcutaneous 
segment of intestine, as described by Yudin. He 


considered that removal of the cesophagus should be- 


undertaken only if immediate restoration of continuity . 


could be effected. For these difficult middle-third 
tumours Professor Garlock used the same left-sided 
incision and dislocated- the cesophagus from beneath 
the arch of the aorta. He had not found this manceuvre 
difficult, but it was important to avoid injuring the inter- 
costal arteries and the thoracic duct. This could be 
avoided by keeping close to the cesophageal wall; and 
if local spread of the growth rendered this impossible he 
considered the case inoperable. Surgeons in 
preferred an approach through the right chest, but he 
found it difficult to stage the procedures. Time would 
show which of the two methods was the best. 
Carcinoma of the upper third was fortunately very 
rare, as it quickly became inoperable. He had recently 
removed one such tumour, the anastomosis of stomach 
to cesophagus being completed through a separate cervical 
incision after mobilisation through the chest. This 
patient had died in a vasovagal attack, caused by the 
division of both vagal nerves; this unfortunate end 
result could be prevented by preoperative atropinisation. 
Professor Garlock had not performed any palliative 
short-circuiting anastomoses since he felt that the high 


mortality-rate would bring the surgery of cesophagus 


into disrepute. 

In 220 cases explored by him for carcinoma of 
cesophagus and upper stomach, approximately’ 50% 
were operable ; and the operative mortality was 28-30 %. 
The oldest patient was 79 and the youngest 30 ; the average 
age was 60+. Of those patients who survived operation, 
32 were alive and well—1 twelve years, 1 eleven years, 12 
over five years afterwards, and the rest for shorter periods. 


STUDENT AND TEACHER 


| In his inaugural address at the Westminster Hospital 
on Oct. 6 Sir ADOLPHE ABRAHAMS expressed sympathy 
with the students who regard lectures as a waste of time ; 
only too often, he said, lectures are no more than an 
articulate textbook for which indeed a gramophone 
might be substituted. Yet he held that they have a 
legitimate place. Teaching is not merely intended to 


inform students of facts; it should aim at educating the 


judgment and at direction. The student should disabuse 
his mind of the idea, only too prevalent, that a lecture 
is there simply to save him from taking trouble ; it should 
teach him how to take trouble, and perhaps save him 
from. unnecessary trouble. The diversity of opinion in 
the medical schools is illustrated by the provision, 
which ranges from many hundreds of lectures to none 
at all; and although Sir Adolphe himself favoured the 
principle of allowing attendance to be optional he realised 
its impracticability, quite apart from the doubt whether 
a young man is a reliable judge of what is good for him. 

The more important subject of clinical instruction, he 
continued, represents the art as well as the science of 
medicine. The teacher has a dual responsibility—to 
help students to pass examinations and simultaneously 
to make them capable practitioners. These two under- 
takings, while to some extent inextricably associated, 
are by no means the same thing. No amount of training 
can make a man clever, but almost anyone can be trained 
to be capable ; and while we admire the clever doctor it 
is the capable man who is valued. Whatever their 
shortcomings in the matter of lecturers, British schools of 
medicine can proudly and confidently claim to give the 
best bedside instruction in the world and to produce the 
best general practitioners in the world. 


Britain ` 
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He distinguished three methods. of approach: the 
didactic method; the Socratic or catechistic method ; 
and a third which might be described as the ‘‘ person- 
ality °” method, which is seen on rare occasions as 
practised by a man of great experience who may or may 


not be learned but is certainly wise. He says but little; ` 


he asks few questions or none at all; but he creates an 
atmosphere through which there is a subconscious 
registration by the onlookers of his mental processes as 


well as of his attributes. The didactic method is attrac- ° 


tive to both student and teacher but the catechistic is 
‘the more valuable. It is a heavy strain upon an instructor 
compelled to work at high pressure for 60 minutes in 
the hour to keep everybody continuously on their 
toes. ; ; 
Education at the bedside may conveniently be summed 
up as Bedside Manner—a term which at its best is 
generally the subject of more or less good-humoured 
banter and at its worst is employed with a sneer as if it 
were something sinister or opprobrious. Yet Bedside 
' Manner comprehends the relation between patient and 
doctor and comprises very many things. The qualities 
- of kindness, sympathy, gentleness, and the capacity to 
inspire confidence are natural or quickly acquired by 
some and with difficulty by others; but contact with 
disease, with mental and physical suffering, develops 
them to a greater or less extent in all, and success in 
practice is proportionate; so we are not surprised to 
find one, although academically undistinguished, so 
eminently successful, and another, a brilliant gold- 
medallist, so dismal a failure. This education is continuous 
throughout the whole of professional life, but the founda- 
tions are laid in the medical school. One learns to suffer 
fools gladly ; still better to realise how often we, not 
our patients, are the fools; to disagree without being 
- disagreeable ; to listen to the most preposterous nonsense 
with an unmoved countenance; at times to act as the 
confidential family lawyer; at times as a priest to hear 
confessions ; to learn that in life if not in logic there are 


degrees of truth, and that it is not through a knowledge 


of anatomy that one reaches an understanding of the 
human heart; to appreciate that the democracy of 
disease puts duke and dustman on an equality when in 
a sick-bed, so that we are as much at home with the 
highest as the lowest are at home with us. All of this 
surely constitutes Bedside Manner—a term that should 
be regarded with respect and not with the suspicion and 
contempt that is so habitual. 

There are unfortunately many things that cannot be 
learnt in hospital, and the old apprentice system had 
much to recommend it. What a privilege it must have 


been for a young man to accompany a good old-fashioned ' 


general practitioner on his rounds. He may not have been 
taught the differentiation of myasthenia gravis from 
bulbar palsy or how to diagnose an obscure case of 
periarteritis nodosa; but he may have learned how to 
deal with a baby’s bellyache, or how to handle miserable 
poverty-stricken senility, and many other things that 
are not in the medical curriculum. 


an 


HARVEIAN ORATION 


THE annual Harveian Oration was delivered on 
St. Luke’s day, Oct. 18, at the Royal College of Physicians 
of London, this being the 291st occasion of its delivery. 
The orator was Dr. C. E. Lakin, consulting physician 
to Middlesex Hospital, who chose as his subject Our 
Founders and Benefactors. Recalling that the college 
was founded in 1518 by Henry vu at the instigation 
of one of his physicians, Thomas Linacre, he said that 
Linacre was one of a group of men including Grocyn, 
Dean Colet, Sir Thomas More, and Erasmus who were 
profoundly influenced by the Revival of Learning, 
in the doings of which they took an active part. The 
foundation of the college and the revived interest in 
medicine were the direct result of that remarkable 
mental awakening. 

Among the benefactors mentioned were John Caius, 
who was among the first to introduce the study of 
practical anatomy in this country, and William Gilbert, 
physician to Queen Elizabeth and James I. Dr. Lakin 
pointed out the three stages in the evolution of knowledge 
as exemplified by these investigators. Linacre looked to 
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the past and recaptured the knowledge of Aristotle 
and the old philosophers: Caius was deeply steeped 
in the same learning but turned to the practical investiga- 
tion of nature ; while Gilbert steadfastly looked forward 
and by introducing the experimental method into 
research may be said to be the first English modern 
scientist. | 


MENTAL HEALTH WORK IN AMERICA 


Dr. FRANK FREMONT-SMITH, medical director of the 
Josiah Macy Jr. Foundation of New York, addressing a 
meeting at Manson House, London, on Oct. 17. said that 
the Armed Forces came to realise during the war how 
much more could be achieved by the psychotherapeutie 
team, made up of psychiatrist, psychologist, and psychi- 
atric social worker, than by any of these working alone. 


In the United States the ideas and enthusiasm generated 


in the Services had borne fruit in the Veterans’ Adminis- 
tration, which. was now putting into effect a treatment 


-and training programme which would have an immense 


effect on the mental health services. One effect, however, 


- had been to attract many of the better people away from 


the State mental hospitals, where pay and conditions were 
not as good or the work as vigorous as in the Veterans’ 
Hospitals: consequently the mental hospitals had 
deteriorated in their nursing and medical staffs, they were 
overcrowded, and the exposure of their defects in some 
newspapers had shocked many people, though it would 
be necessary to bring the facts home to the State legis- 
latures and create a very strong public demand for reform 
before effective measures were likely to be undertaken. 
The proper functions of psychiatric social workers had 
become a subject of controversy, since, in areas in the 
south and west where psychiatric services were poor, 
these workers had taken on duties which would not be 
regarded as part of their legitimate job in the eastern 
States. A similar dispute had centred on the right of 
the clinical psychologist to practise psychotherapy. Dr. 
Fremont-Smith inclined to the view that the man, 
doctor or not, who had been trained by a psychotherapist 
was the right person to give psychotherapy. The joint 
discussion of problems affecting buman relations should 
be carried out by psychotherapists, psychologists, 
psychiatric social workers, cultural anthropologists, and 
sociologists. Groups of 15-20 such people. meeting at 
intervals for two or three days at a time. developed an 


understanding which grew from their converging yet 


different standpoints. This was plain when such a group 
was asked to consider a problem like world citizenship. 
Psycho-analvsis had come to play an increasing part in 
the training not only of psychiatrists but of pediatricians 
and general physicians. A psychiatrist seeking a profes- 
sorial appointment would have to show outstanding 
qualities to compensate for the lack of a personal psycho- 
analysis and the related analytic training. 

Dr. Fremont-Smith said it had been very encouraging 
and impressive to him to find the progressive achieve- 
ments here of multidisciplined discussion at Roffey Park 
and the Tavistock Clinic; these developments corre- 
sponded very closely to his own view of what was required : 
nuclei of subtle and penetrating thinking are very impor- 
tant at this crucial point in world history. Psychiatric 
insight cannot yet, however, solve the major problems. 
It is necessary therefore to make a long-range programme, 
building atom-smashers against hostility and aggression, 
and thus releasing the nuclear energy of goodwill and 
coöperation available in groups. (Dr. Fremont-Smith 
attended the Operation Crossroads at Bikini as an 
official observer.) :To a question whether such efforts 
could avert ‘‘ the next war,’ Dr. Fremont-Smith gave 
a guarded reply, but said that when he was being psycho- 
analysed he had realised that he had hatred for people 
he thought he loved and that this had set him thinking 
about ways of diminishing hatred and aggression. As 
it was unfortunately impracticable to have everybody 
psycho-analysed, he thought a most useful beginning 
could be made in the nursery schools*where the young 
mothers and the teachers could be reached; but this 
might take three or four generations to be effective. He — 
hoped that a new International Committee for Mental 
Health might be formed next year, which would be a 
body with close ties to UNESCO and the World Health 
Organisation. 


of note-taking puts us very much to shame. 


e ward-clerk’s 


makes the teaching rather academic. 


. reading—more in the later years. 
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In England Now 
A Running Commentary by Peripatetic Correspondents 
THE first thing that impresses one in the American 
medical schools is the tremendous. energy the students 


put into their notes. Ward teaching rounds are not a 
prominent feature over there (some of us in London this 


summer wished there were not so many of them here). 


Teaching is done mainly in “‘ clinics,” of which there 
are scores. Some are for the staffs of different depart- 
ments meeting together, some for the whole staff of one 
department, some primarily for the interns (house- 
officers), and some for students. The students’ notes 
may be called for at any of these clinics, and at the 
clinics for students they are presented by themselves. 
The student will usually recite the whole history and 
course of the case with tremendous detail of pathological 


_ investigations entirely from memory. So complete is 


this ‘‘ work up ” that the teacher may be hard put to 
find another facet requiring elucidation. The standard 
But there 
is something impersonal and perhaps a little too academic 
in presenting a case in this manner to a big class. It 
may be a good method with postgraduates, but in spite 
of leg weariness I prefer our ward rounds. 

One cannot help being struck by the great part played 
by pathological investigations, and the rather advanced 
nature of the surgery at many of the schools. This also 
The students 
rarely attend the operating-rooms. In some operating 
suites visitors (at any rate) are kept in a balcony partly 


`. or completely shut off with glass screens. Opera glasses 


are provided and it is possible to see quite clearly what 
is going on but one is apt to miss what the surgeon is 
saying, in spite of a microphone. When one asks the 
students why they do not attend the operations they 
say they-are too busy attending clinics or writing notes. 


Many of us here feel that long hours spent in the operating- | 


theatre have little educational value, but it seems to me 
important that the student should follow his own case 
to the theatre, imbibe the theatre atmosphere, and 
become familiar with the common surgical procedures— 
not to mention the heavy responsibility he bears in 
many London. teaching hospitals, where the student 

’s’’ notes are often the only complete record 
of the case. . 

At the medical schools I saw in America the whole 
medical training occupies but four years, and since there 
is a summer vacation of four months it is a little difficult 
to understand how the necessary knowledge is obtained. 
The eight months remaining are divided into four 
quarters of two months each, with no apparent breaks. 
An intensive programme is laid out for each of these 
“ quarters,” with a certain amount of spare time for 
This rather concen- 
trated teaching must demand a high degree of application, 
and it would be my guess that a little inattention might 
leave rather large gaps in knowledge. But it is only 
fair to point out that at most of the schools only graduates 


-in arts or science are admitted, which presupposes a 


rather older student with some experience of methods 
of study. Perhaps this‘is how they manage to learn 
so much in such a short time. 

- i xk * * 

I had imagined in my innocence that income-tax was 
so graded as to reduce us all to the same level, more or 
less, of austerity. But I was wrong, for there are evidently 
cheerful spirits among us who do themselves fairly well. 
I still keep long-standing accounts at some of the big 
London stores, but seldom buy anything, for I have 
no money for luxuries and they seldom have any of the 
prosaic things I should like. The last I heard from one 


of these emporia last month was that I had a credit. 


balance of one penny, and in this pleasant state of 
almost complete neutrality I have remained happily 
until yesterday, when I received a document purporting 
to show that I owed them £70 1s. ll}d. The first item 
on the list was ‘“ Wine £18.” I decided to try to work 
out the personality and habits of the person who had 
got mixed up with me. The last time I had tried to get 
a bottle of sherry from this establishment was just 
before VE-day, when they said they couldn’t give me 
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any because I had not been buying wines or spirits from 
them throughout the war. But this man—it must be a 
man, because there was ‘“‘ Cigars £1 8s. 2d.’’—had no 
difficulty, and ten days later he had had “ Wine £15.” 


‘Perhaps he was giving a party, because he had “ Balls 


£1 5s.,” though for what game was not specified. He 
spent 18s. 2d. on dog meal, which sounds like an animal- 
lover, and there was an item ‘ Zoological £1 1s.” 
hardly sounds like a research-worker buying frogs, and 
the price does not suggest pedigree puppies or kittens, . 
so he must have been buying goldfish or tortoises for his — 
children. There were coffee spoons and several unspecified 
household articles, and ‘“‘ Handtruck £3 15s.” which 
perhaps he uses for taking the wine away himself: 


it could hardly be for his wife to use when queueing, for 


no-one could get enough food at one time to need it. 
Lastly there was ‘‘ A/c rendered ” for £21 odd, so my 
unknown fellow-customer is perhaps rather happy-go- 
lucky, an extravert, a cyclothyme, a pleasing chap. 
As for the shop, I sent back the account with a few 


cold words. 
* x k 


Medical gentlemen engaged 120 years ago by the 
London (Quaker) Lead Company to look after their 
lead-miners, were given (Arthur Raistrick tells us!) a 
house rent-free, a salary, and an allowance for a horse. 
They were required to attend all the company’s work- 
people arid their families, whether they belonged to the 
workmen’s fund or not, and by their contract of appoint- 
ment were expected to work hard, well, and pleasantly. 
To an afflicted member of the fund they were to give a 
certificate at every visit, write the nature of his com- 
plaint on the sickness paper, and add dated reports of 
his progress. The instructions go on: 

“ You are to visit personally, at their homes,’ the sick 
members, immediately you are required to do so, as it 
will occur that the progress of the fever may be arrested, 
and its otherwise regular course prevented by timely 
assistance. . 

“ And in internal inflammation, so prevalent among ' 
the working classes, the important period of a few hours 
being lost for blistering or bleeding, fatal consequences — 
ensue rendering all future attempts at remedying. fruitless. 

‘“In case of accidents, also, the prompt assistance of a 
medical gentleman will, of course, frequently prevent after 
mischiefs and tedious complaints.” 


- Even if his treatment for “internal inflammation ” 
—probably lead colic—was unlikely to have the life- 
saving properties ascribed to it, at least it was to be 
given every chance. The doctor was also to advise. 
patients on their regimen and was particularly asked 


‘to “ prescribe, distinctly, the hours of the day during which 


it will really be beneficial for them to take the air.” 

“ And in your visits and intercourse with the members 
and their families,” the injunction goes on, ‘‘ you must bear 
in mind that not only prompt personal attendance, but 
the highest degree of courtesy and kindness of manner is 
requisite towards them, they being generally more sus- 
ceptible to slights than persons of more liberal education, 
and of the higher walks of life. | | 

“ Lastly the Court wish to impress upon you the conse- 
quences: whieh must arise, if members (who are not apt 
to declare on the sick fund too early, but rather otherwise), 
be slightingly attended to, or a trifling medicine sent them 
by an assistant, or from neglect to label medicines with 
the proper directions, and not impressing on sick members 
the regimen to be observed, &c.—diseases will be protracted, 
or disorders confirmed, to the danger of life,—to the serious 
injury of the workmen’s fund,—and protracted attendance 
of the medical gentlemen themselves.” 

What a discriminating use of italics ! 
i * * x 


A 


“The incubation period,” wrote a nursing orderly in 
the examination I set them, “is the time when the M.o. 
does not know the diagnosis.” 

* e * 

Then there was the student who thought that regional 
ileitis was one of the likely snags in the National Health 
Service. 


1. Two Centuries of Industrial Welfare. Published by Friends’ 


Historical Society, London, 1938. 
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Letters to the’ Editor 


WINTER IN EUROPE 


Sir,—Sir John Boyd Orr said recently at Geneva that 
millions in Europe would be worse fed this winter even 
than during the war. We have our own difficulties, but 
comparing our lot with that of many thousands in 
Germany, Poland, Austria, Hungary, and Rumania, 
whose diet is little more than half of ours, we must 
surely feel that there is something, if only a little, which 
we can do to help. 

Here I am appealing particularly for money for our 
European Relief Fund; for relief supplies, if they are 
to arrive in time, must be purchased soon. 

Of the four beneficiaries of the fund, far the biggest 
amount is required by the Friends Relief Service for the 
purchase of food, clothing, and medicines for their work 
in Austria, Germany, and Poland. They could spend 
£20,000 on food alone immediately if they had the money ; 
for such supplies, unsuitable for distribution in the 
normal ration, are still available in the sterling areas of 
the world. Smaller yet substantial sums are needed by 
the Ecumenical Refugee Commission for the household 
medicines they send to Germany and Austria, and for the 
work of German Educational Reconstruction in fostering 
the rebirth of democratic education in Germany. Finally, 
a comparatively small sum is needed for our own Supplies 
Fund to meet the costs of handling and shipping the 
food parcels and other supplies which we send to nine 
European countries—<Austria, France, Germany, Greece, 
Hungary, Italy, Poland, Rumania, and Yugoslavia. 
Cheques and postal orders should be made out to ‘‘ Save 
Europe Now European Relief Fund ” and may be ear- 
marked for any one of the beneficiaries listed above, all 
of which are registered war charities. 

We shall also be grateful for help with any other of 
the needs listed in our circulated leaflet, which explains 
fully the ways in which help can be sent. The need is 
desperate : a few warm clothes, a little flour, and a bar 
or two of chocolate can make a tremendous difference to 
the lot of one of the many families who have to survive 
this winter on so little. We ask for help in giving practical 
expression to those Christian tenets of brotherhood and 
love on which our European civilisation is grounded. 


Save Europe Now, HENRY CARTER 
15, James Street, London, W.C.2. Hon. Treasurer. 


VOLUNTARY INFERTILITY | 


Sir,—In his article on Oct. 11 Dr. Alex Comfort 
said that at the Camberwell childhood advisory clinics 
the reasons adduced for limiting the family ‘‘ were 
strikingly uniform, war coming. first, fear of renewed 
war second, and the consequences of war, particularly 
housing, third, followed by economic considerations.” 

There is, I suggest, room for doubt whether these are 
usually the true reasons for voluntary sterility. War, 
or the threat of it, or the perils and dangers of the world 
have been quoted so often in this context that they have 
become clichés—useful verbal masks behind which to 
hide one’s real thoughts. To avoid parenthood because 
of these alleged reasons out of solicitude for the unborn 
may appear unselfish and even noble to some, including 
the potential parents themselves; but the facts, for what 
they are worth, are usually against this explanation of 
voluntary sterility. 

Actual war conditions and a perilous state of non- 
belligerency (he would be a hardy optimist who called it 
peace) have led since 1941 to a continuously rising birth- 
rate; and even in the late ’thirties, when early war was 
becoming more and more certain, the rate tended to rise. 
Whether this increase was due mainly to the foundation 
of more families or to the birth of more children in families 
already existing is at present undisclosed. Clearly the 
former and more likely alternative is less significant of 
change in fertility habit since it is little more than a 
function of more marriages ; but in either case no support 
is given to the “ war and wretched world ”?” argument. 
If it is antisocial to have more children, it is equally 
antisocial to have any children ; but most married people 
do in fact have one or two children. 

The underlying cause of voluntary infertility is surely 
the fashion of the times, which declares so many things 


(Oct. 11) gives ample food for thought. 


to be more desirable than family life and has led to a 
society in which a really large family is penalised. 
Economic factors reinforce and are reinforced by fashion, 
but as the standard. of life declines and becomes 
necessarily less artificial it may be that people, provided 
that they can avoid starvation, will be driven back more 
and more to the basic natural satisfactions and that 
families will become not only more frequent but larger 
in size. 

Philosophically considered, of two evils it is better that 
people should avoid parenthood for the real reasons— 
because they regard children as a nuisance and a social and 
economic drag—than because they think the world too 
bad a place to be born into. ‘In this latter case we 
should be faced by an insidious defeatism and Mani- 
cheism that boded even worse for our country and 
civilisation than the obvious facts allow. 

Whitley Bay. JOSEPH V. WALKER. 


EARLY RISING AFTER OPERATION 


Smr,—In your leading article of Sept. 20 (p. 427) 
you refer to our series of 629 surgical cases! in which 
“ early rising ’’ was the routine. Since that was completed 
we have had another year’s experience of early rising, 
and nothing has occurred to alter our opinion. We have 
found no disadvantages and our belief in its great 
advantages is still further confirmed. 

An outstanding fact is that no case of femoral throm- 
bosis has occurred in four years—i.c., in about 850-900 . 
cases. This is perhaps the most concrete and objective 
feature and one which cannot be effected by faith or 
gratitude. 

Johannesburg. W. A. 


ALKYLAMINE TREATMENT OF LEUKÆMIA AND 
HODGKIN’S DISEASE 


SIR, —The article by Dr. Wilkinson and Dr. Fletcher 
Of the 8 cases 
of myeloid leukzemia which they treated with alkylamine, 
1 reached the refractory stage in twelve months and 
another in six months ; 1 showed no significant response ; 
2 were complicated by coexistent pernicious anemia; _ 
and 1 showed a remission for four months. For 2 -` 
there is claimed well-marked improvement; we are not 
told how long the improvement lasted, but since the 
authors state that they deal only with immediate effects 
it appears to have been short. The 8th case lived eight 
months. In 4 there was no considerable increase in 
survival (compared with untreated cases). Of the 3 
cases of lymphatic leukeemia, 2 needed. blood-transfusion 
after treatment. Of the 4 Hodgkin cases 1, which was 
certainly advanced, deteriorated ‘‘in spite of’’ treatment. 
For the others the most that can be said is that they 
remained satisfactory and without remission for seventeen 
weeks. l 

The drug has ‘ potent nucleotoxic and cytotoxic 
effects,” and unless treatment is controlled by daily 
white-cell counts and bi-weekly full blood-counts, by 
periodic sternal puncture and ‘“‘ various other hæmato- 
logical and biochemical examinations ”? there is a risk. 
of aplastic anzmia, agranulocytosis, thrombocytopenic 
purpura, and severe aplasia of the bone-marrow, not to 
mention nausea, anorexia, vomiting, diarrhoea, and 
thrombosis at the site of injection. These many and 
great dangers are hardly surprising in view of the fact 
that the’ substance used was originally intended for the 
destruction of human life. 

The results, which I think I have summarised fairly, 
should be compared not with those in untreated cases 
but with those in cases treated by X rays. With radio- 
therapy patients have a reasonable expectation of 
survival for five years or more, in a state of modified 
comfort, happiness, and efficiency, with very little, if 
any, constitutional disability and without further 
interference beyond occasional blood-counts. By this 
standard the alkylamine treatment is a disastrous failure. 
This, however, is not the view of the authors, for they 
are prosecuting their researches by new methods of 
administration and control. In so doing they are 
victims of the all-too-common delusion that because an 
agency modifies the appearance of disease it must inevit- 


1. Pocock, W. A., Kark, W. S. Afr. med. J. July 12, 1947, p. 473. 
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ably be a cure, if only the key can be found in the form 
of correct administration. | . 

It may be argued that X-ray treatment also passed 
through an experimental period of ill-success. But 
even so it was the only form of treatment capable of 
producing any amelioration; it was X-ray treatment or 
nothing. No-one is more conscious than I am of the 
_ limitations of X-ray treatment ; but if it is to be replaced 

by another, the new remedy must prove itself superior 
within a reasonable time. In these results of alkylamine 
treatment one sees not a vestige of hope that it has any 
future. A -fair trial, was certainly justified, but the 
results are sufficiently conclusive to condemn its con- 
tinuation. A case could, however, be made out for 
X-ray treatment supplemented by the gradual insinua- 
tion of the alkylamine method, however inconclusive 
the result from a scientific point of view. 

I realise that in venturing to criticise anything done in 
the name of research I am committing sacrilege. But 
if the authors of this report were themselves afflicted 


with one of these diseases, would they, in the light of 


their experience, still choose this method in preference 
to X-ray treatment ? 
Cambridge. FF. ROBERTS. 


f° . RESTRICTING BOOK IMPORTS 


Sm,—In my opinion your editorial last week on this 
subject is not strong enough. We must insist on a 
change of opinion by the Board of Trade on this very 
important matter. At the present time I am engaged 
in writing a work on the life and writings of a foreign 
“poet. I cannot obtain from abroad the necessary books 
of reference. This is, of course, no longer a free country: 
I understand that the French, for example, are allowed 
to send by draft or cheque in francs at the officially 


quoted rate of exchange any amount in payment of 


books published in this country. This utterly absurd 
position is hampering progress in education here. Many 
law books as well as medical works, because of shortage 
of paper (the Government seems to have plenty), are 
out of print. This is intolerable, and the situation is 
apparently getting worse. Why do we sit down to all 
these restrictions ? We must fight for our rights and 
for our liberty, otherwise we shall go under. If these 
things continue much longer the foreigners will take the 
field and the Britisher will be completely ousted. Let 
us, therefore, adopt the fighting spirit, instead of the 
sheep-like attitude which means defeat. | 


Edinburgh. , JAMES BURNET. 


INTRAVENOUS INFUSIONS AND MASTOIDITIS 


SIR, —In reply to the correspondence which followed 
my earlier letter (Aug. 23) I should like to make‘ the 
following points : 


My main contention is that the injudicious use of intra- 
venous infusions results in overloading of the general circula- 
tion, which entails similar overloading of the respiratory 
_ circulation and predisposes to a primary respiratory infection 
-= —not of course blood-borne from the gastro-enteritis. The 
infected respiratory secretion can then gain access to the 
mastoid antrum in exactly the same way as infected 
vomitus may do. Such respiratory infections in cases of gastro- 
enteritis are in my experience on the increase, and where 
mastoiditis also occurs the organism most commonly found 
by me has been the pneumococcus. In one case pneumococci 
were grown from one antrum and Bact. coli from the other. 

Infected vomitus may certainly be the occasional cause 
of mastoiditis in these infants. In my hospital, however, in 
days gone by. all infants were fed lying down by means of 
bottle slings attached to the heads of the cots; in those 
days our cases of gastro-enteritis were uncomplicated by 
mastoiditis. 


My argument is that a new method of treatment which 
may be valuable in itself has been converted into a menace 
by indiscriminate use. As an example may be cited the 
case of an infant, aged two months, who was admitted 
with what was recognised as very mild gastro-enteritis. 
An intravenous infusion was given, the child died, and 
at autopsy the only lesion was cedema of the lungs. 


Royal Alexandra Hospital Garr 
for Children, Brighton. Mary A. LESLIE-SMITH. 


INTRAVENOUS INFUSIONS AND MASTOIDITIS 


. was no retention of urine. 
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POLIOMYELITIS COMPLICATING PREGNANCY 


Smr,—Mr. Maxwell and Dr. Willcox in their article 
of Sept. 6, included no examples of poliomyelitis with 


‘respiratory paralysis in pregnancy. The following 


account of such a complication in the eighth month of 
pregnancy may, therefore, be of interest. 


A married woman, aged 30, and in the eighth month of her 
second pregnancy, took ill with malaise, nausea, and frontal 
headache on Aug. 29. Symptoms persisted throughout the next 


day. On waking up at 6 a.m. on Aug. 31, she noticed weakness 


of the left arm and right leg, inability to sit up in bed, and 
shortness of breath. About 8 a.m. the breathlessness had 
increased and she developed difficulty in swallowing. There 
She was admitted to hospital 
at 11 A.M. on the same day as a case of acute anterior 
poliomyelitis. ; 

The patient, a cheerful, intelligent, well-nourished woman, 
was slightly cyanosed and intensely dyspnæœic. The respiratory 
distress compelled a bolt-upright position in bed—even a 
semirecumbent position was intolerable. Practically no 
subjective relief was obtained from continuous oxygen (5 litres 
per minute by Tudor Edwards spectacles), although the 
degree of cyanosis was reduced. Examination of the central 
nervous system showed pronounced nuchal rigidity ; in the 
left upper limb there was severe paresis of deltoid and triceps, 
and slight paresis of biceps; in the right lower limb there 
was almost complete paralysis of iliopsoas and slight paresis 
of quadriceps, hamstrings, and dorsifiexors of foot. No 
contraction whatever could be observed in any of the muscles 
of the abdominal wall or in the thoracic or lumbar components 
of erectores spinæ. Apart from slight movement of the lower 
ribs there was no evidence of contraction of the intercostal 
muscles, the respiratory effort’ consisting almost entirely of 
violent contractions of the accessory cervical muscles of 
respiration. Auscultation of the chest showed very poor air 
entry on both sides with a few coarse crepitations at each 
base. No cranial-nerve abnormality was present, and 
examination of the other’ systems was negative. As the 
diagnosis of acute anterior poliomyelitis was beyond doubt, 
the patient was not submitted to lumbar puncture—a pro- 
cedure which would have added considerably to her discomfort. 

There appeared to be a reasonable possibility that diaphrag- 
matic function was retained and that it might be sufficient 
to restore adequate pulmonary ventilation if given scope to 
act; the disease was advancing rapidly ; and the child 
was viable. It was therefore decided to evacuate the contents 
of the uterus in the hope that respiration would be eased 
and the baby would be saved. Rapid classical cesarean 
section was performed with anesthesia by cyclopropane 
and oxygen under pressure, and a live female child weighing 
4 lb. 3 oz. was delivered. | 

On return to the ward the patient’s colour was good ; 
she was less dyspneic, and some degree of diaphragmatic 
respiration appeared to have been restored. For these 
reasons it was decided not to place the patient into a Drinker | 
respirator immediately, as had previously been proposed, 
but to observe her for a period on continuous oxygen. A 
further factor in this decision was the risk of inhalation of 
secretions and vomit to which an unconscious patient is 
exposed in a mechanical respirator. Respiration and oxygena- 
tion (as judged by the patient’s colour) showed little' change 
in the first two hours, both being reasonably satisfactory ; 
but by this time it was becoming obvious that the patient 
was not recovering from her anesthetic. She now appeared 
to be practically comatose, with all deep reflexes absent and 
only a sluggish corneal reflex. A definite right-sided facial 
palsy was also noted at this time. The coma became pro- 
gressively deeper, but respiration remained unchanged and 
cyanosis practically absent until a few minutes before death 
at 7.45 P.M., when the vomiting of “‘ coffee-ground ’’ material 
produced fatal asphyxiation. The baby is now 5 lb. 1 oz. in 
weight and is progressing satisfactorily. 


In reviewing the case cesarean section seems to have 
been almost in the nature of a post-mortem operation 
for the sake of the child. The patient should have been 
out of her anesthetic within half an hour, but her 
condition steadily deteriorated and she never recovered 
consciousness. Operation would have been impossible 
under local anæsthesia as the patient could not breathe 
of her own accord when lying down. Whether the 
cyclopropane had any adverse effect on the already 
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injured nervous tissue is debatable, but it was felt that 
csesarean section was of no benefit to the patient what- 
soever. The disease must have attacked all the vital 
cerebral centres and given the patient no chance of 
recovery. The only benefit was that a live child was 
obtained. í 

This case bears out the observations of Maxwell and 
Willcox, and also those of Kelleher (Brit. med. J. 
Aug. 23, 1947, p. 291). Another case treated by cæsarean 
section has been reported by Freeth (J. Obstet. Gynæc. 
April, 1947), but in this case an equally good result 
could perhaps have been achieved by vaginal delivery. 
IAN W. B. GRANT 
RICHARD DE SOLDENHOFF. 


Ayrshire Central Hospital, 
: Irvine. 


CLINICAL FEATURES OF POLIOMYELITIS 


Srtr,—In the report in your issue of Oct. 18 of the 
proceedings of the section of epidemiology and State 
medicine of the Royal’ Society of Medicine on Oct. 6, 
I am quoted as saying ‘‘ that the current epidemic of 
poliomyelitis differed from previous English experience 
of the disease in clinical features as well as in extent.” 

With regard to the first part of this statement my 
actual words were: ‘‘ As far as my limited knowledge 
goes, with one exception to which I shall refer in a 


moment, the present epidemic has shown no clinical 


features that have not been encountered in previous 
outbreaks in other countries.” The one exception to 
which I referred was an unusual form of ocular tremor 
with or without cerebellar signs,’ already the subject 
of two recent communications in your journal.! Reference 
to the classical descriptions of poliomyelitis and polio- 
encephalitis by workers in America, Sweden, and 
Australia should convince us of the fact that, with 
the possible exception already referred to, the clinical 
features of this outbreak have all been previously 
described. l 


Middlesex Hospital, London, W.1. 


THE METRIC SYSTEM IN MEDICINE 


Srr,—In his letter of Oct. 18, Dr. Breen objects to 
my recommendation that preparations for internal 
administration should be written as a single dose and 
the number of doses stated, his reason being that under 
the Dangerous Drugs Act the total amount of the drug 
must be. clearly prescribed. In the prescription for dia- 
morphine hydrochloride, 5 mg. for a dose, send 10 
doses, the total amount of the drug is clearly prescribed ; 
= is 50 mg. To quote from Hugh N. Linstead’s Poisons 
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. .. the regulation only requires that the prescription 
shall ‘ specify the total amount of the drug to be supplied.’ 
It does not say that the prescription must contain the 
words ‘total amount of A,x grains.’ So long, therefore, 
as the total amount of drug to be supplied can be calculated 
from the particulars given on the prescription, the require- 
ments of the regulation are satisfied.” 


Croydon. y HORACE FINNEMORE. 


CHOLERA IN EGYPT 


SIR, —In an annotation on Oct. 11 you discussed the 
possible path of entry of cholera to Egypt. As a matter 
of fact “the pilgrim traffic from the Mohammedan 


countries to Mecca” should no longer be considered 


a cause of spread of epidemics, because of the efficient 
quarantining of pilgrims before they go home. A cause 
till now neglected is the movement of troops, who may 
carry infection from one area to another, as they did 
in Egypt during the last world war, when there were 
outbreaks of malignant malaria (gambia), typhus, and 
relapsing fever. 

As to the present cholera epidemic, the bringing of 
infection by pilgrims from Hedjaz is not likely, (1) because 
the time of pilgrimage to Mecca (Oct. 23) has not yet 
come, and (2) because the present epidemic has stopped 
the pilgrims going to Mecca from Egypt. There is, and 
will be, no pilgrimage from Egypt this year, apart from a 
small number who had already left Egypt before the 
start of the epidemic and who will remain in Hedjaz 
till November. 


1. Strickland, B. Lancet, Sept. 6, p. 369. 


Marmion, D. E., 
Sandilands, J. Jbid, Oct. 4, p. 508. 
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As to the facts which point to the importation of 
infection by troops, the folowing may be given. (1) As 
you remark, ‘‘ cholera’s home is India.” (2) An epidemie 
of cholera is now in progress in India. (3) During the two 
weeks preceding the appearance of cases in Egypt there 
was active traffic of troops from India to camps in the 
occypied Suez Canal area (as announced by G.H.Q.). 
(4) The outbreak of the present epidemic began in 
Al-Korain village, which is close beside camps in this 
area, and contains 10,000 men who work in these camps. 

Leysin, Switzerland. AMIN RIDA. 


*,.* Our correspondent renews the allegation * that 
movement of British troops has been responsible for 
outbreaks of typhus, relapsing fever, and malaria in 
Egypt. It is difficult to see why an army in which 
typhus and relapsing fever have been almost non-existent, 
through the excellence of its hygiene control, should 
be blamed for the spread of these diseases in a country 
where they have long been epidemic from time to time. 
Nor do we know of any evidence that malignant malaria 
carried by Anopheles gambie was spread in Egypt 
during the late war by troop movements, either by land, 
air, or water. There is in fact strong presumptive evidence 
that the tragic outbreak of malaria in Upper Egypt 
was similar to previous malaria epidemics in Egypt, | 
which are attributed to the well-known tendency of 
A. gambiae at intervals to overflow its normal confines. 
The suggestion that cholera was introduced into Egypt 
this year by troop movements from India seems to 
break down on the fact that there have so far been 
no cases of cholera among British troops in India, or in 
those stationed or arriving in the Canal Area, or in the 
Middle East as a whole.—EpD. L. l 


STREPTOMYCIN IN INFLUENZAL MENINGITIS, 


SIR, —In your issue of Oct. 18 (p. 593) you state that 
“ supplies of streptomycin are still strictly limited, and 


unfortunately there is not enough to treat every case of 


tuberculous meningitis or miliary tuberculosis.” Jn the 
same note you give a list of hospitals to which application 
may be made for the treatment of influenzal meningitis 
with streptomycin. Surely, this does not appear to be 
justified at present. Influenzal meningitis responds to 
penicillin in adequate doses, as we have recently shown 
(Lancel, Aug. 2, p. 164). Nor can the use of streptomycin 
in influenzal meningitis be justified on the grounds of 
clinical research, since adequate reports of its efficacy 
in this disease have already been published in the United 
States. . 

It seems to me that present supplies ofestreptomycin 
should be used for the treatment of as many cases as 
(possible of the hematogenous forms of tuberculosis; 
if; a clinical trial is to be attempted against another 
infection, this should be against sulphonamide-resistant 
and penicillin-resistant bacteria, and not H. influenze, 
which is sensitive to penicillin in massive doses. 

St. Alfege’s Hospital, B. GOTTLIEB 

‘London, S.E.10. Senior Resident Physician. 


THE BARBITURATES 


Smr,— Your leading article last week draws attention 
to the perils of the barbiturates. It is a sad commentary 
on our way of living that so much sedative should be 
used by the nation. 

Some cautious practitioners, you say, will only prescribe 
enough tablets to totdl less than a fatal dose. About 
20 grains of phenobarbitorie is an average lethal dose, 


‘though much smaller quantities have been known to 


cause death. It would be impossible for a busy doctor 
to see, say, every week all his patients:who took pheno- 
barbitone—to say nothing of the waste of patients’ 
time. I think unreasonable the implication that a 
practitioner who prescribes larger amounts is incautious. 
Practically, long-term prescription of barbiturates is 
confined to phenobarbitone, for the use of other forms 
implies that the patient needs further treatment or closer 


supervision. Phenobarbitone is mostly used for epilepsy, 
for ‘‘ tension neuroses ” in the busy, overactive person, 
for some cases of peptic ulcer and hypertension, for some 


dermatoses, and for menopausal disturbances which do 
not respond to replacement treatment. Also migraine 
may sometimes be improved by sedation between attacks. 
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In such cases there is little risk of deliberate overdosing 
if the patient is known to be well balanced. 

- In the more severe anxiety states, and particularly in 
agitated depression, there is a great risk of suicide, so 
there must be care in prescribing barbiturates. But 


trains, dressing-gown cords, and coal gas are so readily: 


accessible that it seems supererogatory to hamper the 
prescription of a useful drug by limiting quantities. 
Hutton Mount, Essex. GAVIN THURSTON. 


= Obituary 


HUGH NASH BRADBROOKE 
< M.A., D.M. OXFD, M.R.C.P., D.P.M. 


Dr. Hugh Bradbrooke, who was appointed to the staff 
- of the Prince of Wales’s Hospital, Tottenham, only a year 
or two ago, took up psychiatry after long experience of 
general practice. A pilot in the 1914-18 war, he gained 
a first-class in natural sciences at Oxford and qualified 
in 1925 from the London Hospital. As a student he was 
outstanding—in integrity and humour as well as in 
abilitvy—and while holding house-appointments and 
working at clinical pathology he collaborated with 
H. E. Roaf in a paper on Hypochromatic Vision, and 
with Clark-Kennedy and Owen in observations on CO, 
‘and Muscular Exercise in Man. On the clinical side he 
was early interested in nervous and mental disorders, 
and he was for a time assistant medical officer at Little- 
more Mental Hospital and clinical assistant in the 
department of nervous diseases at the Radcliffe Infirmary, 
Oxford. He became m.R.c.P. in 1927, and while in practice 
at Abinger carried out, with D. A. Mitchell, an investiga- 
tion into the use of quinine in normal labour. This 
work gained him his p.m. degree in 1934, and in the 
following year he and Mitchell recorded it in the British 
Medical Journal. | 
| Soon after the outbreak of war Bradbrooke joined 
the R.A.F.V.R., where he served as a neuropsychiatric 
specialist with the rank of squadron-leader. On demo- 
bilisation he did not return to general practice but 
continued to work in his specialty. He was appointed 
a clinical assistant in the department of psychological 
medicine at Middlesex Hospital and a neuropsychiatric 
specialist to the Ministry of Pensions. On election 
to the Prince of Wales’s General Hospital he started a 
child-guidance clinic; but unfortunately he held his 
post for only a few months before he was taken ill. 
‘* His high character and unselfishness,” writes a col- 
league, ‘‘ made it easy to work with him; and his abilities 
were recognised by all the staff.” A friend.of Oxford days 
likewise speaks of the quality of his mind, which was 
‘“ pretty good if not actually first-class. If he did not, 
. in the conventional sense, fulfil early promise it was 
‘probably because his intellectual honesty would not 
allow him to pursue the competitive way of life, the 
cut and thrust of which was not to his taste. For humbug 
in its various forms he had.a keen nose, but when he 
saw it succeed he was merely amused. Indeed he was 
determined not to take life more seriously than it 
deserved. As a young man he was gentle and sensitive, 
with an unusual power of insight into his own mind 
and those of. others—a power that certainly did not 
diminish with the years.”’ , 
“The loss of Hugh Bradbrooke,’’ writes another 
friend, ‘‘ will be a great blow to many who worked with 
him in the R.A.F. during the war. One knew he had 
had. a distinguished career in general practice and in 
psychiatry before the outbreak; but to work with him 
and see hirh in contact with Service people, especially in 
his handling of aircrew personnel, was to leari how 
skilful, patient, kindly, and sincere he was. To me he 
represented the kind of physician who was so beloved 
in an earlier generation and who could be utterly depend- 
able; and yet he fulfilled the requirements of a time 
when youthful thought, vigorous action, and decision, 
with the wisdom of the older school, were'so valuable. 
He knew his subject, which was to treat cases of flying 
stress, because he had himself flown as a pilot and later 
had crashed and injured his spine in a glider accident : 
no-better, person existed to treat stressed aircrew. Out- 
side his work he could be genial and enthusiastic at games 
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later occasions. A wonderful friendliness, 
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or social activities connected with the unit, and was 
at all times a cheerful companion. 

“ He will be much missed. No-one could fail to be 
impressed by his gentle kindliness, and wide culture, and 
by the courage with which he fought his affliction in the 
last two years.” 


ERNEST ARNOLD HODGSON HINDHAUGH 
M.B. LOND., F.R.C.S. l 


Mr. E. A. H. Hindhaugh, who died on Oct. 9 at 
Ruthin Castle at the age of 42 after a long illness, 
qualified from the London Hospital in 1928, and took 
his M.B. the following year. After holding house-appoint- 
ments at the London, the Royal Cancer Hospital, and 
the Royal Hospital, Wolverhampton, he worked in 
Liverpool as visiting assistant surgeon to Mill Road 
Infirmary until September, 1939, when as surgeon 
lieut.-commander R.N.V.R. he became surgical specialist 
in H.M. Hospital Ship Amarapoora. The work of turning 
his department into a first-class surgical unit he described 
admirably in the Royal Naval Medical Journal in 1942. 
His health began to fail in 1944, and he was invalided 
from the Service, but he returned to Liverpool full of 
zest to rejoin his old hospital, now moved to Broadgreen, 
and though a sick man he continued to do a full operating 
list to within a few months of his death. 

“ A hard-working general surgeon, Hindhaugh became 
a landmark at Scapa,” writes C. A. C., ‘‘ for he was 
well suited to deal with the emergencies which occurred 
in the Home Fleet in the early days of the war. His 
judgment was exceedingly sound, and like all good 
surgeons he never operated unless he must. But once 
he had decided on surgery, he acted with great boldness, 
and had a knack of knowing just how much a patient 
could stand. He added greatly to the pleasanter side 
of ship life by his magnificent baritone voice, and his 
classes to naval ratings on the appreciation of music 
were always packed.”’ 


‘ DR. COURTNEY GAGE 


R. M. writes: .So many years have passed since my 
first meeting with Courtney Gage that the memory has 
faded, but it probably differed little from a thousand 
perfectly 
frank and unstudied, was so characteristic of him that 
it was the easiest thing in the world to like him, and as 
time passed to become more and. more fond of him: 
and so everyone found it. Nor did it take long to 
realise that his kindliness of - 
heart showed itself habitually 
in acts of generosity. No-one 
could have given his help more 
freely and willingly in cases of 
urgency and difficulty, and no- 
one could have had a less 
mercenary view of his life’s 
work. It is small wonder that 
Gage earned universal respect, — 
admiration, and friendship. | 

The straightforward simpli- 
city, which gave his character 
its great charm, becomes all 
the more attractive when his 
career is recalled. | With what- 
ever degree of determination 
Gage started out in 1919 to 
become a radiologist—to have 
to go back to pass a preliminary examination, to turn 
student at 34, to qualify in five years, and two years 
later to be elected honorary assistant radiologist at — 
St. Mary’s—all shows gifts and intelligence of a 
high order. In a lesser man such rapid promotion and 
success might have led to some show of. self-satis- 
faction ; but in Gage there was no trace of it. He was 
always ready to give his fullest help, but that his opinion 
had the great authority which it undoubtedly possessed 
seemed altogether absent from his mind. His exceptional 
talents led him to a prominent position in his own 
specialty, but his chief appreciation came, as was proper, 
from the St, Mary’s honorary staff. To feel that at the 
back of all one’s work there was his invaluable help 
to be had for the asking was a real satisfaction, and to 
have him as a friend and colleague was indeed a privilege. 


Ilford 
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Public Health 


Food-poisoning in Northamptonshire 


AT the end of last month there was an outbreak of 
illness, with diarrhcea and vomiting, at the village of 
Little Houghton, Northamptonshire. Of a total popula- 
tion of 416, 133 were affected, most of these falling ill 
on Saturday, Sept. 27, or Sunday, Sept. 28; there was 
1 death. Specimens of feeces from 3 patients on Monday, 
Sept. 29, contained salmonella organisms, which were 
later identified as S. dublin. 

Milk was supplied from a single farm to all but 25 of 
the village’s residents; and none of these 25 fell ill. 
Inquiry at the farm revealed that on the previous 
Thursday, Sept. 25, a 21/,-year-old heifer had been 
suspected of having a “chill”; the heifer had calved 
prematurely a fortnight before. Milk from this heifer 
was not included in the bulk supply after Friday, 
Sept. 26, but the animal was not isolated from the herd. 
It died on Saturday, Sept. 27, and the carcass was 
removed to a knacker’s premises, where it was apparently 
cut up, boiled, and sold at once, for no trace of it could 
be found at 4.30 P.M. on Monday, Sept. 29. Workers at 
these premises reported, however, that the udder was 
badly bloodstained. 

Samples of the milk delivered on Sunday, Sept. 28, 
and Monday, Sept. 29, contained no pathogenic organ- 
isms. On Tuesday, Sept. 30, a veterinary surgeon from 
the animal health division of the Ministry of Agriculture 
found on inspection that one cow in the herd had acute 
- mastitis, while a further two were suspected of having 
this condition ; but samples of milk and fæces from each 
cow in the herd did not reveal any salmonella organisms. 
The cow with acute mastitis was removed from the herd, 
and pasteurisation of all milk was instituted. 


Cut in Milk Priorities 


‘Last winter’s severe weather, and this summer’s 
drought, have together reduced the home production of 
milk by some 30,000,000 gallons, compared with last 
year. This fall has made it impossible to build up 
sufficient stocks of dried milk for baby-feeding to last 
through the winter. It has therefore been made an 
offence to use such dried milk for purposes other than 
feeding babies, a tempting thing to do now that house- 
hold dried (skimmed) milk is no longer obtainable. 

A more drastic measure came into force this week, 
when priority allowances of liquid milk were reduced 
as follows: 

Invalids.—Allowances reduced by two-sevenths, so 
that conditions in class I qualify for 10 pints a week 
ore aaa of 14, and those in class m for 5 pints instead 
of 7. : 

Children Aged 1-5 Years.—Wecekly allowance reduced 
from 7 to 6 pints. 

Non-priority Catering Establishments.—Reduction of 
allowance by a quarter, bringing the hotel resident 
into line with the normal adult consumer. 


Cholera in Egypt 


The cholera epidemic in Egypt continues to spread. 
Reports in the Times show that the daily total of deaths 
rose from just over 100 at the beginning of last week 
to more than 550 at the beginning of this week, when 
about 1000 new cases were being notified each day. 
Up till the beginning of this week the epidemic was still 
centred on the area north-east of Cairo, where it started ; 
Cairo and Alexandria were only slightly affected, but 
infection had spread into Upper Egypt, which had hitherto 
been untouched. 

Half a million people are being inoculated daily with 
vaccine presented by Britain, the United States, Iraq, 
France, Brazil, Tunisia, Italy, Switzerland, Iran, and 
Russia. The World Health Organisation’s expert com- 
mittee on quarantine, meeting in Geneva this month, 
agreed that the question of vaccine potency should he 
referred to a committee on biological standardisation. 
At this meeting Dr. Mohammed Nasif Bey said that 
the epidemic was limited more or less to rural areas. 
Egypt, he added, needed a hundred more ambulances 
to carry cases and suspects to hospital. 
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The Egyptian authorities, according to a Times 
correspondent, have been impeded by the clandestine 
movement of people out of the infected areas. Pre- 
cautions in other countries include the establishment 
by Palestine of quarantine posts at its frontier, and 
stringent measures of control at French Mediterranean 
ports; all dock employees at Marseilles who might 
come into contact with ships arriving from Egypt have 
been vaccinated. 


Poliomyelitis and Polioencephalitis 


The decline in notifications of poliomyelitis 338 (402) 
and of polioencephalitis 26 (27) continued in the week 
ended Oct. 11. Figures for the previous week are shown 
in parentheses. In London notifications were: polio- 
myelitis 31(38), and polioencephalitis 3 (3). There were 
substantial declines in notifications of poliomyelitis in 
Bedfordshire 8 (10), Durham 5 (14), Essex 7 (24), 
Lancashire 43 (64), Middlesex 17 (28), and Yorks, West 
Riding 11 (18). The most important rise was in Derby- 
shire 13 (5). 

Two large-scale inquiries concerning poliomyelitis are 
known to be in progress. One, from the Ministry of 
Health, derives its information from certain infectious- 
diseases hospitals and general hospitals throughout the 
country and aims: at securing more accurate estimates 
of the fatality and severity of thej disease in the present 
epidemic. The other and more comprehensive study, 
organised by Dr. A. M. McFarlan and other members of 
the staff of the Public Health Laboratory Service, will be 
concerned with the epidemiology of the disease in selected 
areas. Although these two inquiries are separate, the 
method of tabulating cases is almost the same for both. 


Infectious Disease in England and Wales 
WEEK ENDED OCT. 11 


Notifications.—Smallpox, 0; scarlet fever, 1316 5 
whooping-cough, 1043; diphtheria, 201; paratyphoid, 
12; typhoid, 8; measles (excluding rubella), 1659 ; 
pneumonia (primary or influenzal), 403; cerebrospinal 
fever, 45; poliomyelitis, 338; polioencephalitis., 26 ; 
encephalitis lethargica, 2; dysentery, 67; puerperal 
pyrexia, 106; ophthalmia neonatorum, 71. No case 
of cholera, plague, or typhus was notified during the 
week. 

Deaths.—In 126 great towns there were no deaths 
from scarlet fever, measles, or diphtheria, 2 (0) from 
enteric fever, 3 (0) from whooping-cough, 70 (4) from 
diarrhoea and enteritis under two years, and 13 (3) 
from influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified during the week 
was 216 (corresponding to a rate of 23 per thousand 
total births), including 30 in London. 


Births, Marriages, and Deaths 


BIRTHS 


BEATON.—On Oct. 17, at Dumfries, the wife of Dr. D. R. Beaton— 
a daughter. = > 
BELL.—On Oct. 14, at Newcastle-on-Tyne, to Dr. Jean Bell (née 
Cass), wife of the Rev. R. G. Bell—a son. i 
Dickson.—On Oct. 17, at Nunthorpe, Middlesbrough, the wife 
of Mr. D. C. Dickson, F.R.C.S8.E.—a& son. aa ee 
F¥i1cais.—On Oct. 16, at Harrow, the wife of Dr. M. M. Figgis—— 
a daughter. 
GIBBS.—On Oct. 14, at Cobham, Surrey, the wife of Dr. A. J. 
Gibbs—a son. 
MARRIAGES 


ScCRIVENER—COMPTON.—On Oct. 15, at Chichester, John P. 
Scrivener, M.B.E., captain R.A.M.C., to Patricia U. Compton. 


DEATHS ; \ 


Vopps.—On Oct. 15, at Edinburgh, Mary Janet Dodds, 0O.B.E., 
L.R.C.P.E. 
HouGnrTron.—On Oct. 11, 
Houghton, M.R.C.8. . 
HUGHESDON.—On Oct. 17, Mary Redfern Hughesdon, M.B. Camb., 
D.O.H. 
MacGILLIVRAY.—On Oct. 15, at Crail, Fifeshire, Angus MacGillivray 
M.D. Aberd., D.SC., LL.D. St. And., F.R.S.E., 28th chief of the Clan 
MacGillivray. 
MACLEAN.—On Oct. 17, 
M.B. Glasg. ae 
SMITH.—On Oct. 13, at Woking, Surrey, Gilbert Johnston Smith, 
M.B. Glasg., major, I.M.S. (retd.), aged 49. 
STARLING.—On Oct. 18, Edwin Alfred Starling, M.B. R.U.I., aged 90. 
STEVENSON.—On Oct. 16, in Malta, Alec King Stevenson, M.B. Belf., 
surgeon commander, R.N. 


at Eastbourne, Murtaugh James 


in London, Charles Forbes Maclean, 
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Notes and News 


AN ASSOCIATION OF MEDICAL LIBRARIANS 


THE inaugural meeting of a new medical subsection of the 
Library Association, held in London on Oct. 4, was attended 
by librarians from medical institutions in all parts of the 
country. In a preliminary statement Mı. W. R. Le Fanu, 
librarian of the Royal College of Surgeons of England, 
explained that a small group. of medical librarians had been 
holding informal’ meetings in London during the last few 
years and that the time had come to organise a regular group 
under the ægis of the Library Association. Medical librarians 
in London and in the provinces had responded with enthu- 
siasm, and the university and research section of the Library 
Association had given its official blessing to the new subsection, 
which was now in being. Mr. Le Fanu recalled that Sir William 
Osler suggested the formation of such a body as long ago as 
1909, at the annual meeting of the British Medical Association, 


but there were few regularly trained librarians at-that date 


and nothing came of the proposal. Since then medical libraries 
have expanded enormously both in size and in the services 
which they provide, and their importance to the profession 
can hardly be exaggerated. An association devoted to the 
professional interests of medical libraries deserves a warm 
welcome and strong support from all medical men. 
_ Various projects which will advance the usefulness and 
efficiency of medical libraries were outlined to the meeting. 
These include the establishment of an exchange system for 
duplicate or unwanted books and journals, the compilation 
of union lists of periodicals and of rare books, and inter- 
library loans. Membership of the group is confined to members 
of the Library Association who are working in medical 
libraries, but medical men will always be welcomed as guests ; 
the secretary of the group will gladly answer inquiries both 
from members of the medical profession and from librarians. 
The following committee was appointed to manage the 
affairs of the section: C. C. Barnard, London School of 
Hygiene and Tropical Medicine (chairman) ; Miss E. Wigmore, 
Medical Research Council; W. A. Lee, Liverpool Medical 
Institution; W. R. Le Fanu, Royal College of Surgeons 
of England; T. J. Shields, British Medical Association ; 
Q. Wilson, Medical Library, University of Manchester; and 


W. J. Rishop, Wellcome Historical Medical Museum, 28, . 


Portman Square, London, W. 1 (hon. secretary). 


WHALING TODAY 


At a meeting of the Universities Federation for Animal 
Welfare in London on Oct. 17, Dr. H. R. LIL emphasised 
the cruelty of the present method of killing whales by means 
of harpoons fitted with explosive heads filled with black 
` powder. Sometimes, he said, as many as nine harpoons 
are used to kill one whale, and often death does not follow 
for one to five hours. Among the alternative methods of 
killing, he thought electrocution the most hopeful line to 
pursue, though possibly the use of carbon-dioxide cylinders 


has some merit. He mentioned that, owing to damage to the 


intestines, whales are often rotten by the time they are 
brought up to the factory ship. __ 

Mr. Joms GRIeRson discussed the use of aircraft in whaling, 
and confirmed Dr. Lillie’s views on the brutality of present 
methods. Sir Roserr ROBINSON, P.R.S., discussed other 
alternatives, including high explosive, which he no longer 
favoured, and high-velocity solid missiles. 

Dr. RoBERT Case discussed the use of carbon dioxide, and 
stressed the importance of keeping in mind the growing use of 
whalemeéat for consumption when considering new methods 
of slaughter. He was afraid, for example, that the high- 
pressure peak from high explosive might cause much damage 
to guts containing gas, even if the missile did not in fact 
strike the abdominal viscera. He suggested that the Depart- 
ment of Scientific and -Industrial Research would perhaps 
be pleased to codéperate with Dr. Lillie in any proposed 
- experimental work. l l 

Dr. Case drew attention to an industrial hazard of whaling 
that he had studied during the past season. A very high 
incidence of sepsis was noted amongst deck workers, and one 
life was lost from fulminating gas-gangrene. A study of some 
of the wounds showed a bacterial flora in which clostridia 
predominated, and in certain cultures brought back Cl. 
e@edematiens had been found. The source of infection was the 
flesh of rotten whales, infected from the intestinal tract 
during the post-mortem interval, when the temperature 
is maintained at about 35°C by the insulating action of the 
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blubber. Dr. Case suggested that steps might be taken to 
lower the incidence of infection, and mentioned that he had 
already arranged for one fleet to try out prophylactic and 
therapeutic sera, as well as antibiotics, during the forthcoming 
season. | | | 


ROYAL PHOTOGRAPHIC SOCIETY’S EXHIBITION 


. THE scientific and technical entries for the Royal Photo- 
graphic Society’s Exhibition have now become so numerous 
as to cover the entire wall-space of the society’s gallery, so 
the exhibition has to be held in two parts. The scientific 
section this year contains some entries of medical interest, 
with a specially strong group from the photographic depart- 
ment of the Westminster Hospital. Their serial comparative 
records of a case of arteriovenous aneurysm in the skull (600) 
is a model of accurate comparison photography in which the 
large scale and high definition, combined with the wide area 
of field recorded, provide an excellent visual impression of the 
patient’s progress. This series would have been improved by 
lateral views to show presence or absence of proptosis. The 
more complete series of routine plastic surgery .records (601, 
602), by Alfred Benjamin, are lacking in precision. “ A Pallid 
Kidney ” (604), also from the Westminster Hospital, shows 
the value of including a grey-scale!; it would have been 
still better if the original grey-scale could have been attached 
to the mount. “ Benign Pigmented Melanoma”’ (611), by 
Miss D. V. Marshall, is a good record marred by absence of 
any hint of the scale of reproduction of what can be guessed 
to be a juvenile thigh. The examples of photomicrography 
are mainly notable for the absence of the splendid work of 
J. S. Pittock. 

The colour section contains fine medical prints by Edward 
Brain, and in the transparency cabinet Miss D. V. Marshall 
makes a brave attempt to present the general appearance 
of hemochromatosis (343) and polycythemia (344). In the 
latter she wisely included a normal control, but unfortunately 
chose a sallow mediterranean type which was not truly 
comparable ; a colour-scale would have provided a more useful 
control. | 

All in all, the medical entry was disappointingly small, 
and many of our best workers were not represented. at all. 
established hospital photographic departments 
may be feeling too shy to submit entries; next year should 
see a much larger turnout. g 

This exhibition is open free to all, at- 16, Princes Gate, 
S.W.7, until Nov. 1. 


GOORDINATION OF ABSTRACTING SERVICES 


A CONFERENCE of representatives of abstracting services in 
the medical and related sciences, held in Paris under the 
auspices of Unesco, agreed on the desirability of providing 
on a coéperative basis a scientific medical information service 
by means of abstracting current publications at the lowest 
possible cost to the reader. It was recommended that, to 
avoid duplication, Excerpta Medica and Biological Abstracts 
be asked to consider reducing the range of subjects covered 
by their services; and that Biological Abstracts and British 
‘Abstracts on the one hand, and Excerpta Medica and World 
Abstracts on the other be asked to explore the possibility of 
coöperation by the exchange of abstracts. The meeting 
recommended that, to implement the decisions taken, UNESCO 
should set up an interim coérdinating committee, composed of 
non-profit-making international abstracting services. Initially, 
the committee should be composed of the abstracting services 
represented at the conference (Excerpta M edica being invited as 
an observer only, until it becomes non-profit-making), the 
Interim Commission of the World Health Organisation, UNESCO 
(as secretariat and convener), the International Federation for 
Documentation, the International Federation of Library - 
Associations, and the Medical Libraries Association. It is 
proposed that the first. meeting of the committee shall be 
held next spring. 


University of London 

On Thursday, Nov. 6, at 5 P.M., at I, Wimpole Street, W.1, 
Mr. E. D. D. Davis will deliver the Semon lecture on the 
Applied Anatomy and Physiology of the Pharynx and 
(Esophagus. Admission to the lecture is free, without ticket. 


University College, London 

The remaining lectures of Dr. M. H. Pirenne’s course on 
the Physiological Mechanisms of Vision will be given on 
Oct. 29 and Nov. 5 and 12, at 5.30 p.m. (and not at 5 P.M.). 


1. Stanford, B. Lancet, 1946, ii, 299. 
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APPOINTMENTS—DIARY OF THE WEEK 


[oct. 25, 1947 


University of Leeds 


The title of emeritus professor has been conferred on 
Dr. J. Johnstone Jervis, who has lately retired from the chair 
of public health. The following appointments have recently 
been made: Dr. W. J. Allen, lecturer in physiology ; Dr. I. G. 
Davies, professor of public health ; Dr. C. W. Dixon, lecturer 
and chief assistant in public health: Dr. R. P. Harbord, 
reader in anesthetics; Dr. R. Orton, senior lecturer in 
psychiatry ; Mr. Harold Petty, research fellow in the surgery 
of rheumatism ; Dr. C. J. Polson, professor of forensic medi- 
cine; Dr. D. E. Price, lecturer in forensic medicine. 


_Dr. Davies is at present deputy M.o.H. for Bristol and deputy 
director of the preventive medicine laboratory of the University 
of Bristol where he is also lecturer in public health. He qualified 
in 1923, and took his M.B. Lond. the following year and the M.R.C.P. 
in 1926. After holding resident posts at the North Wales Sanatorium 
and St. Peter’s Hospital, London, he became tuberculosis officer 
and senior assistant medical officer for Nottingham. He has pub- 
lished papers on the Foster Child, and the 1940 and 1941 outbreaks 
of paratyphoid B in Bristol. In 1944 he took hism.p. Dr. Davies 
is a member of the Population Investigation Commission. 

Dr. Polson, who isa barrister-at-law of the Inner Temple, graduated 
M.B. With first-class honours in pathology at the University of 
Birmingham in ‘1924. He held a lectureship in pathology at the 
University of Leeds before he was appointed pathologist to the 
Crichton Royal at Dumfries. Later he became assistant lecturer in 
chemical pathology and demonstrator in pathology at the University 
of Manchester before he returned to Leeds to take up his present 
appointments as senior lecturer in “pathology in the university 
and pathologist to St. James’s Hospital. + His published work 
ee papers on liver necrosis and rhinoliths. In 1941 he was 
elec F.R.C.P. 


University of Sheffield 

Dr. J. L. Edwards and Dr. L. C. D. Hermitte have been 
appointed honorary lecturers in pathology, and Dr. R. T. 
Gaunt; honorary lecturer in medicine to dental students. 
Dr. H. J. Whiteley has been appointed assistant lecturer in 
pathology. 


Royal College of Physicians of London 

Dr. E. R. Boland will deliver the Croonian lectures at the 
college, Pall Mall East, S.W.1, on Tuesday and Thursday, 
Nov. 18 and 20, at 5 p.m. His subject is to be the Adminis- 
tration of Medicine. 


7 
Royal College of Surgeons in Ireland 
The following have received the fellowship : 


Denis Boland, D. M. Brooks, John Bunting, F. H. Counihan, 
R. A. E. Magee, Eoin O'Malley, W. J. O’Regan, A. B. Walsh. 


Care of Old People 


The Bristol Council of Social Service and the Bristol and 
District Divisional Hospitals Council are holding a conference 
on this subject at 2.30 P.M. on Wednesday, Oct. 29, at the 
University of Bristol. Dr. E. L. Sturdee and Dr. Marjory 
Warren will speak on the medical- needs of old people, Miss 
D. Ramsey on their social needs, and Dr. R. H. Parry will 
sum up the discussion. Further particulars may be had from 
the hon. secretary of the Hospitals Council, Royal London 
House, Bristol, 1. 


Course on the Rheumatic Diseases 

On Saturday, Oct. 25, at 9.45 A.M., Lord Moran will open 
this course at the rheumatism unit of St. Stephen’s Hospital, 
Fulham Road, London, 8.W.10. On that day the following 
lectures will be given: Sir Adolphe Abrahams (General 
Physician’s Approach to Rheumatic Diseases); Dr. Philip 
Ellman (Ætiology of Chronic Rheumatism); Dr. Francis 
Bach (Rheumatic Fever, and Organisation of a Rheumatism 
Unit); Dr. G. D. Kersley (Gout); Dr. Grace Batten (Radio- 
logical Diagnosis of Arthritis). Particulars of the lectures to 
be given on the second and concluding day of the course will 
be found in the Diary of the Week on this page. 


_ Notices in the Newspapers 


The Medical Registration Council of Eire announce that 
their attention has been drawn to the increasing number of 
notices appearing in the public press that might be construed 
as advertising on the part of members of the medical pro- 
fession. “As notices in the public press should do no more 
than notify the patients of absence from or return home, or of 
change of address, it is the opinion of the council that: (1) 
no notice should appear more than once; (2) no title except 
that of Doctor (Dr.), or Mister (Mr.), or Surgeon should 
be used; (3) no degree or qualification should be inserted 
after the name; (4) in no case should hours or days of 
attendance be specified ; (5) the telephone number and full 
address should be quoted only in case of taking up residence 
or change of residence.” 


Appointments 


BUCKLEY, WILLIAM, M.A., M.B. Camb., F.R.C.S.: asst. thoracic 
surgeon, Nottinghamshire county council and Nottingham 
- city council. 
CURRIE, DONALD, M.A., M.B. Camb. : 
Service. 
JOHNSON, H. D., M.B. Camb., F.R.C.8.: asst. surgeon, Royal Free 
Hospital, London. 

MACKAY, D. H., M.B. Manc., F.R.C.8.: surgeon, Stockport Infirmary. 
NEWBOLD, J. C., M.A., M.B. Camb., F.R.C.S8., M.R.C.O.G.: asst. obstet- 
rician and gynæcologist, Royal Hospital, Wolverhampton. 

TALBOT, J. J., M.B. Dubl. : M.O., British Guiana, Colonial Service. 


Royal Berkshire Hospital, Reading 
- Asst. Surgeons: 
LATTO, CONRAD, M.B. St. And., F.R.C.S.E. 
RE Ip, R. G., M.B. Lond., F.R.C.S. 


Diary of the Week 


OCT. 26 TO NOV. 1 


M.O., Tanganyika, Colonial 


Sunday, 26th 
ST. STEPHEN’S HOSPITAL, Fulham Road, S.W.10 


10 a.M. (Rheumatism unit.) Dr. Philip Ellman: Problems in 
Differential Diagnosis ; Drug Treatment in the Rheumati 
Diseases. i 

Noon. Sir Thomas Fairbank: Development of Mechanical] 
Arthritis. 

2 P.M. Mr. Timbrell Fisher: Orthopedic Aspects of Rheumatic 
Disease. 


3.30 P.M. Dr. Blake Pritchard: Pains—Neuritic and Referred. 
4.30 P.M. Dr. David Shaw: Psychiatric Factors in the Chronic 
Rheumatic Diseases. 
Monday, 27th 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
5 P.M. Mr. H. F, Lunn: Applied Anatomy of Testicular 
Descent. (Arnott demonstration.) 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street. W.1 


5.30 P.M. Odontology. Prof. H. F. Humphreys: Dental 
Education. (Presidential address.) j 
SOCIETY OF APOTHECARIES OF LONDON, Black Friars Lane, E.C.4 


= 5PM. Prof. D.F. Cappell: Pathology of the Rhesus Factor. 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1 
8.30 P.M. Dr. A. H. Douthwaite, Mr. Norman Tanner: Treat- 
ment of Peptic Ulcer. 


Tuesday, 28th 
ROYAL COLLEGE OF SURGEONS 
5P.M. Mr. Lunn: Cerebral Cortex and the Status of Man. 
(Arnott demonstration.) f 
ROYAL SOCIETY OF MEDICINE 
8 pM. Medicine. Prof. Alexander Haddow. Dr. Eric Boyland, 
Dr. Edith Paterson, Dr. Jean Watkinson, Dr. O. H. 
Wares Mr. E. W. Riches: Chemotherapy in Malignant 
ISCAaSCS, 
INSTITUTE OF DERMATOLOGY, 5, Lisle Street, W.C.2 
5 r.M. Dr. I. Muende: Pathological demonstrations. 
D OF LARYNGOLOGY AND OTOLOGY, 330, Gray's Inn Road, 


C1 
4.30 P.M. Mr. 
' Deafness. 
PADDINGTON MEDICAL SOCIETY 
9 PM. (St. Mary’s Hospital. W.2.) Mr. A. Dickson Wright : 
Coloured film on Treatment of Varicose Conditions and 
their Complications. 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
5 P.M. (Royal Infirmary.) Mr. J. M. Graham: 
Dyspna@a. 


Wednesday, 29th 
ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. W. R. Douglas: Surgical Treatment of Metastatic 
Carcinoma of the Cervical Glands. (Moynihan lecture.) 


Thursday, 30th 


ROYAL COLLEGE OF SURGEONS 
5 v.mM. Dr. James Craigie, F.R.S.: Viruses, Self-reproducing 
Substances, and Tumours. ~ (Imperial Cancer Research 
Fund lecture.) - 
SOCIETY OF APOTHECARIES 
5 P.M. Sir Lionel Whitby: 
i therapy. ” 
INSTITUTE OF DERMATOLOGY 
5 P.M. Dr. H. MacCormac: Occupational Dermatitis. 
MEDIcO-LEGAL SOCIETY 
8.15 P.M. (26, Portland Place, W.1.) Judge W. G. Earengey, 
K.C.: Retrospect and Prospect. (Presidential address.) 
SOCIALIST MEDICAL ASSOCIATION | 
7 P.M. (Denison House, Vauxhall Bridge Road, S.W.1.) Mr. 
J. Li. Saunders, B.p.s.: New Zealand National Dental 
Service. 
HONYMAN GILLESPIE LECTURE ae 3 
4.30 P.M. (Edinburgh Roval Infirmary.) Dr. W. Ritchie Russell : 
Traumatic Amnesia. 


Friday, 31st 
LONDON CHEST HosrPrraL, Victoria Park, E.2 
5 P.M. Dr. N. Lloyd Rusby: Diagnosis of Pulmonary Tuber- 
culosis. 
BIOCHEMICAL SOCIETY : 
2.15 P.M. (St. Thomas’s Hospital medical school, London, 8.8.1.) 
Short papers and demonstrations. 
LEEDS AND WEST RIDING MEDICO-CHIRURGICAL SOCIETY 
8.30 P.M. Sir Archibald McIndoe: Surgery ofthe Burnt Hand. 
ROYAL MEDICAL SOCIETY, 7, Melbourne Place, Edinburgh : 
8 P.M. Prof. W. E. Le Gros Clark, F.R.S.: Rôle of the Anatomist 
in the Study of Sensory Functions. 


Terence Cawthorne: Surgical Treatment of 


Obstructive 


Theory and Practice of Chemo- 
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HISTORICAL BUILDING 
DES MOINES, IOWA 


We hope you obtain pleasure and profit from 
the use of the Iowa State Medical Library. You 
can increase its usefulness by returning your 
books promptly. We are pleased to be of service 
to you. 

Borrower. Adults are entitled to draw books 
by filling out an application car 

Number of Volumes. Two new books, or two 
new consecutive Journals cannot be taken by one 
person. Students may borrow 3 volumes at a time, 
which are not renewable. 

Time Kept. The period of loan is two weeks; 
older books may be once renewed. New books 
and Journals are not renewable. 

Forfeiture of Privilege. Loss of books or 
journals without paying for same, defacing or 
mutilating materials, three requests for postage 
without results, three requests for return of ma- 
terial without results, or necessity of asking 
Attorney General’s aid to have material returned, 
bars from future loans. 

Transients and those at hotels may, borrow 
books by depositing the cost of the book, or $5.00, 
which is returned when the book is returned, 


